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DERMATOPATHOLOGY LABORATORY
MAILING ADDRESS: 263 FARMINGTON AVE, MC 6230, FARMINGTON, CT 06030
OFFICE ADDRESS: 21 SOUTH ROAD, 1st FLOOR, SUITE 120, FARMINGTON, CT 06032
Phone: 860-679-3474, Fax: 860-679-1267
CT License # CL-0122

DATE OF PROCEDURE ___________________________________  

               REQUESTING PHYSICIAN INFO


            


PT. INFO:  ____        |                |                              SEX   M ⁭        F ⁭                         NAME  ____________________________________________________
                                 DATE OF BIRTH                       RACE _______​​​​​​​​​​​_​​​
                                                                                                                                                     ADDRESS  ________________________________________________
________________________________________________________________________      CITY/STATE/ZIP ___________________________________________
LAST NAME (PLEASE PRINT)                               FIRST NAME








      PHONE # ____________________________________________
_________________________________________________________________     

STREET ADDRESS





      PHYSICIAN SIGNATURE _______________________________
_________________________________________________________________       

CITY,     STATE              ZIP






 
             CC REPORT to:    (please highlight)                                                                   
PHONE# (__   )_____________       SSN#_____________________
               DR.  ______________________________________









         FIRST NAME*                    LAST NAME*
** If minor: Guarantor and relationship: ______________________ 
        __________________________________


       







          STREET ADDRESS
INSURANCE







         __________________________________
                                   
Primary  ⁭ Blue Cross  |  ⁭  Medicare  |  ⁭  United  |  ⁭  Aetna  |  ⁭  Cigna                      CITY*, STATE*                            ZIP               
           
                 ⁭  CT Care  |  ⁭  Health Net  |  ⁭  Medicaid                                                            *REQUIRED                   






                                              
                 ⁭  Other ___________________________________________________                         
                                  PROVIDE ADDRESS





Primary Policy #   ___________________________________________________        ** PLEASE INCLUDE COPY OF BOTH SIDES OF 









    INSURANCE CARD **
Subscriber             _____________________________ *DOB _______________









                ** PATIENT MUST SIGN OTHER SIDE OF FORM**
Secondary  ⁭ Blue Cross  |  ⁭  Medicare  |  ⁭  United  |  ⁭  Aetna  |  ⁭  Cigna    
** REQUESTING PHYSICIAN AGREES THAT 
                      ⁭  CT Care  |  ⁭  Health Net  |  ⁭  Medicaid
                                     ADDITIONAL STAINS & TESTS WILL BE 









     PERFORMED AS REQUIRED TO HELP
                      ⁭  Other ________________________________________________             ESTABLISH A DIAGNOSIS*
                                        PROVIDE ADDRESS




    
Secondary Policy #   ________________________________________________               





               








** PREVIOUS BX # _________________________                                                                                                                                               
Subscriber ___________________________________  *DOB _______________
      (please highlight)  
CHECK ALL THAT APPLY:  

      Shave  Punch Curet    Bx     Exc     Re-exc                                Site                                                       Clinical Impression / History
A)   ⁭        ⁭       ⁭        ⁭      ⁭       ⁭       A)                                                 A)
B)   ⁭      ⁭       ⁭        ⁭      ⁭       ⁭       B)                                                 B)
C)   ⁭      ⁭       ⁭        ⁭      ⁭       ⁭       C)                                                 C)
D)   ⁭      ⁭       ⁭        ⁭      ⁭       ⁭       D)                                                 D)  

UCONN SCHOOL OF MEDICINE OF UCONN HEALTH
FARMINGTON, CT 06030
I hereby authorize and direct my healthcare plan to pay UConn Health. I further agree to accept full financial responsibility for payment of charges rendered to me. I authorize the release of any medical information pertaining to the examination of the specimen(s) to: (1) the referring physician or (2) necessary to process the claim. 

______________________________________________________________________________

     
Signature of Patient or Legal Representative                                             Date


** ADDITIONAL BIOPSY INFORMATION:  
Redisclosure of this information is prohibited except with the specific written consent of the person to whom it pertains.  








