. __Bay ____ Ceniral Lapeer Flint Lansing
ﬁ? Mc la " en CYTOLOGY (GYN/ NQN'GYN) Port Huron Northern QOakland Macomb _____ Karmano:
: REQUISITION FORM ' -
MEDIGAL LABORATORY PHONE: 810-396-5700 CLIENT/ORDERING PHYSICIAN :
4000 S. SAGINAW ST. FLINT, M1 48507 FAX: 810-424-2504 :
PATIENT  LAST NAME FIRST MIDDLE NORTHPOINTE OBSTETRICS AND GYNECOLOGY
‘ [13.Lensmeyer JL358 [ ] J.Giles JG9125
DDRES [ 1 A -Hurtubise AH393 [ ] S.Tremp ST6659
[ 1 F.Drouillard FD96226 [ ] K.Fabian KF207
1206 WASHINGTON
CITY STATE ZIP ELEPHONE PORT HURON, MICHIGAN 48060
810-984-3100
Phone. Fax
COLLECTION DATE / TIME N7 DATE GF BIRTH I%I |F:| fion
/ / . CC:
—_ o — INSURANCE INFORMATION {SEE ATTATCHED)
|
SPECIMEN TYPE TEST ‘ SPECIMEN SOURCE T 4 ,
. {CHECK ALL THAT APPLY) 42997 42997
[T SUREPATH PAP ] ROUTINE SCREENING * [JcervicaL .
[ ] THINPREP PAP [C] HIGH RISK SCREENING ** ] ENDOCERVICAL LName Name
] CONVENTIONAL PAP ] DIAGNOSTIC *** ] vAGINAL
PREVIOUS PAP ADDITIONAL TESTING HORMONAL STATUS _ PATIENT HISTORY.  (CHECK ALLTHAT APPLY)
I NORMAL HPV REGARDLESS LMP: ] ABNORMAL BLEEDING
] ABNORMAL []rromPAP [JPROBE [ PREGNANT "] HORMONE THERAPY 1 RADIATION THERAPY
DATE: [JHPV REFLEX {iF Ascus) [ POST PARTUM [dscp [] cHEMOTHERAPY
[CIHPV REFLEX  {IF Ascus OR ABOVE) [] POST MENOPAUSE Jwo - ] cRYOCAUTERY
GC/CHLAMYDIA 1 HORMONE THERAPY ~ {] DEPO [JLeep
[_j FROMPAP [ ]PROBE [ HVSTERECTOMY [J conE BiopsY
{IF OFF PAP, GC/CHLAMYDIA MUST BE DRAWN PRIOR TO CYTOLOGY PROCESSING) D ABLATION .- : D‘OTHER

: ) NON GYNECOLOGIC CYTOLOGY

FINE NEEDLE ASPIRATIONS

D STAIN FOR PNEUMOCYSTIS

[ BREAST ] HYROID
[t []soup 0
R [JcvsT Ir
’ [stHmus
_ NON-GYNS
[ BRONCHOALVEDLAR LAVAGE (BAL)
[t [k [JupperLOBE
I BILATERAL {7 LOWER LOBE
[]ESOPHAGEAL [} MIDDLE LOBE
1 BRONCH BRUSHING
M O ] UPPER LOBE
[] BILATERAL ] LowER LOBE
[[1EsOPHAGEAL  [T] MIDDLE LOBE
[C] BRONCH WASHING
O [k [J uPPER LOBE
[J BiLATERAL [ LOWER LOBE
[1ESOPHAGEAL [} MIDDLE LOBE

[] LymPH NODE [] PAROTID GLAND |:| NECK (] OTHER: (SPECIFY)
LOCATION: O e
R . LR
1 URINE [CJ ASCITIC FLUID/PARACENTESIS [[] PLEURAL FLUID/THORACENTESIS
[Jvoipep sk L [k
[JcatH [ cuLDE-sAC FLUID [[Jsputum
[ BLADDER WASH [JJ0INT FLUID
URINE CYTOLOGY REQUIRES MIN OF 20 MLS i [Jcyst [] OTHER: (SPECIFY)
FRESH URINE SUBMITTED D NIPPLE DISCHARGE
[T UROVYSION  (REGARDLESS) . e Ok
[]UROVYSION REFLEX  (FAsneamal)  [] OVARIAN CYST FLUID
REFLEX/REGARDLESS UROVYSION REQURES A MIN OF 50 MLS ]:[L DR
FIEH VAN 0 S ACEQUATE FOROOTHCYIOLOY ] pERICARDIAL FLUID
[J PELvic wASH
] UROVYSION ONLY [CJPERITONEAL . . .
UROVYSION ONLY REQUIRES A MINUMUM OF 30 MLs [Cwasi [Jruom

FRESH URINE SUBMITTED

CLINICAL INFORMATION:

|'DTA"G'N‘ OSIS CODES 4
(ENTER ALL THAT APPLY) | l I l I | l l | | | I | I | ’ ' l l I
9

* ROUTINE SCRENING - MEDICARE ALLOWS PAP EVERY 24 MONTHS WITH APPROPRIATE DIAGNOSIS
** HIGH RISK SCREENING - MEDICARE ALLOWS PAP EVERY 12 MONTHS WITH APPROPRIATE DIAGNOSIS

**% DIAGNOSTIC - MOST RECENT PAST PAP AND/OR GYN HISTOLOGICAL TISSUE SPECIMEN WAS DIAGNOSED AS ABNORMAL

PHYSICIAN SIGNATURE :

DATE:

42997



