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A Liquid-based preparation PAP Smear

Cytological Number: PAP 241063455
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FATIMA ABDULRAB MOHSEN

2538583

AlLz:205919

24063455

Leila Hamid

Age

Gender

ldentify Type

Sample Date

Result Date

32 Years

Female

291886001 36

09/06/2024

09/06/2024

Test requested Cervical smear in liquid fixation.

Clinical
information

LMP t910512024.

Adequacy Satisfactory for evaluation.

Microscopy

- The squamous cells are superficial and intermediate.
- No inflammatory changes.

- Negative for: trichomonas vaginalis, candida albicans, actinomyces spp, and
herpes simplex virus.

- Few normal endocervical glandular, no normal endometrial cells.
- No affiical changes

Diagnosis
Negative for intraepithelial lesion or malignancy.
Within Normal.

Recommendation No further action is recommended.

Lab Doctor: Dr. Maha Kotrob / PI2783
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hI-AAABI LABORATORY & RADIOLOGY
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Sample obtained by:

n Ayres Spatula

Smear Site:

[] Cervix

n VaginatVault

Menstrual State:
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HPV Vaccination?
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t] Brush

Endocervix

VaginalWall

n Post Partum

gfrquid-based Cytology

n Endometrial Aspiration

n vutva

t] Pregnant

t] Labia
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Using IUD
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n YEs

f] Subtotal (uterus removed, cervix remain)

Date conducted:

Prior Malignancy

Day

Cryotherapy

E lect roca ute ry

n Endometrial Biopsy

Wc"ne Biopsy

t] Total (uterus & cervix excised)

Month

n Leep

n Laser
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Requesting physician signature & Stamp: Bf- k4l,n H *:tl:lil Date of Proced;iei:,0-8-:fu

ProcedureDoneBy(Name&Signature):-.---.......

PAP Smear REQUEST

LMP ' lt nuvQ5-Month 2AIfYear

Current Hormone Use:

On Hormone?

For Contraception
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Estrogen & Progesterone

Other Medication (Specify) :

Other relevant information :

NYES I

I YES

I YEs

n YEs

n YES I Estrogen Only n Progesterone Only
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New Patient Registration Form

Fur Name Inkl$Lf,L Ab/*n.{.reb [Lcl.hg{L

Emergency contact person Hd^nCIJ" Hfrtr -L:At.-.D*It-......,,Ji!r $Jil

Emergency contact Number 6&{ flfilL -iirb f-r
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How did you hear about our Center

tl Advertisements/ clu)e! [ Referral by doctor

tf Others / g;Jii

How do you want us to address you ?

Way Name /e-Y! tl By No/ i-lt!

I receive my Rights & Responsibilities
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Mobile no.:

Date:

Payment details: copy of receipt attached
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