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REQUEST REPORT

Name of Patient: | | | T | 1 |
First Name Middle Initial Last Name Patient ID (if available)

Type of Test:
[] Histology (Tissue)

[] Cytology
[] GC Chlamydia
] HPV

[] Group B Strep

] oOther: |

Specimen Drawn Date: |

MM/DD/YYYY

Doctor’s Office: | Account Number: |

Send results to:

[] Name of person: | |

] Fax #: [ |
] Email: | |

[] Telephone: I |

] urgent or [ Routine

Date: | |
MM/DD/YYYY

Submit Form

FORM: CPS.01.01.2008-3A.PDF
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