
REQUESTED TESTING
LEVEL OF SERVICE:

CLIENT IDENTIFICATION: PATIENT IDENTIFICATION:

MAWD In-House IHC Requisition
                   Date Packaged _____/_____/_____

Last Name

Address

DOB

INSURANCE INFORMATIONBILLING INFORMATION

SPECIMEN INFORMATION

Ordering Physician __________________________________________

Treating Physician ____________________________________ Specimen ID ____________________________________

Gender

M / F

City

Age SSN Phone

State ZIP

First Name Middle Initial

MRN __________________________________

Bill to:  Client   Insurance   Patient

Two unique identifiers are required on requisition & specimen
ICD-10 Code(s): ______________   ______________   ______________   ______________
(ICD-10 information is required)
Hospital status when speciment collected:

 Hospital Inpatient  Hospital Outpatient  Non-Hospital Outreach/Clinic Patient

Collection Date ____________________   Time _________________________
Date of Discharge ____________________________    ABN is available
Date Pulled from Archive ___________________________________________

Body Site ____________________________________________
  Formalin Fixed _________________     Other Fixation ____________________

Cold Ischemia Time (min) ___________  Fixation Time (hours)  __________________
  Block(s) #_____    Slide(s) #_____      Other #_____  

Additional Tests, Comments, or Different Diagnosis

Authorized Signature ___________________________________________________

Original and Second Copy (White / Canary) - MAWD Pathology

Physician Notice: Only tests or diagnostic services that are medically necessary should be ordered. Appropriate ICD-10 information must be provided in the specified area above. Payors, including Medicare and Medicaid, generally do not pay for screening tests.

Bottom Copy (Pink) - Client CSL2413550 PAC0008 03/17

 Medicare #  ____________________   Medicaid # ____________________  Pre-Authorization #  ____________________
 Primary Ins. ______________________________________   Secondary Ins. _______________________________________

 Attached face sheet/insurance   Self    Spouse    Child    Other _________

9705 LENEXA DR, LENEXA, KS 66215
PH: 913-396-8509 / 800-933-6293   FAX: 913-495-9759

Global (with interpretation) Slide Only (TC): glass slides only **All Stains below are performed in-house at MAWD**  
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