Please have patient sign informed consent and HIPAA release
on reverse. Specimens cannot be processed without patient’s
signature. Please complete patient information for billing purposes. If filing
with insurance include a copy of patient’s drivers license and insurance card.

PATHOLOGY

Biopsy Date: / / Patient Information:
Last name:
Side First name:

ORight  oleft  oMidline Patient ID (if applicable):

. . . Social security number: - -
Inside Bone (incudes periapical area)

OMale OFemale DOB: / /
oMaxilla Specifier Address:
OMandible OAnterior City: State:
OMaxillary sinus | OPosterior Zip:
oHard palate OAssociated with ) ]
impacted tooth Telephone #:

Doctor Information:

Outside bone (from soft tissue) (or attach business card)

Tongue Floor of mouth Last name:
oDorsal oAnterior First name:
oLateral oPosterior Address:
oVentral oWharton’s duct City: State: Zip:
DE_re”“”I“t e Telephone #:
oLin nsi .
guattonsil | =8 e NPI#:
Alveolar ridge OlLower . a4 .
aoMaxillary oVermilion Description of lesion:
OMandibular oWet/dry line
oCommissure
Vestibule
OMaxillary Palate Clinical Radiographic
oMandibular oHard OErythematous oRadiolucent
oSoft OLeukoplakic oRadiopaque
Gingiva oPapillary OMixed lucent/opaque
OMaxillary Other oIndurated oWell-circumscribed
OMandibular OFaucial Pillar oUlcerated oPoorly circumscribed
ORetromolar pad OReticulated OMoth-eaten
Buccal mucosa oUvula
DAnterior OPterygomandibular History:
O Posterior raphe
oMid oSkin

OStensen’s duct oTuberosity
oNasal cavity

Specifiers (check all that apply) Clinical Diagnosis-
oAnterior oFacial )

O Posterior oLingual
oFrenum

Submitting Doctor’s Signature: Date:
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PATHOLOGY

Oral Medicine e Oral Pathology

Patient Authorization

I consent to having my biopsy specimen(s) examined microscopically by a pathologist for
the purpose of disease detection and diagnosis. I authorize the release of my medical or
other information necessary to process my insurance claim or in communication as deemed
necessary with the referring doctor or consulting doctors.

I understand that JKJ Pathology is an outside service that will interpret my biopsy specimen
and issue a pathology report to the doctor that performed the biopsy procedure. The fee for
this service is not included with the cost of the biopsy procedure itself.

JKJ Pathology will file an insurance claim with my medical insurance carrier and then bill me
directly for any fees not covered by the insurance company for this service. The rate of
insurance coverage varies by plan, deductible, spending limits, and other factors that are
part of my insurance plan. The pathology fee may vary based on differing complexity of the
tissue sample received. Decalcification of bone and special stains entail additional charges.

As such, I am financially responsible for the balance on my account with JKJ Pathology and
will be billed directly for this balance, separate from my surgical fees. All patients are
responsible for payment regardless of insurance coverage. I am aware that past due
accounts will be submitted to a collection agency. 1 will also be responsible for collection
costs and/or attorney fees. We are not providers of any State Benefit Programs or
for Medicare. They do not cover our services. Claims for Medicare beneficiaries
will be submitted for secondary insurance coverage, if available.

In order for JKJ Pathology to process your biopsy specimen, you must sign and
date the statement below.

I have read and understand the above and consent to microscopic tissue evaluation of this
biopsy specimen.

Patient name or Legal Guardian Date

Patient Signature

JKJ Pathology 4223 Research Forest Dr., Ste 500 The Woodlands, TX 77381
johnkacher@jkjpathology.com www.jkjpathology.com
(T) 281-292-7954 (F) 281-292-7372


mailto:johnkacher@gmail.com
http://www.jkjpathology.com

