CENTRAL REGIONAL PATHOLOGY LABORATORIES                     Date: _____________________            
2945 Hazelwood Street, Suite #310

Maplewood, MN 55109










Phone: 651-264-1603   Fax: 651-264-1646 





     SLIDE/BLOCK REQUEST FORM
REASON FOR REQUEST:   
□ Continuing Care         □ Second Opinion       
□ Research      
           
                                  
□ Tumor Conference     □ Other (Please specify): ________________________
PATIENT INFORMATION:

Name: ______________________________________ 
DOB: ________________________________________

MATERIALS REQUESTED:
CRPL Pathology Report #: _________________________  CRPL Account #: _________________________________
Specimen Collection Date:______________  □ Slide # __________________   □ Block #_______________________  
   REQUESTING PHYSICIAN/FACILITY:
Name: ________________________________________________________________________________________
Address: ______________________________________________________________________________________
Phone #: __________________________________
Fax #: ____________________________________________
__________________________________________    __________________________________________________
              Physician’s name (please print)


                     Physician’s signature

                                       PLEASE FORWARD REQUESTED MATERIAL TO THE FACILITY BELOW:
Name: __________________________________________
 Phone:_____________________________________
Facility/Department:_____________________________________________________________________________
Address:_______________________________________________________________________________________
BILLING INFORMATION (REQUIRED):





        NOTE: CRPL is not requesting this slide/block review and is not responsible for any associated charges.     


                    Please indicate billing options below (Failure to provide necessary information may delay request.)





□   Bill to patient’s insurance (patient’s current address and insurance cards are required)





□   Bill to requesting physician at the clinic/facility listed below 





    NOTE:  Mayo Clinic requires requesting clinic/facility's account number for charges billed directly to     


                requesting physician.   Mayo Clinic account number:  _______________________________


     clinic/facility:  _______________________


     ______________________





        Physician signature and a copy of the patient's authorization (if available) to release information is required.








