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Specimen Data
Specimen Type
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Images

Images emailed to     
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Enclosed

X-rays  -  ____________ # enclosed

Photos  - ____________ # enclosed

Specimen Site

Submitting Clinician Signature

Gross (Lab use only)

Findings and Gross Descriptions - Submit additional forms for additional specimens

Clinical Description of Lesion (Location, Size, Color, Shape)

History - Lesion / Medical / Dental

Provisional Clinical Diagnosis

Specimen Color:         Tan            Gray            Brown            Other: _________            Inked            Sectioned

Submitted:            Entirely            Partially           ________  x  ________  x  ________  mm
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