THE UNIVERSITY OF TEXAS

MD Anderson
Ganeer Center PATIENT INFORMATION

Making Cancer History’ NAME:

MDA#:

DOB:

GENDER:

LOCATION: Dx:

PATHOLOGY TEST REQUISITION

Submit this form with the Pathology Requests for Diagnosis form

Requesting Physician: Form completed by:
MD Code: Dept / Location:
Phone/Ext: Phone / Ext:

IMMUNOHISTOCHEMISTRY MARKERS

[ ] ADIPOPHILIN
[ ]BAP-1

[ | BRAF V600

[ ]iDH1

[ ]iNOS

[ ]sALLa

* My signature confirms my personal verification that the medical necessity for services requested and provided
herein are appropriately documented in the patient’s chart.

Physician: Credentials: PLEASE SELECT Code:

Date:

Pathology Test Requisition Form
Last Updated: 2/28/2019
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