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Bill To: [ Our Account (No further information is needed)
[ Patient Insurance (The following must be completed or your sccount will be billed)
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REQUIRED DIAGNOSTIC INFORMATION

Tissue: Pre-Operative Diag
Post-Operative Diagnosis
Cytology: | O Screening Pap Smear
, [ Medically Indicated Pap Smear Diagnosis
Previous Smear (O Normal [0 ASCUS O Dysplasia or Worse

Date Lab
| TISSUE: (SURGICAL PATHOLOGY)
| SPECIMENS:
| A. D. G.
| B, E. H.
| 5% F
| GYN CYTOLOGY: (PAP SMEARS)
TESTS SPECIMEN TYPE CLINICAL INFORMATION
[ Liquid Based Prep (includes HPY DNA O Cervical O LMP
testing if final report of ASCUS) [ Vaginal O Pregnant
1 do NQI include HPV DNA testing O Vulvar O Post Partum
O Conventional Slide Prep O Endocervical Brush O Menopause
[ Maturation Index (Vaginal Wall Only) 01 Endocervical Aspirate Hyslerectomy 8 ;b:! ,
O Endometrial Aspirate Cy sty o
O Other o Cm:;e
NON-GYN CYTOLOGY: o
[ Fine Needle Aspirate (Provide Details) O Lesec
O Radiad
] Sputum O Urine C Fluid O Other O Chemo
[ Spontaneous 0 Voided 0 Joint O H
[ Induced O] Catheter O CSF ;

[ Post Bronchial [ Wash/Barby [ Other




