
No  /  Yes
No  /  Yes
No  /  Yes

Summary  of  history  ( chief complaint , duration , laboratory  findings , progress , treatment  etc. )

Previous  FNA  report    Result _________________________________ Surgical No. _____________________

__________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________
Previous  surgery    Type of surgery __________________________ Date _______________
Previous  pathology  report    Result _________________________________ Surgical No. _____________________

   8.   Other

Specimen
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________

ชือ่ _____________________________________________อายุ_________เพศ_________โทรศัพท_์_____________________

HN.______________________อาชีพ________________ทีอ่ยู่_______________________________________________

   6.    Curettage     7.    Conization  /  LEEP  

Method of specimen collection 
   1.    Needle  biopsy     2.    Punch  biopsy     3.    Incisional  biopsy     4.    Excisional  biopsy  
   5.    Surgical  removal  

                      คลินิกเฉพาะทางด้านเวชกรรมพยาธิวิทยากายวิภาค

  WARD สิทธ์ิการรักษา

  STAFF อืน่ๆ

ค่าตรวจ
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Surgical  pathology  requisition form
  HOSPITAL

__________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________

Signature________________________________________Date __________________ Tel.______________________

__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
Clinical Diagnosis :
__________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________


