

	Time Collected: 
	Physician: 
	Date Collected: 
	Chart No: 
	Patient Name: 
	City: 
	Employer of Responsible Party: 
	Insurance City: 
	Insurance ZIP: 
	Group No: 
	Policy No: 
	Medicare No: 
	Insurance Name: 
	Insurance Address: 
	Clinical History & Physical Findings: 
	Specimen Site #2: 
	Specimen Site #3: 
	Specimen Site #4: 
	Specimen Site #1: 
	Clinical Diagnosis #4: 
	Clinical Diagnosis #3: 
	Clinical Diagnosis #2: 
	Clinical Diagnosis #1: 
	Special Requests #1: 
	Special Requests #2: 
	Special Requests #3: 
	Special Requests #4: 
	Additional Copies To: 
	Physician's Signature: 
	Bill Doctor: Off
	Bill Patient: Off
	Bill Insurance: Off
	Fax To Box: Off
	Additioanl Copies To Box: Off
	ICD-9 Code: 
	Sex: 
	Date of Birth: 
	ZIP: 
	State: 
	Requisition No: 
	Client No: 
	Patient Address: 
	Responsible Party: 
	Responsible Party SS#1: 
	Responsible Party SS#4: 
	Responsible Party SS#6: 
	Patient SS#1: 
	Patient SS#4: 
	Patient SS#6: 
	Report Handling: Off
	Telephone No1: 
	Telephone No2: 
	Insurance State: 


