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PRE-OPERATIVE Dx. (Clinical History)

0 C67.9 Malignant neoplasm of bladder
[ D30.3 Benign neoplasm of bladder

0O D09.0 Carcinoma in situ of bladder

0O R31.9 Hemaluria
0O R97.20 Elevated PSA

0O N40.0 BPH O Other:

[0 C61 Malignant neoplasm of prostate

ICD-10 code

HISTOLOGY

Test(s) required. Please check box.
Tissue type:
O Prostate (ldentify on Diagram)
O Bladder histology
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O Vas deferens
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O Other

0 Second Opinion
CLINICAL INFORMATION

Right Seminal Vesicle

CYTOLOGY

Specimen: Urine

BASE Test(s) required. Please check box
Lata:r:!asa e i L Lme?aglhﬂlasa o Cytc’logy
OUroVysion
O Chlamydia/Gonorrhea
Lok Lt i . Right O Cytology + UroVysion
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Lefl Right
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PSA ng/ml Date
DRE: O Nomal 0O Abnommal
Abnomal findings:

APEX
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Previous therapy: O None O Homonal O BCG
0O Radiation O Chemotherapy O Cryosurgery
0 Surgery O Other

Cystoscopy: O Normal O Abnomal
Abnomnal findings:

Previous cylology exam: Date
& Neone O Benign O Malignant
O Other

Previous therapy:
O None 0O BCG O Radiation O Chemotherapy O Surgery
8 Other
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