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REQUESTED PATHOLOGIST

[lcyto []sTAT* Cytology

Number of Sites Sampled:

To request a specific pathologist, please write the name below. Requests
are subject to availability. If unavailable, your submission will be redirected
to another Antech pathologist.

Source/Site:

|:| FLUA |:| STAT* Fluid Analysis
w/Cyto Source:

LICSF [ ] STAT* CSF with Cytology
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L1FBX [] STAT* Biopsy, Written (Includes
Microscopic Description, Microscopic
Findings, Prognosis & Comment)

This section is CRITICAL for Biopsy/Cytology interpretation.

[ ]BMCB Bone Marrow Core Biopsy (Includes
Microscopic Description, Microscopic
Findings, Prognosis & Comment)

[ |DERM Dermatopathology (Biopsy &
Dermatologist Recommendations)

Type of Biopsy: [] Excisional [] Incisional
[ ] Needle [ ] Endoscopic
All tissue(s) submitted? [ Yes [ ] No

Number of Containers Submitted:
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Number of Specimens Submitted:

Number of Sites Sampled:

Source/Site:

Please provide a concise clinical summary. Describe gross appearance, size and
distribution of the lesion(s). Attach clinical diagnosis, photographs, radiographs,
drawings, prior histopathologic or cytologic diagnosis where appropriate.
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