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AFFIX LABEL(S) TO SPECIMEN CONTAINER(S) WITH FULL PATIENT NAME AND SPECIMEN SITE

SPOKANE (509) 892-2700/(888) 814-6277
FAX (509) 892-2709
TUKWILA (425) 646-0922/(877) 288-0922
FAX (425) 646-0925
RICHLAND (509) 392-5920/(833) 369-7268
FAX (509) 866-5020
MONTANA (509) 892-2700/(888) 814-6277
FAX (406) 545-1385

POLICY/SUBSCRIBER ID #:                                                                  

GROUP #:

NO INSURANCE, BILL PATIENT

CLINIC DIRECT BILL

INSURANCE DETAILS (Attach Front/Back Copy of MEDICAL Insurance Card)

INSURANCE NAME:

CLAIMS ADDRESS:                                                               

Clinical Description of Lesional Tissue, and Pertinent Patient History (prior related diagnoses, etc; inclusion of representative 
radiographic imaging is additionally recommended for non-routine bone and odontogenic pathology):

Pre/Post Operative Diagnosis:

REQUIRED ORAL SPECIMEN INFORMATION


