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ORAL MAXILLOFACIAL SURGERY
TEST REQUEST FORM
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IN DELAY OF REPORT
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PATIENT INFORMATION RACE (optional)
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SS# DATE OF BIRTH
LAST NAME FIRST NAME M.1.
STREET ADDRESS
CITY STATE ZIP
TEL. # CHART # PATH #

PLEASE ATTACH COPIES OF FRONT AND BACK OF

INSURANCE CARD OR FILL OUT INSURANCE SECTION BELOW

PATIENT'S PRIMARY INSURANCE
BILL TO: O MEDICARE [ PATIENT O OTHER [ NO FAULT [0 WORKERS COMP

D.O.B. / /
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POLICY # SS#
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O INCLUDES SPECIAL (BILLABLE) STAINS DETERMINED BY PATHOL\ GIST GROUP NAME/#
O PHYSICIAN MUST BE CONTACTED PRIOR TO PERFORMANCE OF SPECIAL
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O PREVIOUS BIOPSY (
O NO. OF SPECIMEN BOTTLES SLIDES BLOCKS N¢ JRANCL DDRESS
O HPV - TISSUE If Screen +, do Subtype (6/11, 16/18, 31/33)
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A
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NAME OF INSURANCE CO.
C
INSURANCE ADDRESS
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| authorize the release to my insurance carrier of any medical< .ormation necessary to
D process this claim, and | authorize payment of medical ben< s directly to Acupath
Laboratories, Inc. | understand that if | do not have insur7 Ce, | will be b™ _d directly by
Acupath Laboratories, Inc.
£ | also authorize release of my pathology results to my docto: ~ngalln thods" ©
transmission according to HIPAA regulations.
Patient Signature

CLINICAL DATA (Required)
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Remove labels and affix to specimen
bottles and bag.
(1 label per bottle, 1 label for bag)






