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Patient Information (please print in blue or black ink) 

____________________________________________________________________________________________________
Last Name  					     First						      Middle Initial

__________/__________/__________ 	 _______________________ Male / Female
Date of Birth 					     Sex					   

____________________________________________________________________________________________________
Address						      City			   State			   Zip Code

  

Ordering Provider Contact Information

________________________________________________________________________ (________) _________ - ___________
Facility / Provider Name  							        	 Phone Number

________________________________________________________________________
Physician Signature  							        	

Diagnosis/History Information (required) ICD-10 Codes: ________________________

Diagnosis _______________________________________________________________________________________________	
				     	
_______________________________________________________________________________________________________

Specimen Information:  	

Collection Date: __________/__________/__________	 Time: ________ : __________ AM / PM 

Body Site: ____________________________________	 Laterality: ________________________ (if applicable)

Time in formalin: ________________________ AM / PM

Suture tags: ______________________________________________________________________________________________

SURGICAL PATHOLOGY ORDER FORM

Insurance Billing Information (if applicable) Please attach insurance information or Patient Facesheet with demographics

Patient Status:   	 o Inpatient 	 o Outpatient	 o Hospitalized at another facility

Bill to: 		  o Client/Institution 	 o Medicare	 o Insurance 	 o Patient

Additional requests or comments: _____________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Patient Label
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Below is an example of a current generic EPIC label. Within North Oaks Health System, units that do not have Op-Time, this 
is the type of label that prints. Specimens from facilities outside North Oaks will need 2 unique identifiers to include the 
patient’s full Legal Name and Date of Birth in addition to the added details listed below.

Anatomical Pathology Specimen Labeling Orders for Surgical Pathology and Cytology

Patient Label

Smith, Jane
DOB: 7/10/1922 (101 yrs) Female

MRN: 7200000 HAR: 9000000
CSN: 21300000

[Pierce, Hawkeye, MD]
OPS OR ****

When the specimen is collected from the patient, additional information will need to be added to the specimen label. 
•	 Date when specimen was collected
•	 Time when specimen was collected
•	 Initials of nurse
•	 Specimen site/source
•	 Laterality (if applicable) 
•	 Any specimen instructions such as “Frozen, Fresh, Permanent – Suture markings” 

Correct, updated specimen label would resemble the following examples:

Smith, Jane      3/2/23    15:02 RN
DOB: 7/10/1922 (101 yrs) Female

MRN: 7200000 HAR: 9000000
CSN: 21300000              Left Forearm

[Pierce, Hawkeye, MD]  Suture Tag- Superior
OPS OR ****                  Permanent

Smith, Jane      3/2/23    15:02 RN
DOB: 7/10/1922 (101 yrs) Female

MRN: 7200000 HAR: 9000000
CSN: 21300000              Left Pleural Fluid

[Pierce, Hawkeye, MD]
OPS OR ****                Fresh

NOTE: 	 For facilities outside of North Oaks, a patient demographic page and insurance information should accompany
	 the specimen

	 If you have any questions, please contact the North Oaks Pathology Department at (985) 230-7175.


