
  
Ship specimens to one of the following:   

Northwest ZooPath c/o HCS  Northwest ZooPath c/o HCS 

PO Box 770   207 N. Harkness St. 
Everson, WA  98247  Everson, WA  98247 

U.S.Postal Service Only  Private carriers (FedEx, UPS, DHL, etc) 

                         Phone: 360-794-0630  Fax: 360-794-4312 

Date Collected 

Veterinarian                    

Clinic 

Address 

City       State        Zip 

Phone (          )      Fax (          ) 

email 

Reporting preference email fax mail (check all that apply) 

URGENT yes no    Need Supplies?  yes no     

 

Test Requested 

Owner’s Name 

Patient Name or ID 

Species    

Breed 

Age  Sex 

 Captive Bred   Wild Caught 

Manner of Death  Spontaneous  Euthanasia  

Carcass Condition Fresh Frozen RefrigeratedRoom temp 

 Cytology   Mini*-single tissue  Mini*-multi tissue  Single tissue   Multi-tissue   Gross Necropsy    
*Mini refers to a report that includes only a diagnosis and comment (no written microscopic description) 

Duration of illness: 

 

Clinical Diagnosis: 

 

History, clinical data, description and location of lesions or necropsy findings: 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Cytologies should be submitted, stained and unstained, in plastic slide holders. Biopsies should be submitted in 
an adequate amount of formalin. Small representative sections of necropsy tissues should be submitted with an 
effort to avoid redundant collection of specimens from any one tissue. Small birds may be submitted whole 
submerged in formalin, with the skull cap and sternum removed. Small turtles may be submitted whole with the 
plastron removed. Other small animals (some lizards, amphibians rodents, fish) may be submitted whole with the 
coelomic/abdominal cavity opened. Animals submitted whole in formalin are charged as multiple tissue cases (not 
necropsies). 

 
 
 

LAB USE ONLY 

Date Rec.  Case #  

Account #  Tech  

Notes:    

 

 

 

 

PRELIMINARY REPORT 

 

 

 

 

 

 

 

(Call ahead for availability 
and instructions) 
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