Gastroenterology Requisition Form

11500 WEST OLYMPIC BOULEVARD, SUITE 623
LOS ANGELES, CA 90064
PHONE: 424-273-4063 FAX: 424-273-4680

Ordering Physician:

Date & Time Specimen Collected:

Referring Physician. Please provide Referring Physician Information (i.e. Address, phone, Fax #) to ensure report can be sent to correct office:

e

Copy of Insurance Card and Driver’s License/Face sheet MUST ALWAYS be submitted.

Last
Street Address Home Ph:
City State Zip Code Work Ph:

[CIPersonal History of:

CJAbdominal Pain [CINausea & Vomiting [ODiarrhea
CWeight Loss [JHiatal Hernia [CConstipation
[Dysphagia Gl Bleeding [UIcer

[Mass

OReflux
[OChange in Bowel Habits
CIFamily History of:

OGastritis [ Colon CA Screening
[OIEsophagitis Olmmunosuppressive condition
[CINSAID Usage [CDiverticulosis

Endoscopic Findings:

Specimen# | Biopsy Site(s) Comments
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