
Pathology Report Request for Critical Illness
Verification

Patient Information

Full Name  Patient ID / Record No.

Date of Birth (dd/mm/yyyy)  Gender

Contact Number

Email Address

Residential Address

Request Details

Referring Physician

Physician Contact Number

Date of Request (dd/mm/yyyy)  Urgency Level

Hospital/Clinic Name

Department / Unit

Clinical Information

Relevant clinical history, signs/symptoms, or previous diagnoses

Reason for critical illness verification

Requested Examinations / Investigations

Specify required pathology tests or histopathology, including sites/specimens

Additional Information / Comments



(optional)

Physician Signature:

Date: ____________
Patient/Guardian Signature:

Date: ____________
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