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BIOPSY REQUEST FORM

EVERYTHING ON THIS FORM IS A MANDATORY FIELD AND MUST BE COMPLETED.  

FAILURE TO DO SO WILL RESULT IN A DELAY IN YOU RECEIVING REPORTS.  

MOST IMPORTANTLY, PLEASE ENSURE THE HOSPITAL NAME IS FILLED OUT

 AND THE CONSULTANT NAME IS WRITTEN CLEARLY.
	HOSPITAL NAME


	
	
	DEPARTMENT 

DEPARTMENT

	CONSULTANT / 

REPORT TO GO TO     
	
	DR   /   MR  
	FAX NO.

	PATIENT’S FIRST NAME
	
	
	D.O.B.  ___________________

	PATIENT’S LAST NAME
	
	
	AGE      __________________

	HOSPITAL REG. NO.
	
	
	MALE      /      FEMALE


DESCRIPTION & SITE OF SPECIMEN: 

DATE TAKEN   ________________________

MANDATORY TO COMPLETE

I CONFIRM THAT THE PATIENT HAS NOT PLACED ANY RESTRICTION ON THE USE OF THIS BIOPSY FOR TEACHING, RESEARCH OR PUBLIC HEALTH INVESTIGATION  

YES

OR

THE PATIENT HAS PLACED RESTRICTION ON THE USE OF THE BIOPSY IN THE FOLLOWING WAY,  PLEASE GIVE DETAILS:

-------------------------------------------------------------------------------------------------------------------------

SIGNATURE

      ------------------------------------------------------------------------------------------------------------

... For laboratory use only …  

BIOPSY NUMBER _______________  PATIENT NUMBER ____________  DATE RECEIVED_______________

Macro Description:

CPA
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