
 
 

AHNH Pathology 
 Request for Change of Particulars / Cancellation of Tests 

Please fill in ink.  Any correction made should be crossed and signed. 
 
Date: _____________________ 
 
 
 
 
 
 
 
 
 
 
Incident Date & Time: __________________________  

Reporting Doctor’s Name: _______________________ Doctor’s Code: ______________ 

 
 
Signature: _____________________ 

Patient Type: In-patient    Out-patient    

 
Laboratory Action Required (e.g. Cancellation of Request, etc.) 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 

Reasons for Request 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
 

Patient’s Gum Label 
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