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MANAGING DIRECTOR
12805 W. BURLEIGH, SUITE 200 e+ PO. BOX 2090
BROOKFIELD, WE 53008-2090

FUNGAL TEL: (262) 797-6434  FAX: (262) 797-6429
[J CULTURE TOLL Free: 1-(877) 330-3376

PHYSICIAN INFORMATION

BILL:

[ INSURANCE

] PATIENT

[J MEDICARE

] MEDICAID

] PHYSICIAN

BILLING / INSURANCE

PRIMARY INSURANCE (attach a copy of insurance card - both sides)

INSURED NAME / RELATIONSHIP TO INSURED: [ SELF [] SPOUSE [ DEPENDENT

INSURED'S SEX:
[0 Male [ Female

INSURED'S mff OF een':'H

INSURANCE COMPANY NAME - ADDRESS
oIy

R N

GROUP/CONTRACT # MEMBER ID#

STATE  ZIP CODE

SECONDARY INSURANCE (attach a copy of insurance card - both sides)
INSURED NAME / RELATIONSHIP TO INSURED: []SELF [ SPOUSE [ DEPENDENT

INSURED'S SEX:
[1Male [JFemale

INSURED'S DATE OF BIRTH
! !

INSURANCE COMPANY NAME - ADDRESS
ciTy STATE ZIP CODE
EMPLOYER NAME

GROUP/CONTRACT # MEMBER ID#

PLEASE ATTACH COPY OF INSURANCE CARDS

PATIENT'S SIGNATURE X

CLINICAL INFORMATION

[J SHAVE
[ PUNCH
[J EXCISION
[J OTHER

[] SHAVE
[J PUNCH
[] EXCISION
[CJOTHER

[ sSHAVE
[ PUNCH
[J EXCISION
[ OTHER

[J SHAVE
I PUNCH
[ ExXCISION
[J OTHER

[ SHAVE
[J PUNCH
] EXCISION
[J OTHER

[ SHAVE
[ PUNCH
[J EXCISION
[J OTHER

PHYSICIAN'S SIGNATURE (Required in NY, M, MA and Pa) X

FOR LAB USE ONLY

In some cases, additional diagnostic stains may be required for proper

by the Dermpath Diagnostics Dermatopathologists. These additional tests may result in additionaf charges.

DPL-332-0017 (Rev. 8/10) “All other MARKS - & AND ™ - are the property of their respective owner”



