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Referring Physician: NPI:
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City/State/Zip: Physicians should only order tests that are medically necessary for the diagnosis or treatment
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DIAGNOSIS CODE(S) FOR TESTS ORDERED (MuST BE PROVIDED) completed, signed by the patient and attached.

Physician’'s Date
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SURGERY CENTER REQUISITION

PREVIOUS BIOPSY NUMBER: PREVIOUS BIOPSY RESULTS: IMMUNOFLOURESCENCE (PART )
STECIMEN SPECIMEN SOURCE/SITE PRE/POST-OP DIAGNOSIS REGLEaNS COMMENTS SPECIMEN TYPEx
A () O O8Ot
B(2) O 06 Ot
C O 06 Ot
D (4) O 06 Ot
E (5 O 06 Ot
F 6 O Obx  Dshe
G(7) O 06 Ot
H(8) O 06 Ot
FROZEN SECTION DIAGNOSES
A1)
B(2)
C(3)
D (4)
O Frozen Section was Performed during this Procedure
Clinical History / Impression / Other Information: Name Name
A C
Name Name
B D
Bx — Biopsy Ex — Excision P.Bx. — Punch Biopsy Sh. Ex. — Shave Excision
NOTE: BE SURE TO LABEL THE SPECIMEN CONTAINER WITH PATIENT NAME AND SOURCE/SITE v11/22

Please include the diagnosis code (s) at the highest level of specificity as documented
in the patient medical record for this requisition date of service.
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