
 Advance Beneficiary Notice for PAP Smears  
 
Medicare will only pay for services that it determines to be Reasonable and necessary@ as defined by 
section 1862 (a)(1) of Title XVIII of the Social Security Act.  If Medicare determines that a particular 
service, although it would otherwise be covered, is not Reasonable and necessary@ under Medicare 
program Standards, Medicare will deny payment for that service. 
 
Additionally, the Medicare program covers under 42 USC 1395, a screening PAP smear only once 
every three (3) years.  A screening PAP smear ordered more frequently than once in a 3-year period is 
not a covered service under the Medicare program. 
 
Patient Acknowledgment and Agreement Regarding Payment 
 
Screening PAP Smears 
 
I have been notified of the frequency limitation regarding the coverage of a screening PAP smear. 
 
G I believe that I have had a screening PAP smear during the past 3 years.  If Medicare denies 

payment for this PAP smear, I agree to be fully responsible for the payment of the PAP smear. 
 
G I believe that I have not had a screening PAP smear during the past 3 years.  If, however, that is 

incorrect I agree to be fully responsible for payment of the PAP smear. 
 
Diagnostic PAP Smear 
 
G I have been notified by my physician/supplier that he/she believes that Medicare is likely to deny 

payment for the diagnostic PAP smear for the reason stated below.  If Medicare denies 
payment, I agree to be fully responsible for payment of the PAP smear. 

 
In your care Medicare is likely to deny payment for the diagnostic PAP smear for the following reason: 
 
_____Medicare does not pay for this service for a diagnosis code of_________(Diagnosis code 
required) 
 
_____Other_____________________________________________________(Please specify) 
           ______________________________________________________________________ 
 
 
Patient Signature_______________________________________Date___________________ 
 
 
**For this ABN to be valid one of the above boxes must be checked.  For the Diagnostic PAP 
the reason must be indicated above. ** 


