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SS# DATE OF BIRTH
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STREET ADDRESS
PHYSICIAN SIGNAT{ RE
CITYy STATE zIp
DUPLICATE REPOF TO:
TEL. # CHART # PATH #
COMMENTS TO PRINT OUT OM . DRT: PATIENT’S PRIMARY INSURANCE
BILL TO: OMEDICARE LOIPATIENT O OTHER [INOFAULT [IWORKERS COMP
CHECK MARGINS m] DATE O (AINED. / / INSURED’S NAME D.0.B. / /
STAT m| OTHER_ DATE OF ACCIDENT (IF NO FAULT/WORKERS COMP) / /
CALL MD W/RESULTS O  CONSULT.movT 0 PT RELATIONSHIP TO INSURED: SELFO SPOUSEO CHILDO OTHERO
COLLECTION METHOD: [0 PUNCH O EXCISION O 'CISIC AL POLICY # sS #
O SHAVE O CURETTE O SNIP O SAUCLRIZATIC \ O LASER
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FISH (Fluorescence In Situ Hybridization) TESTING: I' sURED’S N2 D.O.B. / /
O AcuProbe™ Melanoma (for Melanoma confirmation)
O AcuProbe™ Spitz (for Spitz nevus confirmation) PT RELAT UNSHIP TO.INSURED: SELFO SPOUSEO CHILDO OTHERO
O NERVE FIBER DENSITY TESTING POLIC#_ SS#
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| authorize the release to my insure e carrier of <y n. Hical information necessary to
(o] process this claim, and | authorize payment of «* _dical benefits directly to Acupath
Laboratories, Inc.

CLINICAL DATA (Required):

| understand that if | do not have insurance, | will be billed dire< y by Acupath Laboratories,
Inc. | also authorize release of my pathology results to my. < Ctor utilizing all methods of
transmission according to HIPAA regulations.
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Remove labels and affix to specimen bottles.
(1 label per bottle)
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