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

ORAL & MAXILLOFACIAL REQUISITION  
CLIA ID # 31D2026917

INSURANCE INFO. (Required)

REFERRING PHYSICIAN INFO. (Required)

c Bill Insurance        
c Bill Client        
c Self Pay

 
ICD-10 CODES
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TYPE OF BIOPSY

POST-OP DIAGNOSIS

A

B

C

D

E

 
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.

Location ________________________ Size: __________________________  Description of Lesion: ________________________________

c Incisional c Excisional c Punch  c Curette  c Cytologic Smear Other ________________________

Location ________________________ Size: __________________________  Description of Lesion: ________________________________

c Incisional c Excisional c Punch  c Curette  c Cytologic Smear Other ________________________

Location ________________________ Size: __________________________  Description of Lesion: ________________________________

c Incisional c Excisional c Punch  c Curette  c Cytologic Smear Other ________________________

Location ________________________ Size: __________________________  Description of Lesion: ________________________________

c Incisional c Excisional c Punch  c Curette  c Cytologic Smear Other ________________________

Location ________________________ Size: __________________________  Description of Lesion: ________________________________

c Incisional c Excisional c Punch  c Curette  c Cytologic Smear Other ________________________

c Benign Mucosal Lesion K13.70   c  Lichen Planus L43.8   c  Sinusitis J32.9   c Radicular Cyst K04.8
c Benign Mucosal Neoplasm D10.30  c  Oral Melanotic Macule L81.9  c  Mucocele K11.6   c Dentigerous, OKC K09.0
c Leukoplakia K13.21   c  Amalgam Tattoo M79.5    c  Sialadeniti K11.20    c Torus/ Exostosis M27.8
c Erythroplakia K13.29   c  Hemangioma D18.09   c  Foreign Body Granuloma T18.0XXA  c Osteitis/Sequestrum/Osteomyelitis M27.2
            c Other: ________________________________ 

 
PATIENT HISTORY

c Immunology_____________________________________________________________________________________________________________

SPECIMEN ID:

LAB ACCESSION #:
________________

 
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)



            

          OPTION 1


