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INPATIENT ADMISSION WORKUP 

• uterlne Cytology 
• Manual Breast Exam 

• Sickle-Ceil Screening 
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utedne Cytology Smear - Required by the NYS Hosp~al Code for all women 21 years of age and over admitted to 
the hosp~al, unless medically contraindicated or has been performed within 3 years prlor to admission, 

Manual Breast Examination - Required for all women as above unless medically contraindicated. 

SIckle-Cell ScreenIng - Required If at all possible on all Indicated patients. 

FEMALE 

(checkonej 
Cetv/cal Smeor: 

o Cervical smear done within 3 years of this 
admission. 

o Cervical smear medically contraindicated 
or not Indicated. 

o Patient refused smecr . 

o Smear done on ____________________ _ 

(checkonej 
Breast Exam: 

o Manual breast exam nat Indicated. 

o Patient refused examination. 

o Examination done on ________________ _ 

(check one) 
SIckle-Cell ScreenIng: 

o Sickle-ceil screening not Indicated. 

o Patient refused screening. 

(checkonej 
SIckle-Cell Screen: 

o Sickle-ceil screening not Indicated. 

~ refused screening. 

o Screening done on _________ __ 

o Screening done an ____ -.--+-__ __ 
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