OHSU DERMATOPATHOLOGY TEST REQUEST FORM

Dermatopathology/Immunofluorescence

lOregon Health & Science Universit

9 y LABEL
Center for Health & Healing 1, 5th Floor
3303 S Bond Avenue

Mail Code: CH5D

Portland, Oregon 97239-4501 BX date: Phone:
For Lab Results: (503) 494-5245

Dermatopathology Use Only

Requesting Provider:

FAX: (503) 494-4957
If patient has insurance, please fill out information
E-Mail: Dermpath@OHSU.edu e below:
ax:

Web: www.ohsu.edu/dermpath I:l Patient/Insurance I:l Requesting Physician

REQUIRED PATIENT/INSURANCE INFORMATION

Patient

Last First M DOB SSN

Sex I:l Female |:| Male

Patient Address:
Street or PO Box City State Zip Home Phone

Guarantor

Last First Ml DOB SSN

Guarantor Address:

Street or PO Box City State Zip Home Phone

Subscriber/Insured:

PLEASE ATTACH COPY OF INSURANCE CARD

Insurance Name: Employer:

Insurance Address:

Street or PO Box City State Zip Phone

Policy or Insurance ID: Group #
REQUESTED TESTING: IMMUNOFLUORESCENCE: |PCR
|:| INITIAL INTERPRETATION DSLIDE CONSULTATION |:| DIRECT IF

:I:l HPV SUBTYPING (HIGH AND LOW RISK) FFPE
BLOCK/SAMPLE ID:

I:l DERMATOMYCOSIS/DERMATOPHYTES

SPECIMEN A Biopsy Site (lesional, perilesional) Method (ircle one): (Punch, Incision, Excision, Shave)

Clinical History & Impression:

DDX: [[] Rash icD:

SPECIMEN B Biopsy Site (lesional, perilesional) Method (ircle one): (Punch, Incision, Excision, Shave)

Clinical History & Impression:

DDX: |:| Rash  ICD:

SPECIMEN C  Biopsy Site (lesional, perilesional) Method (ircle one): (Punch, Incision, Excision, Shave)

Clinical History & Impression:

DDX: [ ] Rash 1Ic:
» . Do not release results immediately to patient (I reasonably believe that N )
For additional specimens, please an Information Blocking exception applies). >

Dermpath Req 7/8/2025  yse a second form. OHSU
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