
 

c Liquid Based (ThinPrep)             c Fluids/Aspirate  LMP Date: ____________

c Conventional Pap Test                c Other: ____________________ 

Site:  c Cervical/Endocervical       c Vaginal

 

c Pregnant      c Postpartum      c Post AB      c Routine Screen

c Menopausal ________ years      c Post Hysterectomy      c TAH      c Supercervical

History of Radiation/Other: _________________________________________________________

Discharge:     c Vaginitis     c Cervicitis     c Abnormal Bleeding 

Cervix:     c Normal     c Bleeds on Contact     c Erosion     c PolyP     c Leukolakia

                  c Clinically Suspicious     c Other: __________________________________________

c Prior Pap Date:  _________________________     c High Risk Patient

c NILM     c ASC-US     c ASC-H     c AGC     c AIS     c LSIL     c HSIL     c CA

 

Clinical Diagnosis: _______________________________________________________________

Source:     c Cervix      c Endometrium      c Vagina/Vulva      c Other:  _________________

Specimen:      c EMC      c ECC      c LEEP      c Cervical Punch Biopsy

           c Endometrial Biopsy      c Vaginal Biopsy      c Other

 

c Urine             

c Vaginal Swab

c Endocervical/Uretheral Swab

   c IDC-10 Z11.3 Screening Examination

   c ICD-10 N46.9 Male Infertility 

c Vaginitis Panel (BD Swab)

        c ICD-10N77.1 Vaginitis and Vulvovaginitis

 

c ThinPrep Pap Test             c ThinPrep + HPV + CT/NG            c ThinPrep Pap + HPV

c ThinPrep Pap + CT/NG     c ThinPrep Pap reflex to HPV when ASC-US/LSIL

c Maturation Index              c HPV Only    c CT/NG Only

 
Policyholder Name: _________________________________ 
Insurance Name: ___________________________________
Policy #: __________________________
Group #: __________________________
Please provide a copy of the front & back
of insurance card(s).

GYN PATHOLOGY REQUISITION
CLIA ID# 31D2026917

SPECIMEN SOURCE

PATIENT HISTORY TISSUE PATHOLOGY

STD PROFILE

MICROBIAL VAGINOSIS

CYTOPATHOLOGY

INSURANCE INFO. (Required)

REFERRING PHYSICIAN INFO. (Required)

c Bill Insurance        
c Bill Client        
c Self Pay

300 Columbus Circle, Suite A, Edison, NJ 08837  |  Tel: (866) 909-PATH  |  Fax: (908) 272-1478  |  www.qdxpath.com

 
BOTH PATIENT AND PHYSICIAN MUST SIGN to approve testing

By signing below, I confirm I have read the ABN on the reverse side.

Patient Signature: ________________________________________     Physician Signature: _________________________________________
I authorize the release of medical information related to services provided herein to my health plan/
insurance carrier and authorize payment directly to QDx Pathology Services and/or lab services 
provider. I assume responsibility for payment of charges not covered by my healthcare insurer.

CMS requires physician signature on all requisitions. QDx Pathology Services is responsible for 
verifying signature prior to performing testing.

 
Date of Collection: ____________________  Time of Collection: ____________________
Last Name: __________________________  First Name: ________________  MI: ______
Cell #: ______________________________  Email: _______________________________
Home #: ____________________________  Street Address: _______________________
Apt: ________  City: ________________________________  State: _____ Zip: _________
DOB: (MM/DD/YYYY): _______ / _______ / _____________  SSN #: _________________

Gender Identity and Sexual Orientation

c Male   c Transgender Male  c Straight or Heterosexual
c Female  c Transgender Female  c Lesbian, Gay or Homosexual
c Non-Binary/Genderqueer c Choose not to disclose c Bisexual
      c Other: ________________________

Race and Ethnicity - Select all that apply

c American Indian or Alaska Native c Asian   c Hispanic or Latino
c Black or African American  c White   c Non-Hispanic or Latino
c Native Hawaiian or Other Pacific Islander c Choose not to disclose c Other: ______________

PATIENT INFORMATION - ALL REQUIRED

(SSN # required for uninsured patients only)

c ICD 10 (required)
       ______________

SPECIMEN ID: LAB ACCESSION #: ______________________

Ethnicity requires only for Genetic Carrier Screening tests. Many states have enhanced legislation requiring patient consent, genetic counseling or other restrictions for ordering, performing or disclosing the results of a genetic 
test. Any physician ordering a genetic test must sign here acknowledging that they understand the requirements under the law of the state where the patient resides and has obtained patient consent and/or taken such other 
steps as the law requires including without limitation, genetic counseling: * Testing may be performed at QDx Pathology Services.



 �������a� ������a���:

 ���� ����e ���e� ��� �������� ��t a� ����a� �e���a�e �e�������

 ����e����:

 ����at��e:  Date:

 �a�e�t �a�e: ��e����a��� ����e�:

�a���at��� �e�t� �ea��� �e���a�e �a� ��t �a� ����ate� ���t�

���a��e �e�e���a�� ����e �� ��� ���e�a�e �����

������ �:  

������ �:  
            

������ �
 ������:  ��e�� ���� ��e ����  �e �a���t �����e a ��� ��� ����

 ��at ��� �ee� t� �� ���:
�
�
�

 ��te: �� ��� �����e ����� � �� �� �e �a� �e�� ��� t� ��e a�� �t�e� �����a��e t�at ��� ����t �a�e� ��t �e���a�e �a���t �e����e �� t� �� t����

 �D ������ ��������� ����� � 
��� ������� ��������� ����� �
��� ��������� ��������� ����� �

 
��� ���D�D� ��������� ����� �

��������� ���������


