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REQUEST FOR ADDITIONAL INFORMATION
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AGENCY ID.:





SURNAME:		                		





GIVEN NAME:





DOB:				





PHN:.
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Date Request Processed:�
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�
� FORMCHECKBOX ��	Tick if Required before Treatment�          or Phone 2071�
     TO:   PATHOLOGY�
�
Procedure�
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Hospital�
Specimen No.�
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PARTICULAR ASPECTS TO BE REVIEWED:�
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PHYSICIAN SIGNATURE:�
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REPORT REQUEST�
�
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� FORMCHECKBOX ��	Tick if Required before Treatment�           or Phone 2327�
      TO:    PIM / QA Follow-Up�                Room #4250 �
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Procedure/Investigation�
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CONSENT FORM MUST ACCOMPANY OUT-OF-PROVINCE REQUESTS
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DATE REPORT(S) REQUIRED:�
Requested by:�
�
�
�
Local:�
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For:�
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