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ADVANCED DIAGNOSTICS

IHC /ISH REQUEST FORM
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PATIENT DETAILS 1QC INITIALS LAB USE ONLY
CcuT HSL-AD NO:
SURNAME:
LABELLED
FORENAME: COLLATED
DATE RECEIVED & INITIALS:
QC
DATE OF BIRTH: M F PACKAGED
ANTIBODIES / ISH PROBES REQUESTED
SURGICAL NO:
TISSUE TYPE:
CLINICAL DETAILS:
REFERRAL DETAILS
HOSPITAL: BLOCK/SLIDES:
PATHOLOGIST:
DATE
REQUESTED:
INVOICING DETAILS (If different from above) CHARGE
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