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Clinical History and Diagnosis (ICD-10) Code (both are required)

Sample/Site Collection Method

Sample A Surgical excision

Biopsy—if Skin, specify: [ Shave [J Punch [ Snip
Other

Surgical excision

Biopsy—if Skin, specify: [ Shave [J Punch [ Snip
Other

Surgical excision

Biopsy—if Skin, specify: [ Shave [J Punch [ Snip
Other

Surgical excision

Biopsy—if Skin, specify: [ Shave [J Punch [ Snip
Other
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