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Pathology Laboratory Associates 

4142 S Mingo Rd, Tulsa OK 

Contact info: Phone: 918-430-3588 

Email: Billing@plapath.com 

Patient Bil ling Acknowledgement Form Non-Covered Services- This form is 

required to be completed by ALL BCBS-01{ patients with PAP smear order. 

Under your health plan, you are financially responsible for co-payments, co-insurance, and deductibles for 

covered services, as well as those services that exceed benefit limits. You are also financially responsible 

for all non-covered services as defined by your health plan contract. The services or products listed below 

are not covered according to your health plan. Your acknowledgement below indicates that you have been 

advised of this information and that you agree to pay for the listed services or products. 

Services to be provided Listed below: 

Routine PAP smear: CPT codes 88175 and /or 88141 

• We believe BCBSOK will deny your PAP smear because they only cover a routine PAP smear
every 3 years according to their policy effective November 1, 2022. If you still choose to have
this service, the estimated cost is $30.00 if BCBSOK does not cover this service, or you choose to
wait and have this service once the 3 years has passed.

Routine PAP Smear for High-Risk Patients: 88175 and 88141 

• We believe BCBSOK will deny your PAP smear because they only cover a routine PAP smear
once a year for high-risk patients. If you still choose to have this service, the estimated cost is
$30.00 ifBCBSOK does not cover this service, or you can choose to wait and have this service
once the year has passed.

Patient information and Acknowledgement: 

I ________________ with DOB: ___ acknowledge that I have been told 

Patient Name- Printed or Typed 

In advance by the ordering provider that the services listed above may not be covered by BCBS-OK 

due to their policy. I agree to pay for these non-covered services. 

Patient /Guardian Signature Date 




