Medi©ath SURGICAL REQUISITION QU

PATHOLOGY SERVICES 000000000
4665 Ponce De Leon Blvd., Coral Gables, FL 33146
Telephone 786-464-0749 « Fax 786-953-5342

PATIENT INFORMATION CLIENT INFORMATION
LAST NAME FIRST NAME MI
DATE OF BIRTH MRN/PT.CHART# SEX
[IMale [JFemale
STREET ADDRESS
CITY STATE zIP DATE COLLECTED TIME COLLECTED OAM
Clpm
HOME PHONE # WORK PHONE # ICD-10 CODE(S):
INSURANCE INFORMATION

PRIMARY INSURANCE NAME SECONDARY INSURANCE NAME
STREET ADDRESS CITY/ STATE/ ZIP STREET ADDRESS CITY / STATE / ZIP
GROUP NUMBER POLICY NUMBER GROUP NUMBER POLICY NUMBER
NAME OF POLICY HOLDER NAME OF POLICY HOLDER

CLINICAL INFORMATION
[IPrevious Abnormal biopsy / cytology and / or excision: result:
Treatment: [JRadiation / Chemotherapy [JHormone Treatment

CURRENT PERTINENT CLINICAL INFORMATION:
[Iclinically Infection [1Polyps: (L1Multiple Single [JPolypoid [IFlat/Sessile) [1Skin lesion: ((1Pigmented [JInflamed [JUlcerated [JHypopigmented)

[IMass, location, dimension, features and characteristics:

SAMPLE [ SPECIMEN
SOURCE(S): [JSkin and Soft Tissue [ILymph node [JOral cavity Tonsils, Pharynx, Larys [JUpper Gl: Esophagus, Stomach, Small bowel
: [IColon: Appemdix, Cecum, Ascending, Descending, Sigmoid, Rectum, Anal canal [ Genital area / perineum
[ISolid Organ: [ICyst [JFatpad [JNails [IForeign body

PROCEDURE: [ICore Biopsy [JPunch biopsy [incisional biopsy [JExcision []Removal/extraction/Passage [1Ectomy []Piecemeal Ectomy /resection
* |OLigation [JRhaphy [ICuretting [IClippings [Fine needle aspiration: # of smears ________ [JFluid aspiration ~ []Cytolyt

Laterality Source Specific Site Histology Cytology
A. LIRight [Left O O
B. [JRight [JLeft O O
C. UJRight [JLeft 4 |
D. [JRight [JLeft O O
E. [JRight [JLeft O O
F. [JRight [Left O O
G. Others: O O
H. Others: O O
Note: when ordering tests for which Medicare reimbursement will be sought, physicians should only order tests that are medically necessary for the diagnosis or treatment of the patient.
Physician Signature: Date:
A 000000000 B 000000000 C 000000000 D 000000000
Patient Name D.0.B. Patient Name D.0.B. Patient Name D.0.B. Patient Name D.0.B.
E 000000000 F 000000000 G 000000000 H 000000000
Patient Name D.0.B. Patient Name D.0.B. Patient Name D.0.B. Patient Name D.0.B.
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