
NOTE:  Each specimen/part type must have a separate fully completed requisition.  
All specimens, requisitions and slides must be labelled. 
Lack of/or unclear information will result in a delay or failure of processing. 
PHSA Labs are not responsible for unlabelled specimens.

DIAGNOSTIC CYTOLOGY REQUISITION
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CLINICAL 
INFORMATION:  

Adequate clinical 
information is 
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accurate cytological
interpretation.
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NOTE:  Each specimen/part type must have a separate fully completed requisition. 
All specimens, requisitions and slides must be labelled.
Lack of/or unclear information will result in a delay or failure of processing.
PHSA Labs are not responsible for unlabelled specimens.
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