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Boise Pathology Group, PA ~ 190 East Bannock Street ~ Boise, Idaho 83712

Phone: (208) 381-2367 ~ Fax: (208) 381-4762

www.boisepathology.com

PATIENT _________________________________________
DOB _______/_______/_______
AGE ________ DATE ______/______/______

PATIENT ADDRESS ________________________________
CITY ______________________ STATE _________ ZIP __________________

PATIENT PHONE # _________________________________
SOCIAL SECURITY # ______________________________________________

PRIMARY INSURANCE _____________________________
POLICY #______________________________ GROUP # _________________

SUBSCRIBER _____________________________________
RELATION TO PATIENT ___________________________________________

SECONDARY INSURANCE __________________________
POLICY #_____________________________
GROUP # _________________

SUBSCRIBER _____________________________________
RELATION TO PATIENT ___________________________________________
  (  Non-Gyn Source _________________
( Thin Prep Pap Smear
( Conventional Pap Smear 
  

LMP Date:  ______/______/______


Gyn Source:     (  Cervical/Endocervical          (  Vaginal

HPV Testing:    (  High Risk Only if ASCUS    (  High & Low Risk Only if ASCUS    (  High Risk    (   High & Low Risk

Menstrual History:   ( Pregnant          ( Postpartum       ( Menopausal        ( Postmenopausal     ( Post Hysterectomy

Treatment History:      ( Estrogen Rx     ( Radiation
    ( Chemotherapy     ( OCP                        ( Other

Malignancy History:        ( Cervical
     ( Endometrial       ( Uterine
         
  ( Ovarian
           ( Other

Clinical History:
        (  Wellness Exam 

(  Previous Atypia
_____________________________________________________________________________________________________
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     (  Screening Pap?
      (  Diagnostic Pap?


          (See back for ICD9 codes




     (attach ABN/Waiver)
      (provide ICD9 Code) (


accepted by Medicare
                                  
PHYSICIAN ______________________________________



        Copies To: _________________________________________

ADDRESS _______________________________________



       ___________________________________________________

PHONE __________________________________________


       ___________________________________________________

FAX _____________________________________________
 

       ___________________________________________________
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