Flow Cytometry Reqmsmon
ACCOUNT INFORMATION -

Acct: MCTYD Medical City Dallas Hospital
7777 Forest Lane Building A,Suite # A200
| Dallas, TX 75230

Phone: 872-566-7717 Fax: 469-484-2355

SOUTHWESTERN

5323 Harry Hines Blvd U5.100 MEDICAL CENTER
Dallas, Texas 753890

PHONE: 214-645-7057 VERIPATH LABORATORIES
Toll Free: 877-887-8138

FAX: 214-645-7035

CLIA#45D-0669587, CAP #2723201 www.veripathiabs.com
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NOTE: Submit one specimen per container CLEARLY LABELED. Referral Authorization/Precentification ¥

Submit stnear and CBC copy when requesting ana sis of marrow or blood. Nome:
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‘anary Phys(clan. (if different from above) FOR ALL CASES
N _ Current Therapy Current Infection
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O Growth Factor 1 Other:
FOR IMMUNOPHENOTYPING CASES ONLY aimmunotherapy:
OLymphadenopathy OMediastinal Mass OSplenomegaly O Other:
TEST REQUESTED
'lMMUNOPHENOTYPING IMMUNODEFICIENCY WORKUP:
Hag Leukemla/Lymphoma Immunophenotyping Must Provide:
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