Anatomic Pathology - Biopsy and Autopsy Services

4001 MJR-VHUP - 3900 Delancey Street - Philadelphia, PA 19104 Fm] C L
Phone: 215.898.8857 (Office) Fax: 215.898.0719 @.‘ el 11N et Dlagn()btl(j
www.vet.upenn.edu/diagnosticlabs Email: pennvethistolab@vet. upenn.edu —~  UNIVERSITY of PENNSYLVANIA Lab oratories

Dr. Elizabeth Mauldin; Dr. Amy Durham; Dr. Charles Bradley; Dr. Molly Church;

For submission guidelines, please visit our website
Dr. Charles-Antoine Assenmacher; Dr. Kathleen Mulka; Dr. Hayley Amerman

at www.vet.upenn.edu/diagnosticlabs

BIOPSY SUBMISSION FORM
Patient Name: Hospital Name:
Patient ID: Hospital Address:

Owner Name:

Phone Number:
Species: D Can I:lFel DOther
Veterinarian:
Breed: (Full Name)
Date of Birth: Results Email/Fax #:
Billing Email:
Sex: F FS M MC

HISTORY (Clinical signs, lab data, radiographs, description of lesions, treatment, etc.).

TENTATIVE CLINICAL DIAGNOSIS:

Sample Site(s): # of Samples:  Biopsy Type:

1. I:lBiopsy I:lLN involved DCheck margins | I:lDerm Path
2. DBiopsy DLN involved DCheck margins | I:lDerm Path
3. I:lBiopsy DLN involved DCheck margins | I:lDerm Path
4. DBiopsy DLN involved DCheck margins | DDerm Path
5. I:lBiopsy I:ILN involved DCheck margins | I:lDerm Path

Biopsy Types: Excisional (Ex), Incisional (I), Wedge (W), Tru-cut (TC), Punch (P), Frags (F), Endoscopic (E), Trephine (T), Full-thickness (FT)
Is this patient deceased? D No DYes

Previous testing at PennVet? Please provide case numbers:

For Laboratory Use Only

,,,,,,,,,,,,, Biopsy - 1st site e ____Eye-1st _____________Secondopinion
,,,,,,,,,,,,, Biopsy - additional _____________Eye-2nd _____________Duplicate slide request
_____________ Dermopunch (1-2) _____________Limbamp _____________Professional Discount
_____________ Demm (each addnl.) _____________Brain/cord Prof. interest - 1 site

Liver primary Spleen (whole) Prof. interest - addn'l

_____________ Liver add on Decalcification Extended margins

) ] PVDL Biopsy Submission Form - Updated 6/2023
Clear patient info
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