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# OF SLIDES: ICD-10: AN
COLLECTION METHOD: [ PUNCH [OEXCISION 0O INCISIONA! *. CORE

O ASPIRATION O VACUUM ASSISTED CORE 0O STEREOTACTIC E.OPSY
O RADIOLOGICALLY GUIDED BIOPSY O OTHER

0 FLOW CYTOMETRY (Use RPMI media for tissue)

FISH (Fluorescence In Situ Hybridization) TESTING:
O AcuProbe™ Melanoma (for Melanoma confirmation)
O AcuProbe™ Spitz (for Spitz nevus confirmation)

MOLECULAR TESTING:
O HPV - TISSUE If Screen Positive, Subtypes (6/11, 16/18, 31/33) are performed

BIOPSY SITE DIF RPMI

FLOW

DURATION / HISTORY / CLINICAL DIAGNOSIS

[0 Perform Cytospin if necessary
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| authorize the release to my insurance carrier of any mec” 4l information necessary to
process this claim, and | authorize payment of medicald -nefits directly to Acupath
Laboratories, Inc. | understand that if | do not have in’ irance, | will< 2 billed directly by
Acupath Laboratories, Inc. | also authorize release ¢ my patho!¢ Jy results to my doctor
utilizing all methods of transmission according to HIP+ *.regu! ‘ons.

Patient Signature

BREAST PATHOLOGY / CYTOLOGY TEST REQUEST

Breast Tissue Pathology:
DIAGNOSTIC, PROGNOSTIC AND THERAPEUTIC ANALYSIS

O ER/PR O Ki67

O Her2/neu by (IHC)

Head and Neck Cytology: FNA . i
O Her2/neu (IHC), Reflex to Her2/neu by FISH, PathVysion™ if 001+ O 2+ O3+
THYROID: ORT OLT Nodule/Mass Size: m] O OTHER:
LYMPH NODE: ORT OLT Nodule/Mass Size: | . \\)\J ‘// /
SALIVARY GLAND: ORT OLT Nodule/Mass Size: m} >\ (i_ _»;, ‘, <
VNG ¥
SOFT TISSUE SITE: Size: m}
] L0
OTHER SITE: Size: m}
Breast Cytology: ‘ \,/ .
. X WV /
CLINICAL DATA (Required) O NIPPLE DISCHARGE FLUID >\b ! <
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NS |
O FINE NEEDLE ASPIRATION (FNA) Lo
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Remove labels and affix to specimen bottles.
(1 label per bottle)
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