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LSU Health Shreveport, LA 

Client Contact Information 

Institution/Office: ________________ _ 

Contact Person: _________________ _ 
Phone: 

---------------------

Neu ro /Rheum at o Io gist: ______________ _ 

Phone: __________ Fax: _________ _ 
Email: 

---------------------

Path o Io gist: __________________ _ 
Phone: __________ Fax: _________ _ 
Email: ____________________ _ 

Clinical Information 

Biopsy Site: __________________ _ 

SHREVEPORT 

Pathology Outreach Services 
Patient Information 

r-1-----, 

Specimen ID: ___________________ _ 
Patient Name: __________________ _ 
DOB: _____________ Gender: M __ F __ 
Race: ______ _ COVID 19 Exposure: Y __ N __ 

**Please note, provided cell phone number and email address will only be 

used by LSU Pathologist's in efforts to contact the submitting 

Neurologist/Rheumatologist. A cell phone number or direct number to the 

physician is a necessity for communication between LSU Pathologist and the 

submitting Physician. Not doing so may delay communication of important 

information pertaining to the case and a delay in the report.•• 

Biopsy Date: ___________________ _ 

Clinical History (Current and prior clinical history and physical exam findings (attach additional sheets as needed) 

Revelant Family History: 

Symptom Duration: 

□YES 
□YES
□YES
□YES 
□YES 
□YES 
□YES 
nYES 

ONO 
□ No
ONO 
ONO 
ONO 
ONO 
ONO 
□ NO

Symptom Distribution: 

Symptoms 

Weakness 
Fatigue 
Pain 
Parethesias/Numbness 
Sensory Loss 
Dysphagia/Dysarthria 
Ophthalmoplegia Loss 
of Coordination Other Associated Symptoms: 

----------------

ES R _____________ _ 
ANA ______________ _ 
Rheum Factor ___________ _ 
Others ______________ _ 

Clinical impressions and differential diagnoses: 

EMG Findings/ NCS Findings 

Imaging Findings 

Previous Biopsies 

Genetic Studies 

Medications (Current/Prior) 

0Steroids 
□Cholesterol-lowering Drugs 
0Chloroquine/Hydroxychloroquine 
0Anti-Retrovirals 

Other: 
-----------

PLEASE SEE REVERSE TO FILL OUT INSURANCE INFORMATION 
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