
PATIENT INFORMATION

SAMPLE INFORMATION PHYSICIAN INFORMATION PHYSICIAN TO BE COPIED

First Name* Last Name* Patient Gender* Reported Ethnicity

DOB* Medical Record # Inpatient    Outpatient 

  

Fax form to:  215.898.9817 
Phone: 215.615.3966 (8:30AM-5:00PM EST)
Send specimen to:
Hospital of the University of  Pennsylvania  
3020 Market Street, Suite 220
Philadelphia, PA 19104 

* Required Information

First Submission       Repeat Study 

M F

Name

Hospital/Institution

Address

Phone

Email

Fax

PATHOLOGY INFORMATION (TO RETURN TISSUE BLOCK)

NAME*

UPHS    Other 

Phone*

Email

Fax*

NAME

UPHS    Other 

Phone

Email

Fax

BILLING INFORMATION 

Check One:  Insurance  Medicare-Part B  Hospital/Institution
Primary Insurance Group #

Institution Name Discharge Date

Policy # Insured DOB

Insured Name

Patient relationship to the insured Note: Include front/back of insurance   
 Self    Spouse   Child   Other card and/or face sheet

Please attach the following:

 Copy of recent pathology/cytology reports               

Comments

Physician Signature* Date*

Self-Pay: credit card info required
Name on credit card

Card Holder Address

Credit Card #

Exp. Date

Security Code

Known prior or tandem outside studies   Y   N
Prior bone marrow transplant   Y   N 

SAMPLE TYPE*

TEST  ORDERED (CHECK BOX ) *  

pathology.med.upenn.edu

Test results from all other Molecular Diagnostics Assays by FISH, IHC or other genetic assays

TEST REQUISITION FORM



NOTE:

•
•

Specimen Type: Bone Marrow

Requirements:

Transport Conditions:

Specimen Type:  Blood

Requirements:

Transport Conditions:

Specimen Type: Formalin Fixed, Paraffin 

Embedded Tissue (FFPE Tissue)

Requirements:

Transport Conditions:

Specimen Type: Isolated Genomic DNA

Requirements:

Transport Conditions:

Specimen Type:

Requirements:

Transport Conditions:

Specimen Type: Malignant Effusions, 

Liquid

Requirements:

Transport Conditions:
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SPECIMEN REQUIREMENTS


