                                 PATHOLOGY CONSULTATION REQUEST
                                                 Patient Demographics
Please use one form per case and accompany with (1) a copy of the surgical pathology report, even if incomplete and (2) completed financial information form with billing instructions.

PATIENT LEGAL NAME________________________________________________
                                              (Last)                                       (First)                              (MI)

Patient Address:__________________________________________________________

City:_____________State:_________Zip:______________Country:________________

Patient D.O.B:__________________Sex:__________Race:_________SS#___________

Patient phone:____________________________________________________________
Consult requested by: (Pathologist (Clinician (Patient   (Other:_________________
Requestor’s name:___________________ Requestor’s phone:______________________
Patient brief clinical history/diagnosis:_________________________________________

________________________________________________________________________

MATERIAL SUBMITTED:

(Slides      Path#______  # of slides:________(Wet fixed tissues(Fresh frozen tissue
( Blocks    Path#______  # of blocks:________
(Other________________________________________________________________
Which material can be retained by us? ______________________________________

Which material needs to be returned to you? _________________________________

Disclosure of patient insurance charge information if appropriate.  
Insured name:
Insurance company name: 

Insurance company address and phone number:  

Policy number

