
SURGICAL PATHOLOGY REQUISITION 
CLIA ID # 31D2026917

REFERRING PHYSICIAN INFO. (Required)

 
Policyholder Name: _________________________________ 
Insurance Name: ___________________________________
Policy #: __________________________
Group #: __________________________
Please provide a copy of the front & back
of insurance card(s).

INSURANCE INFO. (Required)

c Bill Insurance        
c Bill Client        
c Self Pay

300 Columbus Circle, Suite A, Edison, NJ 08837  |  Tel: (866) 909-PATH  |  Fax: (908) 272-1478  |  www.qdxpath.com

 
TYPE OF BIOPSY

ICD-10

A

B

C

D

E

F

 
BOTH PATIENT AND PHYSICIAN MUST SIGN to approve testing

By signing below, I confirm I have read the ABN on the reverse side.

Patient Signature: ________________________________________     Physician Signature: _________________________________________
I authorize the release of medical information related to services provided herein to my health plan/
insurance carrier and authorize payment directly to QDx Pathology Services and/or lab services 
provider. I assume responsibility for payment of charges not covered by my healthcare insurer.

CMS requires physician signature on all requisitions. QDx Pathology Services is responsible for 
verifying signature prior to performing testing.

c Excisional Bx c Punch Bx c Shave Bx  Other _______________________________________________________________

c Excisional Bx c Punch Bx c Shave Bx  Other _______________________________________________________________

c Excisional Bx c Punch Bx c Shave Bx  Other _______________________________________________________________

c Excisional Bx c Punch Bx c Shave Bx  Other _______________________________________________________________

c Excisional Bx c Punch Bx c Shave Bx  Other _______________________________________________________________

c Excisional Bx c Punch Bx c Shave Bx  Other _______________________________________________________________

 
CLINICAL HISTORY / ICD-10 CODES

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

IMPORTANT: PLACE APPROPRIATE LABEL ON SPECIMEN.  WRITE SPECIMEN SITE ON BLANK LABELS.  
LABELS ARE NUMBERED AND SPECIFIC FOR EACH FORM.  DO NOT INTERCHANGE.

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

SPECIMEN ID:

LAB ACCESSION #:

________________

 
Date of Collection: ____________________  Time of Collection: ____________________
Last Name: __________________________  First Name: ________________  MI: ______
Cell #: ______________________________  Email: _______________________________
Home #: ____________________________  Street Address: _______________________
Apt: ________  City: _______________________________   State: _____ Zip: _________
DOB: (MM/DD/YYYY): _______ / _______ / _____________  SSN #: _________________

Gender Identity and Sexual Orientation

c Male   c Transgender Male  c Straight or Heterosexual
c Female  c Transgender Female  c Lesbian, Gay or Homosexual
c Non-Binary/Genderqueer c Choose not to disclose c Bisexual
      c Other: ________________________

Race and Ethnicity - Select all that apply

c American Indian or Alaska Native c Asian   c Hispanic or Latino
c Black or African American  c White   c Non-Hispanic or Latino
c Native Hawaiian or Other Pacific Islander c Choose not to disclose c Other: ______________

PATIENT INFORMATION - ALL REQUIRED

(SSN # required for uninsured patients only)




