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IMPRESSION CYTOLOGY 
SPECIMEN INFORMATION 

 
Patient Name: ____________________________________________________________ (Last/First/MI)    
 
Patient Date of Birth: ________(M) /_______(D) / __________(Y)  Medical Record No. ____________ 
 
Date of Specimen Collection: _______(M) /________ (D) / _________ (Y) 
 
Center Name: _________________________________________________________________________ 
 
Physician Performing IC: __________________________________________________ (Last/First/MI) 
 
BOX # ________ 
 
 1  2  3  4  5  6 
 
A 
 
 
 
B 
 
 
 
C 
 
 
 
D 
 
 
 
Notes to IC Core Facility: 
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