ortho-cell

Building 191 Murdoch University
South St, Murdoch WA 6150
Tel: (08) 9360 2228 Fax: (08) 9360 2899

Title Doc. Type
Biopsy Notification Form
Doc. No. Issue No. Date Effective
51-PM-09 3 04.06.10
Site Ref SOP Review Period
Murdoch 12 months from date effective

BIOPSY NOTIFICATION

Fax to ortho.cell on (08) 9360 2899 at least 5 working days prior to scheduled biopsy

Medical Practitioner’'s Name:

Hospital / Surgery / Clinic where biopsy will occur:

Address:

Contact Person (Hospital / Surgery / Clinic):

Patient Name: D.O.B:
Private Public Workers Comp Other:
Treatment: ATI ACI
Intended Date Proposed Date
of Biopsy: of Implant:
Comments:
Requested By
Name: Position:
Date: Contact No.:
ortho.cell USE ONLY
Pack Required Date Pack to be
. Prepared &
O Biopsy [ Bloods only o
Pack provided Sign Date
O ves O ~no
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