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CLINICAL HISTORY: (must specify)

ICD-9 DIAGNOSIS CODE(S)
(Reason for sending specimen)

1.

2.

3.

4.

5.

6.

Tissue or Slides Submitted
(Please list each specimen)

ADDITIONAL COPIES OF REPORT TO BE SENT TO:

2.

1.
PHYSICIAN NAME ADDRESS CITY/STATE/ZIP CODE

CITY/STATE/ZIP CODEADDRESSPHYSICIAN NAME

SURGICAL PATHOLOGY
REQUEST

PATIENT NAME (LAST, FIRST, MI) - PLEASE PRINT

PHYSICIAN NAME
(LAST, FIRST)

PHONE/PIC #

PHYSICIAN
SIGNATURE

SEX

PATIENT HISTORY #

PATIENT LOCATION DATE & TIME OF COLLECTION

DOB

1. PATIENT ADDRESS (STREET OR PO BOX)

2. PATIENT PHONE #

GUARANTOR NAME (LEAVE BLANK IF PATIENT IS GUARANTOR)

GUARANTOR ADDRESS (STREET OR PO BOX)

3. MEDICARE: PRIMARY/SECONDARY

CITY/STATE

PATIENT SOCIAL SECURITY #

GUARANTOR PHONE #

CITY/STATE

4. MEDICAID #

ZIP CODE

PATIENT MARITAL STATUS RACE

ZIP CODE

EFFECTIVE DATE

RELATIONSHIP TO PATIENT

STATEMEDICARE # & LETTER

5. OTHER INSURER

EFFECTIVE DATE

COMPANY NAME

SUBSCRIBER NAME

ADDRESS

POLICY # GROUP #

PHONE #

PRIMARY SECONDARY

W BS M W D OTHER

CHECK APPROPRIATE BOX FOR BILLING
INSURANCE BILLING: COMPLETE SECTION 1-6 BELOW

PATIENT BILLING (SELF PAY): COMPLETE SECTION 1-2 BELOW WHOLESALE/ACCOUNT

FIRSTLAST MIDDLE
M F

GRANT ACCOUNT

RESIDENT SIGNATURE PHONE/PIC #

840
A

V
U

Lab Use Only

Accession No.

Pre Op Diagnosis

Prior Malignancy

Chemo/Radiation Therapy

Other

7.

8. 8.

7.

6.

5.

4.

3.

2.

1. FROZEN

FROZEN

FROZEN

FROZEN

FROZEN

FROZEN

FROZEN

FROZEN

CHECK BOX if specimen
is for Frozen Section

(Required)


