
 

 

IU Health Laboratory Services  

 350  W. 11th Street 

  Indianapolis,  IN 46202-4108 

317.491.6000 or 800.433.0740 

 Patient Legal Name (Last, First M I)  Date/Time of Collection 

 Gender (at Birth)                  M                F  DOB 

 Address  SSN / MRN 

 City, State, Zip  Telephone Number 

 Print Physician's Name  (F, MI, L)  Diagnosis 

 Physicians Signature ICD-10 Diagnosis Codes: 

  C lient:   

 
□  BILL FACILITY  

□  BILL PATIENT OR INSURANCE  

□  SPLIT BILL: TC TO FACILITY & PC TO INSURANCE (Medicare, 

Medicaid, Tricare) 

          NOTE: For split and patient bill:  Attach Face Sheet & Insurance Card 

P A T H O L O G Y  C O N S U L T A T I O N  R E Q U I S I T I O N  

S U B - S P E C I A L T Y  A R E A  

 □  AUTOPSY                             □  CYTOPATHOLOGY                □  GU                           □  HEMATOPATHOLOGY        □   RENAL 

 

 □  BONE & SOFT TISSUE        □  DERMATOPATHOLOGY        □  HEAD & NECK        □  GYN                                     □  PEDIATRIC         

  

 □  BREAST                               □  GI / LIVER                            □  HEART & LUNG       □  NEUROPATHOLOGY           □  PERINATAL 
   
  D i a g n o s i s :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

   
  ______________________________________________________________________________________________  
  H i s t o r y :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 
 _______________________________________________________________________________________________  

  P r o c e d u r e :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

R E T U R N IN G  S L ID E S  /  B L O C K S  

 Facility:   ___________________________               Attention: _____________________________________________ 

 
 Address:________________________________________________________________________________________  

 
 City: ___________________________________________________________________________________________  

 
 State: __________________________________________________________________________________________  
  

 Zip Code:__________________                               Telephone Number:  

  

 □  NUMBER OF BLOCKS: _____________                           

 

 □  NUMBER OF SLIDES:   -------------------------- 

 

 □  NUMBER OF UNSTAINED SLIDES: ____________       

 

 □  CURRENT PATHOLOGY REPORT ENCLOSED:   --------------------------               
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