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1355 RIVER BEND DRIVE 
DALLAS, TX 75247 
P 214.638.2000 
P 800.258.1253 
F 214.237.1731 
www.ProPath.com

     Referring Physician: NPI: 

DATE COLLECTED

AM 
PM

Send Duplicate Report to: 

Name: 

Address: 

City/State/Zip: 

DIAGNOSIS CODE(S) FOR TESTS ORDERED (MUST BE PROVIDED) 

PATIENT INFORMATION - PLEASE PRINT: PATIENT NAME (LAST)  (FIRST) (M.I.)    

ADDRESS APT# 

DIAGNOSIS CODE DIAGNOSIS CODE DIAGNOSIS CODE

CITY STATE ZIP 

(AREA CODE) PHONE BIRTH DATE SEX 

PATIENT S.S. # PATIENT I.D.# 

BILL TO: 

            

 Account        Patient (Self Pay)        Medicare        Medicaid 
  Insurance      *Please submit a copy of ID card (front and back) 

INSURANCE COMPANY NAME (attach card) EMPLOYER NAME 

NAME OF INSURED POLICY / MEMBER ID # GROUP # 

RELATIONSHIP TO INSURED:         SELF        SPOUSE        DEPENDENT 

MAIL 
CLAIM TO 
ADDRESS 

CITY/STATE/ZIP 

PHYSICIAN ACKNOWLEDGEMENT (Required) 
Physicians should only order tests that are medically necessary for the diagnosis or treatment 
of the patient. Medicare Patients: The Advance Beneficiary Notice, if required, must be 
completed, signed by the patient and attached. 

Physician’s 
Signature:  

  Date 
Ordered:    

FORMAL CONSULTATION 

Required for processing: Preliminary/final pathology report for each case submitted (failure to do so may delay turnaround time)  

TISSUE SOURCE: CLIENT PATHOLOGY CASE NUMBER:: 

SPECIALTY 

 HEMATOPATHOLOGY 

 GASTROINTESTINAL AND LIVER PATHOLOGY 

 GYNECOLOGIC PATHOLOGY 

 CYTOPATHOLOGY 

 ORAL PATHOLOGY 

 BREAST PATHOLOGY 

 GENERAL SURGICAL PATHOLOGY 

MATERIALS SENT: 

___________ ____ NUMBER OF STAINED SLIDES 

___________ ____ NUMBER OF UNSTAINED SLIDES 

___________ ____ NUMBER OF BLOCKS 

PERTINENT CLINICAL HISTORY & DIFFERENTIAL DIAGNOSIS

 

 

 

 

 

 

 

 

 

 

 

 

 
 
  

 

 

SHIP TO: 

PROPATH 
 ATTN:  CONSULT PROCESSING 

1355 RIVER BEND DR, SUITE 200 
DALLAS, TX 75247  

 

Please include the diagnosis code(s) at the highest level of specificity as documented in the patient medical record for this requisition date of service.        v07/24

https://www.propath.com/
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