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I HPV - High Risk
[0 Chlamydia trachomatis /
Neisseria gonorrhoeae

CLINICAL HISTORY
PREVIOUS PAP HISTORY

HORMONAL HISTORY

[ Estrogen Replacement Therapy
[J Oral Contraceptive
[ Depo-Provera

Post-Op Diagnosis

ANCILLARY TESTING

O Trichomonas vaginalis
O Mycoplasma genitalium

PREVIOUS BIOPSY

O Normal Date Result & Date

TREATMENT HISTORY
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[ Conization [J Radiation
OD&C [ Other,
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ADDITIONAL HISTORY
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O b [ Lesion or Mass O Prior Carcinoma
[ Discharge [ Chemotherapy [ Other

[ Colpo Abnormality [ Immunosuppressed
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