
CERVICAL CANCER 
SCREENING FORM

P E R S O N A L  I N F O R M A T I O N

Full Name

Date of Birth
D D M M Y Y

E-Mail

Phone Number

:

:

:

:

P A P  S M E A R  A N D  H P V  V A C C I N A T I O N

S E X U A L  H I S T O R Y

T H A N K  Y O U  F O R  Y O U R  I N F O R M A T I O N

Last Pap smear date:

Age :

HPV vaccination status:

Number of sexual partners:

History of sexually transmitted infections (STIs):

Family history of cervical cancer:

History of hysterectomy : 
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