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GI Pathology 
Requisition

PRE-OP DIAGNOSIS: 
ANEMIA

BARRETT’S
CARCINOMA

CROHN’S
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POST PROCEDURE DX:
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HEPATIC FLEXURE

PATIENT NAME:  _______________

ADDITIONAL INFORMATION

SIZE/MM

NUMBER:

DISTANCE
/CM

PROX
MID
DISTAL

RECTUM
SIGMOID
DESCEND
TRANS
ASCEND
CECUM

POLYP

OTHER:

DESTROYED:
YES NO

SPLENIC FLEXURE

UPPER ESOPHAGUS

MIDDLE ESOPHAGUS

LOWER ESOPHAGUS

E.G. JUNCTION

ESOPHAGUS (NOS)

CARDIA

FUNDUS

BODY

ANTRUM/PYLORUS

STOMACH (NOS)

DUODENUM (BULB)
DUODENUM (NOS)

JEJUNUM

HEPATIC FLEXURE

SIZE/MM

NUMBER:

DISTANCE
/CM

PROX
MID
DISTAL

RECTUM
SIGMOID
DESCEND
TRANS
ASCEND
CECUM

POLYP

OTHER:

DESTROYED:
YES NO

SPLENIC FLEXURE

UPPER ESOPHAGUS

MIDDLE ESOPHAGUS

LOWER ESOPHAGUS

E.G. JUNCTION

ESOPHAGUS (NOS)

CARDIA

FUNDUS

BODY

ANTRUM/PYLORUS

STOMACH (NOS)

DUODENUM (BULB)
DUODENUM (NOS)

JEJUNUM

HEPATIC FLEXURE

SIZE/MM

NUMBER:

DISTANCE
/CM

PROX
MID
DISTAL

RECTUM
SIGMOID
DESCEND
TRANS
ASCEND
CECUM

POLYP

OTHER:

DESTROYED:
YES NO

SPLENIC FLEXURE

UPPER ESOPHAGUS

MIDDLE ESOPHAGUS

LOWER ESOPHAGUS

E.G. JUNCTION

ESOPHAGUS (NOS)

CARDIA

FUNDUS

BODY

ANTRUM/PYLORUS

STOMACH (NOS)

DUODENUM (BULB)
DUODENUM (NOS)

JEJUNUM

HEPATIC FLEXURE

SIZE/MM

NUMBER:

DISTANCE
/CM

PROX
MID
DISTAL

RECTUM
SIGMOID
DESCEND
TRANS
ASCEND
CECUM

POLYP

OTHER:

DESTROYED:
YES NO

SPLENIC FLEXURE

UPPER ESOPHAGUS

MIDDLE ESOPHAGUS

LOWER ESOPHAGUS

E.G. JUNCTION

ESOPHAGUS (NOS)

CARDIA

FUNDUS

BODY

ANTRUM/PYLORUS

STOMACH (NOS)

DUODENUM (BULB)
DUODENUM (NOS)

JEJUNUM

HEPATIC FLEXURE

PATIENT NAME:  _______________

PATIENT NAME:  _______________

PATIENT NAME:  _______________

PATIENT NAME:  _______________

PATIENT NAME:  _______________

PATIENT NAME:  _______________

PATIENT NAME:  _______________

PATIENT NAME:  _______________


