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THE DELTA PATHOLOGY GROUP, L.L.C.


Cytology Standing Order Form
(Please check all that apply)
I,___________________________, request that The Delta Pathology Group perform the test(s)
                    Please Print Name
indicated below on all my patients.
Pap & HPV CO-TESTING
_______Pap & HPV High Risk screening with 16/18 genotyping on patients 30-64 years of age 
(unless otherwise indicated on individual patient requisition).
******Please do not perform high-risk HPV screening on patients if they have the following insurance unless you receive a signed waiver letter:  Medicare and OGB (Office of State Group Benefits)
Note:  The 2006 Consensus Guidelines for the Management of Women with Cervical Abnormalities and the December 2009 American College of Obstetrics and Gynecology Guidelines recommends high risk HPV co-testing once every three years.  Please write “No HPV” on the requisition for any individual patient on whom you do not want an HPV co-test on because it has been done within the last three years and both the Pap smears and HPV testing were negative during that time frame.
HPV REFLEX TESTING 
(Please Check Only One)

_______High Risk HPV with 16/18 genotyping on ASCUS (ACOG, ASCCP Recommendation)

Note:  This option coincides with the 2006 Consensus Guidelines for the Management of Women with Cervical Abnormalities and the December 2009 American College of Obstetrics and Gynecology Guidelines for patients over 20 years of age.

 _______High Risk HPV with 16/18 genotyping on ASCUS and LGSIL
Note: The 2006 Consensus Guidelines for the Management of Women with Cervical Abnormalities     recommends immediate colposcopy in patients over 20 years of age for a diagnosis of Low Grade Squamous Intraepithelial Lesion rather than HPV-DNA testing.

CT TESTING 
_______Chlamydia trachomatis testing on all patients less than 26 years of age
Note:  This option coincides with the Centers for Disease Control recommendation for annual CT screening of sexually active women less than 26 years of age.
__________________________________




______________

Physician Signature






Date
Please fax form to the Department at 318-631-4212.Cytology
