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Revisions to form NHBREM 6320/69  
Naval Branch Health Clinic-Bangor 
 
 
 
 
Your PAP test result will be mailed to you. 
Please fill out both portions A & B print legibly 
 
 
 
_________________________________________________________ 
Name (Last)                                       First                               Initial  
      
___________________________________ 
Phone 
 
_______________________________________ 
Sponsor                                 
 
(A) 
                                                          (Clinic Copy)  
 
 
 
 
 
DEPARTMENT OF THE NAVY 
BRMEDCLINIC BANGOR 
2050 BARB STREET SUITE A 
SILVERDALE, WA  98315-2099 
 
 
OFFICIAL BUSINESS 
 
 
 
                                             _____________________________________________________ 
                                             NAME 
                                                                 
                                             _____________________________________________________ 
                                             ADDRESS 
 
                                             _____________________________________________________ 
                                             CITY                     STATE                ZIP 
 
(B) 
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Date __________________ 
 
_____  Within normal limits 
_____  Unsatisfactory for evaluation 
_____  Benign cellular changes                    
_____  Reactive changes 
_____  Atypical squamous cells of undetermined significance (ASCUS) 
_____  Other (specify) __________________________________ 
 
 
 
. 
 
 
Dear Patient, 
 
Your Pap test on ___________________________________________ showed the following: 
 
_________ Normal 
                   Your next Pap test should be in: 
 ________   one year  
 ________   two year  
 ________   as instructed by your provider_____________________ 
 
_________ Repeat Pap is indicted in 6 months. 
_________ Repeat Pap and colposcopy in 6 months, 12 months 
_________ Your Pap test shows that more evaluation is needed by colposcopy, a special exam. 
                    Please call 1-800-404-4506 to make an appointment for colposcopy. 
 
_________ Please call your provider _________________________at_____________________. 
 
 
 
 
 
 
 
Please remember that a PAP test  is only a SCREENING test.  Abnormalities may need to be  
evaluated by repeat testing or special tests such as colposcopy. 
A recommendation for a repeat test does not necessarily indicate something is seriously wrong.   
Some tests need to be repeated because there were not enough cells obtained in the specimen. 
 
 
 
 
 


