
Source: � SJHC � SSH � UH � VH � Other: ____________________________________________________________

Submitting Physician: ________________________________________________________ Date of Procedure: __________________________

Clinical Information:

Parity excluding this pregnancy: ________________________________ Estimated Date of Confinement: __________________________

Any Prenatal Disease: ______________________________________________________________________________________________________

Date Delivered:__________________________________________ Birth Weight:________________ Sex of Infant:  � Female   � Male

Amniotic Fluid: � Normal � Excessive � Oligo

Infant Liveborn: � APGAR_____________ � Infant Stillborn

Reason for submission of placenta/specific questions for pathologist: ________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Tissue Submitted:

A. ________________________________________________________________________________________________________

B. ________________________________________________________________________________________________________

C. ________________________________________________________________________________________________________

D. ________________________________________________________________________________________________________

E. ________________________________________________________________________________________________________

F. ________________________________________________________________________________________________________

Total Number of Specimens:____________________________

Additional Specimens on Another Form: � Yes � No

Requisition Completed by: __________________________________________________________
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