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DATE

PATIENT NAME

AGE  SEX

SOCIAL SECURITY NO.

DATE OF SERVICE

KIDNEY BIOPSY CLINICAL DATA

Clinical History including Indication for Biopsy and and approximate dates of onset and previous episodes:

ICD-9 Diagnosis Code(s)

Clinical Data:

BUN, Creatinine, GFR:

Proteinuria:

Urine Sediment:

Blood Pressure:

Renal Imaging:

Serologies:

SPEP/UPEP:

Other:

Transplant Information:

Transplant date and source of the allograft:

Original cause of renal failure:

History of rejections:

Current Medications:

Clinical Impression:

Additional Information: use the reverse side

REFERRING LABORATORY/PHYSICIAN (CLIENT) INFORMATION *REQUIRED*

Name       Phone        Fax

Address       City        State  Zip

Requesting Physician     UPIN/NPI        Phone

Who should get a copy of the report?

(OHSU Lab Use)
ACCESSION NO.


