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Gl PATHOLOGY REQUISITION Specimen Collection Date:
PATIENT INFORMATION PHYSICIAN INFORMATION

Patient Name (Last, First, MI)

SSN DOB Sex
M/ F
Address
City State 2P
Patient Insurance Information - Please provide copy of insurance card (s) CLINICAL INFORMATION
Primary Insurance  []Medicare [Jins. [JPatient []Client Bill ICD - 9 CODES
Company CLINICAL INDICATIONS
[ Abdominal Cramping  [] Diverticulosis [ Nausea
Policy /1D Number O Anorexia O biverticuiitis [ screening Exam
O Bleeding (Rectal) [ Dyspepsia [0 Malabsorption
Group Number ) [J Dysphagi ] .
[ Bleeding (GI) ysphagia [ Pain (Location)
[ Blood In Stool [ Epigastric Pain
Secondary Insurance  [JMedicare [ins. [JPatient [] Client Bill O Change In Bowel Habits L1 Heartburn O Refiox
Company O coffee Ground Emesis  HISTORY OF CANCER O vomiting
[ colitis Surveillance O Personal (type) [ weight Loss
Policy / ID Number O constipation - [ other
[ biarrhea (Bloody) O Famil (type)

Group Number [ Diarrhea (Watery)

CLINICAL HISTORY
TEST REQUESTS [ Reflux Esophagus [ inflammatory Bowel Disease O Lymphoma (type)

[ MMR Reflex to M [ Rule Out Fungi [ Rule Out Other | [ Barrett's Esophagus [ Crohn’s
[ MMR Only E Rule Out H. pylori O Gastritis O uicerative Colitis O carcinoma (type)
[ Mmsl Only Rule out 1.B.D. O H. pyiori [ indeterminate
[ Rule Out Barrett's Esoph.[] Rule out Lymphoma istory of Po
[ Rule Out Cancer [ Rrule Out I\»//\icroscopic Colis [ Reactive Gastopatny - HDtMrc\z/hgan;nlrp
[ Rule Out Dysplasia [ Rule Out Sprue [ Benign
TYPE UPPER Gl LOWER Gl
2.9 s g £ s L
SPECIMEN 3%z 839 2 8 < & a) ENDOSCOPIC
SOURCE g% 250 EY sss 8 2 oFwn? 2 FINDINGS
(2320 852220 S _2zg25,0
> (@] <(L”9)¢x% ig\ggggmf p m§%9>956"’§
cso|58820 185528386882 |3z24938z228835¢
29 :|885S5Sc8|852%83333|828828s580¢ 8
A cmM | OO0O | O00O00O000(O0O0O0O00O00O000O0O | 000000000000
B cy | OO0 (O0O0O00O00O | 000000000 (000000000000
c cmM | OO0O | O00O0000(O0O0O00O00O00O000O0O | 000000000000
D cm | OO0O|O00O0000(O0O0O00O00O00O000O0O 000000000000
E cv | OO0 (O0O0O00O00O | 000000000 | O0O000O00O0000o0oOo
F cmM | OO0O|O00000(O0O0O00O00O00O000O0O |\ 000000000000
¢G___ oMOO0O|0O00000|O000000000 |O0000000000ooa
H cv | OO0 (O000O00O00O | 000000000 | O0000O0O0Oo00oooOo
. ocMO0O0|00000|O000000000 (O00000o0000ooa
J . oMm|O00O|00000 (000000000 | 0000000o0ooaan

ALL MEDICARE PATIENTS MUST COMPLETE THE FOLLOWING: Medicare will only pay for services determined to be “reasonable and necessary” under section 1662(a) of the
Medicare law. If Medicare determines that a particular service is not reasonable and or necessary under Medicare program standards, Medicare will deny payment for that service.

Patient Signature: Date:
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