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) (
 
Muscle / Nerve Biopsy Request Form 
 
Patient Name: __________________________________   DOB: ___________   M   􀂉 F 
 
􀂉 Muscle biopsy     􀂉 Nerve biopsy 
Site: _____________________________ 
 
Your Patient # ___________________________
 
 
Requesting Facility Name and Address: _________________________________________________________________________
 
_________________________________________________________________________
 
Requesting Facility Phone: (      ) __________
_  FAX
 reports to: (      ) ________________ 
 
 
Clinical history, differential diagnosis, special requests: 
_________________________________________________________________________
 
_________________________________________________________________________
 
_________________________________________________________________________
 
 
 
Physician’s Signature
:_
_______________________________________  
Date: 
____________
     
(Must be legible and cannot be stamped.)
 
Physician’s Printed Name
:_
_____________________________________________         
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