
 
Change of Details  

Nurse Pap Smear Provider 
 

NPSP details 

 
Surname 

 
…………………..……………………. 

 
Given names 

 
………………….………………………… 

 
Home address 

 
………………………………………………………………………………………………. 

 
 

 
………………………………………………….…………………………………………. Postcode ……………. 
 

 
Telephone 

 
…………………………….. 

 
e-mail …………………………………………………. 

 
Current registration with the NMBWA 

 
ID number ……………………… 

Division …………………….…………………… Expiry date …………………….. 

Division ……………………………….………… Expiry date …………………….. 

Nurse identification number ……………… 

Location/s where you will provide the additional/new service 

Service Name (1) 
 
………………………………………………………………………………………………………………………………. 

Address 
 
………………………………………………………………………………………………………………………………. 

 
 
…………………………………………………………………………………….... Postcode …………………… 

NPSP ID No. 1 
 

…………………………………………………………. 
 

Telephone …………………………………………………………. Fax ………………………………………………….. 

Service Name (2) 
 
………………………………………………………………………………………………………………………………. 

Address 
 
………………………………………………………………………………………………………………………………. 

 
 
…………………………………………………………………………………….... Postcode …………………… 

NPSP ID No. 2 

This location 
………………………………………………………….  

Telephone …………………………………………………………. 
Fax ………………………………………………….. 

 

Name of cytology laboratory utilised by screening service 

……………………………………………………………………………………………………………..……………………………………………………

……………………………………………………………………………………..……………………………………………………………………… 



 

Insurance details: Cervical screening service provider 

Is additional indemnity insurer required  No / Yes (Please circle) 

Name of additional indemnity insurer: ……………………..………………………………………………… 

Non Gov Orgs (only): Is the insurer informed of the service provision by this applicant?  Yes / No 

Supporting Medical Officer 

Have this section completed by the Medical Officer who has agreed to act as your liaison person. 

 
Name 

 
………………………………………………………… 

 
Provider no. 

 
………………………….. 

 
Address  

 
………………………………………………………… 

  
………………………………………………………… 

  
………………………………………….. 

 
Postcode ……………  

 
Telephone 

 
………………………………………….. 

 
Fax …………………… 

 
I ……………………………………………………………….………………………………….. (name of the Medical Officer) 
 

hereby agree to make myself available to: 
 
……………………………………………………………………………………………………….…. 

 
(name of the nurse) 

 

for clarification of clinical issues and referrals related to the follow-up of abnormal Pap 
smears. 
 
Signature 
 

 
……………………………………………………..……………….. Date:……………………………………… 

 


