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GI PATHOLOGY

ESOPHAGUS SITES

GI PATHOLOGY REQUISITION
9600 DATAPOINT DR. • SAN ANTONIO, TX  78229

TELE (210) 892-3700  •  TOLL FREE (866) 231-8058  •  FAX (210) 617-4692
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Specimen #

PATHOLOGY REFERENCE LABORATORY, L.L.C.

Notes/Comments: _____________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________

STOMACH SITES

COLORECTAL SITES

DUODENUM/SMALL INTESTINE SITES

GEJ Distal Mid Proximal CM Other

Specimen # Pylorus Antrum Incisura Body Fundus Cardia Other

Specimen # Duodenum Duo Bulb Disaccharidase Ampulla Jejunum Ileum Other

Specimen # ICV Cecum Ascending Hep Flex Transverse Splenic Flex Descending Sigmoid Rectum Random CM Other

Post-Op Dx: ____________________________________________________________

Pre-Op Dx: Anemia Fe.
GERD
Dyspepsia
Hematoch/melena
Epigastric pain
Gen. Abd pain

Nausea
Vomiting
Dysphagia
Gas/Distension
Change bowel habit

Diarrhea
Weight loss
Screen colon
Fm Hx GI Cancer
Hx colon Cancer
Hx colon polyp

Rectosig PolypBx

* Please designate Bx or Polyp


