
**If the biopsy represents a portion of a larger lesion, provide the size of the entire lesion also. 
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Accession #:   AC- ______________________________________

Patient Name (Last, First):  ______________________________

Requesting Clinician:  __________________________________

Date of Biopsy:  ____/_____/ 20

Date of Birth:     ____/_____/ ______ Sex:  M / F   
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