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SURGICAL PATHOLOGY REQUISITION

Boise Pathology Group, PA ~ 190 East Bannock Street ~ Boise, Idaho 83712

Phone: (208) 381-2367 ~ Fax: (208) 381-4762

www.boisepathology.com

	· Frozen Section & Telephone Report
	· Routine
	· Michel’s Solution for DIF


Patient_______________________________  DOB         /        /           AGE             Sex___  SSN____________________  Date____________

Patient Phone #                                                    Patient Address___________________________________​​​____________________________

Primary Insurance______________________________ Policy #__________________________  Group #______________________________


Subscriber______________________________ Relation to Patient______________________________________________________

Secondary Insurance___________________________ Policy #__________________________  Group#_______________________________


Subscriber______________________________ Relation to Patient______________________________________________________

	Orientation:
	· Stitch at 12 O’clock 
	· Other__________________________________________________________________


Clinical History (symptoms/screening): ________________________________________________________________________________

___________________________________________________________________________________________________________________

Specimen Source(s):

	A)___________________________________________
	D)___________________________________________

	B)___________________________________________
	E)___________________________________________

	C)___________________________________________
	F)___________________________________________


PHYSICIAN_______________________________________


      COPIES TO:_____________________________________

ADDRESS  _______________________________________


      _______________________________________________

PHONE #   _______________________________________


      _______________________________________________

PHYSICIAN FAX #_________________________________


      _______________________________________________
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