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Patient Information

_____________________________
Laboratory Case Number

_____________________________
Patient Account Number

__________________________
Date

__________________________
Time specimen collected

Patient Demographics

_______________________________________
Last Name

_____________________________________
First Name

____________________________________
Social Security Number

________________________________________________________
Address

_______________________________
City

________
State

_________________
Zip

______________________________
Home Phone

_______________________________
Work Phone

_________
Sex

_______________________
Date of Birth

___________
Age of Patient

___________________________________________________________
Sample Type

___________________________________________________________
Sample Status

___________________
LMP

___________________
Gestational Age

__________________
Amniotic Fluid Volume

__________
Mg. Villus

_______________________________
Cultures Set Up

__________________
Diagnosis Codes

______________________________________________________________________________________________________
Reason for Referral

Gravida Para
____________________________________________________________

FISH

ACHE

TC

FS

SAVE:

Referring Physician

___________________________________________________________
Referring Physician Name

__________________________________________________________
Group Name

_________________________________________________________
Street Address

_______________________________
City

________
State

________________
Zip

_____________________________________
Phone 1

______________________________________
Phone 2

______________________________________
Contact Person

__________________________________________________________
Physician Collecting Sample

_____________________________
Referral Physician Fax #

___________________________
ENHLS Account Number

Preliminary Diagnosis

_______________________________________________________________________________________________________________________
Results

_______________________________________
Results Date

_________________________________________
Technician

_____________________________________
Given To

Remainder F/POC sent to PATHOLOGY: YES N/A


