Facility Name: 

                   

PATHOLOGY REQUEST


Fax #:        

              


 
	DATE OF SERVICE:
	
	SS#:

	LAST NAME:
	
	ADDRESS:

	FIRST NAME:
	
	CITY:

	BIRTHDATE:                               M    OR      F
	
	STATE:
	ZIP:

	DIAGNOSIS:
	
	BLUE CROSS#: 

	MEDICARE#:
	
	Group#:

	MEDICAID#:
	
	OTHER INSURANCE:

	SUBSCRIBER OF CARRIER:
	
	POLICY#:

	PHYSICIAN SIGNATURE:


LABORATORY OF SURGICAL PATHOLOGY

DATE: 







LAB #: 




                                              

NAME OF PATIENT: 




    AGE: 

 ROOM: 



DR/SURGEON: 





   RE. DR: 






SPECIFIC SOURCE OF 
SPECIMEN:














PRE-OP 

DIAGNOSIS:














POST- OP 

DIAGNOSIS: 














CLINICAL

HISTORY: 














REMARKS: 














GROSS 
DESCRIPTION: 














