Ophthalmic Pathology Laboratory Request Form 
University of South Florida                                                                                                                                                                                                                                                                                                                                                                   12901 Bruce B. Downs Blvd., MCD Box 11
Tampa, FL 33612
Tel (813) 974-0536; Fax (813) 974-5536

Patient Name:        
Date submitted:      
Birth date:                            Age:        

Local laboratory Accession Number or Specimen Submitted and Location:                                              

     
Clinical Diagnosis & History:     
Pathologist:       


Hospital or Surgical Center:      
Mailing addresses:      
Fax: (        )     
Telephone: (        )     
Ophthalmologist:     
Mailing address:       

Fax : (       )     
Telephone: (        )     
Please include Face Sheet and the following billing information: 

Primary Insurance:       
HMO:  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 

Authorization  Required: Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Carrier Name:       
Subscriber Name:       
Policy Number:       
Group Number:       
Company Address:       
Secondary or Supplement Insurance Carrier:       
Subscriber Name:       
Policy Number:                                          Group Number:       
Address:       






