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PATHOLOGY TEST REQU!sITION FORM

NAME : 6\0&}{% ZOLMM___ AGE: _ TFSEX: £~
REF. BY : [y \//3 [nouixs gﬂ«ﬂ%- RECEIVING DATE:_ Y ~ J "2 A

PREVIOUS BIOPSY OR CYTOLOGY : ( )NO ( ) YES

IF YES, PLEASE MENTION DETAILS: :
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PREVIOUS PATHOLOGICAL DIAGNOSIS

RELEVANT INFORMATION : (Clinical, Radiological, Biochemical & others) ‘

CLINICAL DIAGNOSIS:

NATURE OF SPECIMIEN:
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