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MARSHFIELD, WI 54449 • 800-222-5835

Social Security Number

Patient Address

City

Collection Date
AM
PM

KEEP PINK COPY FOR YOUR RECORDS

Additional Specimens (include ICD codes if different than Case Level)

For Medicare/Medicaid or Patient Billing, Complete This Section
Medicare No.

I authorize Marshfield Clinic, who accepts assignment, to release any 
medical information necessary to process the claim and request payment 
benefits from the third parties listed.

HISTOLOGY REQUISITION

Derm 
Path

Use Only

Fresh
Frozen
Formalin

Punch
Shave
Excision

Punch
Shave
Excision

Punch
Shave
Excision

Punch
Shave
Excision

A

B

C

D

Histology Use Only

Measurements - Weights - Description - FS Diagnosis
S -

Spec.

A

B

C

D

Charge Codes - Levels - Stains - Etc.

Marshfield History No. Date of Birth Sex

M    F

Collection Time

Your ID No.

Name (Last, First, Middle Initial)

ZipState

Place of Service (must be completed)
� Hosp Inpt (21) � Hosp Outpt (22) � Ambulatory Surg Ctr (24)
� Phy Offi ce (11) � Other  

Patient Phone Number

Railroad Retiree No. Medicaid No.

Relationship to Patient

Insurance Address

Group Name or No.

Responsible Party/Subscriber Name

Insurance

Policy No.

REASON FOR TESTING (minimum 1 ICD code required)

Case Level ICD code:

Date:

Procedure - History - Differential Diagnosis

Tissue Site
Specimen Description

Special Procedures

Specimen Level 
ICD code (if diff. 
than Case Level 
ICD code)

Patient's or authorized person's signature

Fixative Type: ______________
Cold Ischemic Time: ________
Time placed
in Fixative: _______________

Fresh
Frozen
Formalin

Fixative Type: ______________
Cold Ischemic Time: ________
Time placed
in Fixative: _______________

Fresh
Frozen
Formalin

Fixative Type: ______________
Cold Ischemic Time: ________
Time placed
in Fixative: _______________

Fresh
Frozen
Formalin

Fixative Type: ______________
Cold Ischemic Time: ________
Time placed
in Fixative: _______________

Provider Signature: ____________________________________  Date: ________________________

H

Distance from top of form to bottom of label = 4”
Distance from left side of form to left side of label = 5.5”
(On continuous forms this distance includes the stub.)

Label Width = 3”
Label  Height = 1”

Affixed label doc id: 110202551

000000

Affixed Label

___________________________
Physician/Provider Signature
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NAME

DATE

[      00      ]                     FAX
GREAT CARE CLINIC
123 MAIN STREET
ANYWHERE, USA 11111
(555) 123-4567   R0000R
GRTVET     (         )

        11111  DOCTOR DR MD  
        22222 DOCTOR DOCTOR MD  
        33333 DOCTOR DOC MD
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Marshfield, WI • 800-222-5835


