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AFFIXED LABEL 

NEUROPATHOLOGY REQUISITION FORM 

REQUIRED INFORMATION FROM REQUESTING AREA 

1. DECEDENT INFORMATION 

     First Name: _________________________________________     Last Name:  ___________________________________     MI: ______________ 

     Street Address: ______________________________________     City: _______________________    State: ________    ZIP: _________________ 

     Phone Number: ______________________________________ 

     Patient ID / MRN: ___________________________________     Sex: _______     Birthdate: _____________________    Age: __________________ 

     Collection Date / Time: _______________________________     Collector’s Initials:____________________________ 

2. BILLING/INFORMATION 

     Bill to: Consults/testing will be billed to ordering facility/client.  

     ICD-10 Code(s): ________________________________________________________________________________________________________ 

3. ORDERING PROVIDER INFORMATION 

     Referring Institution / Neurology Practice Name: _______________________________________________________________________________ 

     Neurologist / Ordering Physician:___________________________________________________________________________________________ 

     Phone Number: _____________________________________________     Fax Number: ______________________________________________ 

     Send Additional Copy or Report to: _________________________________________________________________________________________ 

4. BRIEF CLINICAL HISTORY / REASON FOR EXAM 

5. ADDITIONAL CLINICAL INFORMATION 

     Epilepsy:                   Myoclonus:                   Dementia:                  Duration of Dementia: ____________________________________________ 

6. OTHER NOTES 


