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DEFINITION OF “HIGH RISK” PATIENT:

A. The patient is of childbearing age and has had an examination that indicated the presence of
cervical or vaginal cancer or some other abnormality during any of the preceding three years; or

B. Regardless of the patient’s age, she is considered to be at high risk of developing cervical or vaginal
cancer due to at least one of the following factors:

early onset (under 16 years of age) of sexual activity;

multiple sexual partners (five or more to date);

history of a sexually transmitted disease (including HIV infection);

fewer than three negative PAP smears within the previous seven years; or
mother took DES (diethylstilbestrol) during pregnancy with patient.
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MEDICARE PATIENT ADVANCE BENEFICIARY NOTICE
(Beneficiary Signature Required)

If the Medicare beneficiary believes her current “screening PAP smear” WILL BE covered by Medicare
Part B:

| have been notified by (name of Physician) that Medicare
will deny payment for my current screening PAP smear if: (a) | have had one paid for by Medicare within
the last two years, and neither condition (b) nor (c) hereafter applies; (b) | am not of childbearing age, or,
if of childbearing age, | have not been diagnosed within the past three years to have cervical or vaginal
cancer or some other female reproductive system abnormality; (c) my attending physician does not
consider me to be at high risk for cervical or vaginal cancer; or (d) condition (b) or (c) applies, but
Medicare has paid for a screening PAP smear on my behalf within the last 11 months. | believe that | am
eligible to have Medicare pay for my current screening PAP smear, since | do not believe any of the
preceding conditions that would cause Medicare to deny payment apply to me. If | am mistaken and
Medicare denies payment for my current screening PAP smear, | agree to be personally and fully
responsible for payment.

Beneficiary Signature:

If the Medicare beneficiary believes her current “screening PAP smear” WILL NOT BE covered by
Medicare Part B:

| have been notified by (name of Physician) that Medicare
will deny payment for my current screening PAP smear if: (a) | have had one paid for by Medicare within
the last two years, and neither condition (b) nor (c) hereafter applies; (b) | am not of childbearing age, or,
if of childbearing age, | have not been diagnosed within the past three years to have cervical or vaginal
cancer or some other female reproductive system abnormality; (c) my attending physician does not
consider me to be at high risk for cervical or vaginal cancer; or (d) condition (b) or (c) applies, but
Medicare has paid for a screening PAP smear on my behalf within the last 11 months. | believe that | am
not eligible to have Medicare pay for my current screening PAP smear because | believe one or more of
the preceding conditions that would cause Medicare to deny payment applies to me. If Medicare denies
payment for my current screening PAP smear, | agree to be personally and fully responsible for
payment.

Beneficiary Signature:




