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	PATIENT INFORMATION
	SAMPLE INFORMATION*

ALL BLOCKS MUST ACCOMPANY THIS REQUISITION FORM

	LAST NAME:       
	HISTOLOGY No. /BLOCK ID.

     

	FIRST NAME:      
	

	DOB:          

            Male Female    
	SPECIMEN TYPE:      

	NHS/PATIENT No.                               
	No. OF BLOCKS SENT:      


	*Testing will only be performed on paraffin blocks. Paraffin sections will be returned un-tested. Please contact the laboratory in the event of a problem.

	SENDERS INFORMATION

	NAME:      
	ADDRESS:

     

	FACILITY :      
	

	PHONE:      
	

	EMAIL:      
	SIGNATURE:


DATE:      

	FAX NUMBER FOR RESULT:       
(if required) 
	POSITION:      

	ADDITIONAL INFORMATION

	     

	PURCHASE ORDER DETAILS (if applicable)

	PURCHASE ORDER NUMBER:      

	BILLING ADDRESS:
     

	Services provided by Source BioScience UK Limited are subject to our terms and conditions for the supply of services to the exclusion of all other terms and conditions (including any terms or conditions which you purport to apply under any purchase order, confirmation order, specification or other document).  Our terms and conditions for the supply of services can be found at http://healthcare.sourcebioscience.com./terms  Copies may be obtained by email healthcareenquiries@sourcebioscience.com or telephone request +44 (0)115 973 9056 to our customer services representatives.  Clients should understand that by submitting this Requisition Form to us you agree to be bound by our Terms and Conditions for the supply of services. If you refuse to accept our terms and conditions for the supply of services then you will not be able to order services from us and should not submit this Requisition Form to us.

	FOR INTERNAL USE ONLY

RESULTS

	HER2 – IHC

 3+
 2+

 1+

 0


COMMENTS:

This case should be regarded as   negative  /  borderline  /  positive for HER2 overexpression

Signed………………………..…………………………………..  Date………………………

	PAYMENT DETAILS


PLEASE ENSURE YOU COMPLETE ONE OF THE PAYMENT OPTIONS BELOW

	PATIENT INFORMATION

	PATIENT NAME:      ,      

	NHS/HISTOLOGY NUMBER:      

	INFORMATION REQUIRED TO ACCEPT PAYMENT VIA CREDIT/DEBIT CARD

	CARD TYPE      

	CARD NUMBER      




CSV      

	CARDHOLDERS NAME      

	BILLING ADDRESS (FOR INVOICING)     

	CITY      
	COUNTY      
	POSTCODE      
	COUNTRY      

	VALID FROM (IF PRESENT) (MM-YY)      
	EXPIRY DATE (MM-YY)      

	COST OF TEST(S)      
	

	INFORMATION REQUIRED TO ACCEPT PAYMENT VIA INSURANCE

	INSURANCE COMPANY      

	EXCESS?
       NO            IF YES PLEASE STATE AMOUNT AND COMPLETE PREVIOUS SECTION:  YES   

	POLICY NUMBER      
	AUTHORISATION CODE      

	INSURANCE AGENT CONTACT NAME      
	INSURANCE AGENT CONTACT PHONE NUMBER      
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