
Medicare Number / Insurance Details

Pathology Request
Patient Surname Given Name (Including Middle Name)

Patient Surname Given Name (Including Middle Name) Sex Date of Birth Your Reference

Patient Address Post code

Tests requested

PRIVACY NOTE:
The information provided will be used to assess any Medicare benefit payable for the services rendered and to facilitate the 
proper administration of government health programs, and may be used to update enrolment records. Its collection is authorised 
by provisions of the Health Insurance Act 1973. The information  may be disclosed to the Department of Health and Ageing or 
to a person in the medical practice associated with this claim, or as authorised/required by law.

Tel (Home) Tel (Work)

Sex Date of Birth

Telephone (Home)

Your Reference

Telephone (Work)Patient Address Post code

Tests Requested

Clinical Notes

Emergency        Phone        Fax        Time:
Phone / Fax No:
Private            Schedule            Medicare 

Copy report to:

PRIVACY NOTE:
The information provided will be used to assess any Medicare benefit payable for the services rendered and 
to facilitate the proper administration of government health programs, and may be used to update enrolment 
records. Its collection is authorised by provisions of the Health Insurance Act 1973. The information  may 
be disclosed to the Department of Health and Ageing or to a person in the medical practice associated with 
this claim, or as authorised/required by law.

Was or will the patient be, at the time of service or when the specimen is obtained?

a. Private patient in a private hospital or approved day hospital facility  Yes  No
b. Private patient in a recognised hospital  Yes  No
c. Public patient in a recognised hospital  Yes  No
d. Outpatient of a recognised hospital  Yes  No

Medicare Assignment
(Section 20A of the Health Insurance Act 1973) 
By this declaration I assign my right to benefits to the approved pathology practitioner who will  
render the requested pathology service(s).
Patient’s Signature & Date
X...................................___/___/___

1.  Please ensure both patient name 
and date of birth are complete 
prior to removing label.

2.  Remove label and attach to 
specimens.

3.  If more than three specimens, 
please record patient details 
directly on additional containers.

LABORATORY COPY

Fasting 
Non Fasting 
Pregnant 

TUBES URINELAB
USE

SWABS CONTAINERS CYTOLOGY OTHER

GEL PLAIN EDTA FLOX CIT Hep Other Spot 24 h Other E-Swabs Other Faeces Semen Thin PrepHisto Self-collectSputum General

Doctor’s Signature & Date

X.........................................................___/___/___
Requesting Doctor (Surname & Initials, Address & Provider Number)

Practitioners Use Only (Reason patient can not sign)
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BEND TO REMOVE LABEL

Medicare Number / Insurance Details

Medicare Assignment
(Section 20A of the Health Insurance Act 1973) 
By this declaration I assign my right to benefits to the approved pathology practitioner who will  
render the requested pathology service(s).
Patient’s Signature & Date

X...................................___/___/___
Practitioners Use Only (Reason patient can not sign)

................................

Requesting Doctor (Surname & Initials, Address & Provider Number)
PATIENT COPY
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WiSE Medical Pathology PTY LTD.  ABN 11 668 802 284

COLLECTOR DECLARATION
I certify that I collected the 
accompanying sample from the 
named patient whose identity was 
confirmed by direct inquiry and / or 
examination of their name band and 
that I labelled the sample immediately 
following the collection.

Name

Contact

Signature

Date

Time

11 Khartoum Road, Macquarie Park NSW 2113 
209 Robina Town Centre Drive, Robina QLD 4226
Phone: 1300 265 000 Fax: (02) 9724 5599
Email:  info@wisepathology.com.au
www.wisepathology.com.au

11 Khartoum Road, Macquarie Park NSW 2113 
209 Robina Town Centre Drive, Robina QLD 4226
Phone: 1300 265 000  Fax: (02) 9724 5599
Email:   info@wisepathology.com.au
www.wisepathology.com.au

SCAN HERE

FOR
COLLECTION CENTRE

LOCATIONS

C
Q

F-
18

3,
 Is

su
e 

D
at

e:
 2

0-
01

-2
02

6,
 Is

su
e 

S
ta

tu
s:

 0
6

Accredited for  
compliance with ISO 15189

Accredited for  
compliance with ISO 15189
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