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RPCI.GEN.LAB.PATH.frm.0021.00 General Requisition Order 

DERMATOPATHOLOGY REQUISITION 

Clinical Office Information                                                                                Patient Information 

      Requesting Site:          
                                             

Patient Name: ____________________________________________ 

      Office Phone Number:   DOB: _______________________________ Gender:  ____________ 

      Office Fax Number:   Medical Record Number: ___________________________________ 

      Comments/Special Instructions: _______________________________ 
 

______________________________________________________________ 

Date/Time Collected:  ______________________________________ 
 

Specimen Collector: _______________________________________ 

SPECIMENS - Please use additional form(s) as needed 

A SITE:__________________________  B SITE:______________________________   

 Tangential Additional History:   Tangential Additional History: 

 Punch     Punch   

 Shave     Shave   

 Excision     Excision   

C SITE:__________________________  D SITE:_____________________________   

 Tangential Additional History: 
 

 Tangential Additional History: 

 Punch    
 Punch   

 Shave   
 

 Shave   

 Excision   
 

 Excision   

E SITE:_________________________  F SITE:______________________________   

 Tangential Additional History: 
 

 Tangential Additional History: 

 
Punch    

 Punch   

 
Shave   

 
 Shave   

 
Excision   

 
 Excision   

       

PLEASE ATTACH INSURANCE INFORMATION 

Patient Authorization:    

   

"I authorize RPCI Laboratories to bill my insurance for the testing requested above."  
 

Name: ____________________________________________________________   Relationship to patient: _______________________________  
     

   

Signature: ________________________________________________________   

 

Date: _____________________________________________ 

     
   

TEST REQUESTED BY  FOR LAB USE ONLY 

HEALTH CARE PROVIDER REQUESTING TEST 

 

 

    DATE RECEIVED: __________________ TIME: _________ 
_________________________________________________________________ 

Other Provider: (Please print name)  

    LAB ACC #: ____________________________________________ 

 _____________________________________ ______________________   COMMENTS: ___________________________________________ 

 

SIGNATURE DATE      

 


