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Immunohistochemistry 

Requisition 
 

Patient Information (Required) Provider Information (Required) 

 
Patient Name: 

 
Referring Institution: 

 
Address: 

 
Address: 

 
Address: 

 
Address: 

 
City: 

  
State: 

 
Zip: 

 
City: 

  
State: 

 
Zip: 

 
Phone: 

 
Phone: 

  
Fax: 

 

 
DOB: 

 
 Male 

 
 Female 

  
Referring Physician 

  
Phone: 

  
E-Mail: 

 

Specimen Information (Required) 

Specimen ID#:    Send All Specimens To: 
Division of Anatomic Pathology 

Department of Pathology and Laboratory Medicine 

Children’s Hospital of Philadelphia 

Main building, 5th floor5NW-26 

3401 Civic Center Blvd. Philadelphia PA 

19104-4318 

215-590-1728 

 

Please fill in both forms and send with the slides. 

Date of collection:    

Time of collection:    

Tissue(s): 

 Unstained slides for IHC, stain and interpret 

Stain/s requested ______________________________ 

 Unstained slides for IHC, technical staining only 

Stain/s requested_______________________________ 

 

See IHC test menu below 

Information Relevant To Current Problem (Required) 
Please include complete copy of the patient’s pathology report, as well as report or copies of relevant imaging studies. 

Pre-operative diagnosis and differential: 

 

Post-Operative Diagnosis 

 

Clinical History/Family History: 

 

 

Billing Information (Required) 
***Please note at this time we are not able to bill the patient’s insurance directly for any services we provide *** 

 
Referring Institution Billing Contact Person: 

 
Billing Address: 

 
City, State, Zip: 

 
Phone: 

   
Fax: 

  
E-Mail: 

  

**CHOP Internal Use Only** 

Date Received: 
  

Received By: 
 

CHOP ID: 
  

Assigned Pathologist: 

Comments: 

 



 


