Derm pat h 1133 Westchester Avenue, Suite 331

3 1re® White Plains, NY 10604-3516
D’ agnOSt|CS Phone: 800.942.3376 (DERM) « Fax: 914.834.8364

Date Collected - -
Date of / /
Birth
Name:
Last First Middle Initial
Address:
City: State: Zip:
Home Work
Phone Phone
Sex: M F Race: Chart #:
ILLING IN MATION ATTACH A COPY OF INSURANCE CARD(S) - BOTH SIDES - OR COMPLETE BELOW
g Y i o el ]‘u-' 4 -—-- — -
PRIMARY INSURANCE: SECONDARY INSURANCE:
COMPANY NAME: COMPANY NAME:
ADDRESS: ADDRESS:
CITY: STATE ZIP CODE: oY STATE ZIP CODE:
NAME OF POLICY HOLDER: RELATIONSH{P TO INSURED: [JsELF [JsPOUSE [JDEPENDENT NAME OF POLICY HOLDER: RELATIONSHIP TO INSURED:
COSELF [JSPOUSE [ DEPENDENT
\GROUP / CONTRACT # D# GROUP 7 CONTRACT #: D%

Your patieni’s signature helow authorizes this laboratory to provide the pathology services you requasted, to bill his/ | SEND AN ADDITIONAL COPY OF THE REPORT TO-

lier insurance company direcily, and to selease any medical information needed to determine the benefits payabie. 3
; PATIENT'S SIGIHATURE (REQUMRED) X DATE NAME:
Dhysigian's Signture Datu, FAX:

Requir -9 for NY.NJ, MA, PA and WV

Mai .ayer. neluding Medicare and Medicaid) have medical necessity requirements. You should only order those tests which are medicaliy y far the diagnosis and treatment of the patient.
m_";‘ .IN IMATION (Piease attac ional requisitions if necessary) . _LABUSE
| Biopsy Site Biopsy Method Clinical Description Clinical Diagnosis
I > Punch O Curette

) Shave (O Excision
P 3 snip O Margins
i (O Punch {_ Curette
| " Shave ) Excision
. ) Snip ) Margins
| O Punch ) Curette
| (C) Shave O Excision
] . . Smp C Marging
I _ Punch O Curatte
H () Shave O Excision
. Ship () Margins

Previous Retevant Biopsy Number:

PLEASE DO NOT WRITE BELOW THIS LINE. FOR LABORATORY USE ONLY.
GROSS NOTES
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