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Requisition Form, GenoPath (U.S.A.), Inc.
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&
Pt’s Name: Sex: Date of Birth or Age:
WAL P H Az H 3 BRI
Referred by () Physician, () Patientor ( ) Others Date of Referral:
SUHIEAN CEE( ), BA( ), BRA( ). & HM:

Consultation Report to Be Sent to (Name and Address) <12 Bii& A ik 42 A1k

Tel. HiE: Fax fEE: E-mail ELHE:

Preferred Method to Receive the Final Report gk IS & TR
() Mail BBZF, () Telephone B, () Fax &K, () E-mail HEHF.

Clinical History IR &
History of present illness B15% &

Past history i 2 52:

Important family and social history (smoking, etc.) FH &5 5 Fl A= % 5 (0 T 4

Preliminary Pathologic Diagnosis #J:5 % B2 Wi R EN 4 :

(Important: original pathology report should be included for each consultation V& : £ FiE .55 M _E R IR IR )

Main Question(s) to Be Addressed and Purpose for Consultation <143 2 ] AT H -

Materials Submitted for Consultation Ei2br A~ & F

Slides (number) ¥/ iK; No. %&
Blocks (number) A o5 5k; No. di 5
X-Rays (number) X 3t 5 7K; Other H&:
Payment Method (please check) i&i& A1 5% 77 =
( )CashH&
() Check 7=
() Credit card f5f&
() Money order BT =
() Health insurance (Require pre-arrangement) EJ7 5K (53 55 2¢HE)
() Other method HEH=R

Mailing Address B2 #uhl: Jb5 T4 5% WL R R 5 S AL RE B Be G 7 e X ) ZE R R B2 W0, k% :100043, B1%:010-
51718025,8075,8015; 3¢ H: GenoPath (U.S.A.), Inc., Receiving Department., 31 Wren Field Ln, Pittsford, NY 14534, U.S.A.
Tel. HLif: 585 218 0581; Fax f5E.: 716 218 0581.E-mail LR : support@genopathusa.com, Website /2 & Bt :
www.genopathusa.com




