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Important - Form is used for regular and downtime use. 

Bold and italicized fields contain critical data elements that must be

reconciled for downtime. 

Cytopathology 

o Aspirate o Bronchial Wash o Urine voided

o BAL o CSF o Peritoneal o Urine catheterized

o Bronchial Brush o Sputum o Pleural o Other

Specimens 

Nature and exact anatomical site for each specimen 

History must be provided

Specimen Appearance (for lab use only)

Signature

Tech Comments (for lab use only)




