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REQUEST FOR ORAL PATHOLOGY CONSULTATION
PLEASE BE SURE TO ACCURATELY COMPLETE THE INFORMATION BELOW – SEE INSTRUCTIONS ON REVERSE
PATIENT’S NAME:  _____________________________________________      DATE:  _____________________________ Biopsy____ or Smear_​____
                                           Last name           /            First name

ADDRESS:    __________________________________________________       DOCTOR’S NAME:  ________________________________
                                                  Street Address or Box #
 _____________________________________________________________      DOCTOR’S ADDRESS:  _______________________________________

               
    City / Town                                  Postal Code                                                                                     Street Address or Box #
PHONE NUMBER:  _____________________________________________        ___________________________________________________________
                                        
                                                                                             City / Town                                          Postal Code

DATE OF BIRTH:  _____________________________________________        DOCTOR’S PHONE NUMBER:  __________________________________                                                              

                                                     
 
Female 
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Male




                                  

HEALTH CARE #:  ____________________________________________         DOCTOR’S FAX NUMBER:  _____________________________________
SITE: Location- DIAGRAM ON REVERSE Description must match exactly on the biopsy bottle label
___________________________________________________________________________________________________

SPECIMEN TYPE: Size, color, consistency, appearance

___________________________________________________________________________________________________

___________________________________________________________________________________________________

HISTORY:  Onset, duration, progress, symptoms, lab reports, treatment, etc.
___________________________________________________________________________________________________
___________________________________________________________________________________________________

TIME BIOPSY OBTAINED _______________________________
TIME BIOPSY PLACED IN FIXATIVE ______________________
INCLUDED:  Radiographs, CD, clinical photographs, etc.  _____________________________________________________________                                             
	TENTATIVE CLINICAL DIAGNOSIS:


OFFICE USE ONLY
PATHOLOGIST: _________________________________
Date Biopsy(s) Received _________________________         SPECIMEN NUMBER __________________________
Date Slide(s) Received ___________________________
INSTRUCTIONS
REQUISITION FORMS MUST INCLUDE:
· All requested patient information; relevant history, date of biopsy, site from which biopsy was obtained, time biopsy was obtained and time biopsy was placed in fixative.
· The patient's last name and first name as they appear on their Alberta Health Care Card.
· The patient's Alberta Health Care number.  For military personnel, please specify military number.  
· The patient's date of birth.
· Referring clinician’s information: Name, phone and fax numbers, and address.
 

SPECIMEN BOTTLES MUST INCLUDE:
  
· The patient's last name and first name (as they appear on their Alberta Health Care Card), must match requisition. 

· The patient's Alberta Health Care number, must match requisition
· Biopsy site.
The information on the requisition forms and the specimen bottles must match EXACTLY. 
Please note that unlabeled, mislabeled or illegibly labeled specimens may not be processed or returned.
WE ARE NOT PERMITTED TO CORRECT THE INFORMATION ON BEHALF OF THE SUBMITTING CLINICIAN.

          Note:  For pathology reports, please call the Client Response Centre at 780-407-7484
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