
UC San Diego Health 
 
 

PROVIDER REQUEST FOR A CONSULTATION FROM UC SAN DIEGO HEALTH PATHOLOGY 
 

PATIENT NAME:        

DATE OF BIRTH:        

ACCESSION NUMBER / SPECIMEN ID:      

SPECIMEN COLLECTON DATE:       

TISSUE MATERIAL SUBMITTED FOR REVIEW: (Slides, blocks, etc.)      

Note: Corresponding report must accompany the materials submitted for review. 
  
REQUESTOR/PROVIDER:  

PHYSICIAN/CLINICIAN NAME: Dr.          

FACILITY NAME:           

 CLINICAL TEAM CONTACT NAME:         

 CLINICAL TEAM CONTACT PHONE:         

 ADDRESS:           

              

 
Mailing address for pathology material:  
  UC San Diego Health/ECOB 

ATTEN: Pathology/Case Referrals   
9444 Medical Center Drive, 1-200 
La Jolla, CA 92037 
Phone: 858-657-6772 

 
Requestor acknowledges responsibility for charges incurred should medical insurance not cover the fees 
for services rendered. 
 
 
Requestor signature:       
 
 
Print Name:        
 
 
Date:          


