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 St. Joseph Medical Center, Tacoma, WA         
 St. Francis Hospital, Federal Way, WA            
 St. Clare Hospital Lakewood, WA                                  

 St. Anthony Hospital Gig Harbor, WA 
 St. Elizabeth Hospital Enumclaw, WA  
 Highline Medical Center Burien, WA          

 Harrison Medical Center, Bremerton, WA       
 Harrison Medical Center, Silverdale, WA     
 PSC            

 

Please provide the following patient information. All information must be provided. 

Last Name  

First Name  

Medical Record Number  

Date of Birth  

Type of Specimen Submitted  

Name of Authorizing Provider or 

Pathologist 
 

Reason for Acceptance 

□ Irretrievable 

□ Other, specify 

 

 

 

 

 

 

 

 

 

 

 

 

 

□ Verbal Authorization, Read Back Completed by Tech Code _____________ on __________________. 

Route to Client Services for final provider authorization. 

Authorizing Provider Signature 

 

 

 

 

FORM 

 

SPECIMEN ACCEPTANCE AUTHORIZATION FORM 


