University of Puerto Rico Comprehensive Cancer Center
Puerto Rico Breast and Cervical Cancer Prevention and Early Detection Program
PMB 371 PO Box 70344, San Juan PR 00936-8344

Program Use Only
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a _|'--~--|- 1 “Eﬂ Phone: 787-772-8300 ext. 1116
~ BREAST & CERVICAL Patient ID:
\ Cervical Cancer Screening Data Collection Form
(Follow Cancer Screening Guidelines provided) Cycle# ___

A. Patient Information
1a. Last Names 1b. First Name 1c. Initial 2. SSN 3. DOB 4. Age
5a. Postal Address 5b. Municipality 5c. State 5d. Zip Code 6. Phone Number
7. Provider # 8. Record # 9. Municipality of Screening

B. Cervical Screening History

10a. Has the patient had a prior Pap 12a. Has the patient received an HPV
Test? If Yes, Oves ONo Ounknown vaccination? If Yes, Oves ONo Ounknown
10b. Date of prior (last) Pap test: 15b. Date of first HPV vaccination:

11. Is there history of the following conditions? (Mark all that apply)

11a. Dysplasia/cervical cancer OYes ONo OUnknown I8, [NUmIOET @I CRBES [EEEN ! O1 02 O3
11b. HPV OYes ONo OUnknown 13. Is the patient post-menopausal? OYes ONo OUnknown
11c. HIV OYes ONo OUnknown 14. Is the patient pregnant? OYes ONO OUnknown

15a. Has the patient had a hysterectomy?
If Yes, OYes ONo OUnknown
15b. Was the hysterectomy performed for
either cervical cancer or Neoplasia? Ovyes ONo Qunknown

11d. Immune-compromised OYes ONO OUnknown

C. Cervical Screening Tests

16. Test(s) Requested (Mark all that apply):

Date of test(s) 19. Type of Pap Test (Specimen Type): 23. Diagnostic Work-up Plan:

DPeric exam: OConventionaI Smear OLiquid Based OPIanned ONot Planned

|:| Pap test: OOther OUnknown 24a. Follow up:

[JHPV test: 20. Specimen Adequacy: Oshort term éi%ri?i?ri\:ymonths
17. Pelvic exam results: QOssatisfactory Qunsatisfactory QUnknown OPapin 1 year

ONormaI OAbnormaI pelvic 2 e e OPap in 3 years

OAbnormaI-not suspicious for cancer ONegative OASC'US OPap in 5 years

OAbnormaI-suspicious for cancer OLS“‘ O HSIL OAdditionaI Diagnostic Procedures

OASC-H OSquamous Cell Carcinoma (Complete the Cervical Cancer

OOther result (Specify): Diagnosis Data Collection Form):

18a. Indication for Pap test to be performed (@)Xelo O~Adenocarcinoma

on this screening: DGyneooIoglc Consultation

ORoutine Pap Test OAIS OResuIt unknown, presumed DCoIposcopy w/o Biopsy
abnormal Pap done by a
O Patient under surveillance for a previous non-program provider DCoIposcopy with Biopsy
abnormal test OOther result DCoIposcopy with ECC
OAIready done by a non-program provider, (Specify):

patient referred in for diagnostic evaluation 22. HPV Test Result: (If positive, specify type) DECC (Only) DLEEP DCKC

OPositive: OLR OHR Ounknown DLaserConlzatlon

18b. Date of referral:

|:|Other biopsy-not colposcopy

ONegative
ONot done, Patient proceeded directly for DOther procedure (Specify):
diagnostic work-up or HPV test Ounknown
ONot done, Breast record only ONOt done
25. Bill to PRBCCEDP: OYes ONo 26. Comments:
27. Provider’s Name and Signature: | 28. Date:
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