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[]To resolve a clinical-pathological discrepancy for treatment purposes

Physician’s Signature Date
MATERIALS SUBMITTED
Slides- Path#: # of Slides: Blocks- Path #: # of Blocks:
Slides- Path#: # of Slides: Blocks- Path #: # of Blocks:
BILLING INSTRUCTION: You must select one
CIReferring Clinician/Institution [ Patient/Insurance
Name Insurance Carrier
Responsible Party Address
Business Address Group # Policy #
City /State/Zip Secondary
Business Phone Email Insurance Carrier
Address
Group # Policy #

Rev. 4/16




	Date: 
	Physician Name: 
	NPI: 
	Address: 
	CityStateZip: 
	Phone: 
	Fax: 
	Email: 
	Patient Name: 
	Date of Birth: 
	Sex: Off
	Address_2: 
	CityStateZip_2: 
	Phone_2: 
	Clinical History 1: 
	Clinical History 2: 
	Site of Biopsys: 
	To verify the diagnosis and or grade for treatment purposes: Off
	To resolve an equivocal diagnosis for treatment purposes: Off
	To resolve a clinicalpathological discrepancy for treatment purposes: Off
	Working Diagnosis 1: 
	Working Diagnosis 2: 
	Date_2: 
	SlidesPath: 
	of Slides: 
	BlocksPath: 
	of Blocks: 
	SlidesPath_2: 
	of Slides_2: 
	BlocksPath_2: 
	of Blocks_2: 
	Referring ClinicianInstitution: Off
	PatientInsurance: Off
	Name: 
	Insurance Carrier: 
	Responsible Party: 
	Address_3: 
	Business Address: 
	Group: 
	Policy: 
	City StateZip: 
	Business Phone: 
	Email_2: 
	Insurance Carrier_2: 
	Address_4: 
	Group_2: 
	Policy_2: 


