
(Place label here)  
P A T I E N T  

I N F O R M A T I O N  

  

 PLEASE PRINT 
 

  
UAMS Case Number: _____________________________________ 
  
Accessioned by: ___________________________________________

PATIENT  INFORMATION 

Date of Procedure (specimen) ______/________/_______ Specimen Source________________________________ 

Clinical Data____________________________________________________________________________________ 

 
PATIENT  INFORMATION 
 

SS # ________________−_____________−________________         MALE    FEMALE       DATE OF BIRTH ________/________/________ 
   

PATIENT’S LEGAL NAME _______________________________________________________________________________________________  
                                                                           LAST                                        FIRST                                      MI                            MAIDEN 
ADDRESS _____________________________________________________________________   APT. #_______________________________  
CITY ______________________________________ STATE __________ ZIP ____________ COUNTY _____________ COUNTRY ___________  

MARITAL      SINGLE    MARRIED 
STATUS:     DIVORCED   WIDOWED   SEPARATED 

 
PHONE # (_______)_________________ 

  
ALIAS _______________________  

EMERGENCY CONTACT 
NAME________________________________________________________________________RELATIONSHIP TO PATIENT_________________  
HOME PHONE # (_______)_____________________________          WORK PHONE # (________)_____________________________________  
REFERRING PHYSICIAN 
REFERRING PHYSICIAN ________________________________________________________________________________________________  
ADDRESS___________________________________________________________________________________________________________  
CITY _____________________________________________________________________ STATE __________ ZIP_______________________  
OFFICE PHONE # (________)__________________________________ 
MEDICAL REASON FOR REFERRAL (please indicate site)______________________________________________________________________ 
PRIMARY CARE PHYSICIAN 
PCPS NAME _________________________________________________________________________________________________________  
ADDRESS___________________________________________________________________________________________________________  
CITY _____________________________________________________________________ STATE __________ ZIP_______________________  
OFFICE PHONE # (________)__________________________________ 
INSURANCE  INFORMATION 
MEDICARE  MEDIPAK  MEDICAID (circle one): 
Number:  ____________________  Effective Date:  From _________________  Thru: _________________ 
If Medicaid patient please include a referral made out to UAMS Pathology for evaluation/treatment. 
OTHER INSURANCE: 
Insurance Company: ___________________________________________  Phone Number (______) _____________  
Address: _______________________________________________________________________________________ 
City: _________________________________________ State: _______________  Zip Code:____________________ 
Policy Holder’s Name: ____________________________ID # _______________________  Date of Birth:  _________   
Group Name: ____________________Group Number: ________________________  Effective Date: _____________ 

  
~PLEASE PROVIDE A COPY OF FRONT AND BACK OF CURRENT INSURANCE 

CARD AND PCP REFERRALS ~ 

   □   NO INSURANCE AVAILABLE CHECK HERE TO BILL PHYSICIAN or CLINIC 
  
Please contact UAMS Pathology at (501) 603-1963 for results. 
 


