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REQUEST FOR CONSULTATION
Form to be filled out by the Pathologist

PATIENT INFORMATION

Date: ___________________
Patient Name:
___________________________________________
DOB:___/____/______
Age:_______
Sex: M  F
          SS#:______________________________________
CONTRIBUTOR’S INFORMATION

Physician’s Name:______________________________________________________
Institution/Facility:______________________________________________________________
Address:_____________________________________________________________________
City:____________________________State:________________________Zip:_____________
Telephone:_______________________
Fax:_____________________________
Email: ___________________________________________________________
Unless patient demographics and billing information are attached, the submitting pathologist/facility will be billed.


CLINICAL HISTORY AND WORKING DIAGNOSIS:  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Department of Pathology


Division of Anatomic Pathology





UMass Memorial Medical Center


Three Biotech


One Innovation Drive


Worcester, MA 01605


Tel: 508-793-6100








Check which materials sent:			Case Identification:





Clinical Information				Your Path. No:_______________________________


Path Report					Tissue Biopsy Site:____________________________


Slides – Number:______________		Date of Biopsy:_______________________________


Blocks – Number:______________











Billing Information


Provide copy of complete billing information





( Medicare  (  Insurance ( PPO  ( HMO   (  Hospital  (  Patient  (  Pathologist ( Other











