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DEPARTMENT OF PATHOLOGY
CYTOPATHOLOGY REQUISITION

Date of collection:

. Time:
) Bill to: CIMSP CJWCB [IRCMP [ Selfpay [JOther
PLEASE CHECK ONE: )
[ Bronchiat Aspiration [ Cerebrospinal Fluld .
[C] Bronchial Brushing . (JcdDrisk [JHigh [JLow N
] Sputum [J Pelvic Washing
[ Pleural Fluid [J GI Brushing: (Specify) =
[ Peritoneal Fluid . (3 Urine, Catheterized
[] Fine Needle Aspiration ' [ Urine, Voided o
[J Other: (Specify) "‘ y

EXACT SOURCE OF SPECIMEN
(This must match specimen container)

Total # OF SPECIMENS
' SUBMITTED A

CLINICAL SUMMARY: §

RADIOLOG!C IMPRESSION :

E1Y

Past history/prior malignancy: '
Previous operation/treatment; Where:
Speclal requests, remarks:

Ordering Physician: P MSP #:
Surgeon or Rf‘zdiologist: MSP #
Copies of reports to Dr: : MSP #:
Dr: - MSP #:
Dr: i MSP #:

Pathology notas:

Requisition must be complete: leglbly otherwise specimen processing or reporting of results may be delayed.
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