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Surgical Biopsy
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Diagnostic Services

(902)566-0864
(902)566-0871 (FAX)

AVC Lab #:

Lab Use Only

Atlantic Veterinary College
University of Prince Edward Island
] . Surname:
550 University Avenue
Charlottetown, PE
C1A4P3 Clinician:

Species:

Patient Name:

Date of Birth:

Date Received:

First Name:

Clinic:

Sex:[(JM []MC []JF
[CJFS [JUN

Breed:

Collection Date:

ORGANS BIOPSIED:

[JSkin [JOral Cavity [JLiver [JLymph Node [JStomach [JSpleen [Jintestine [JOther

NUMBER OF SAMPLES
SUBMITTED:

RELEVANT HISTORY (including lesion description):

DISEASE(S) SUSPECTED, PRESUMPTIVE CLINICAL DIAGNOSIS:

TREATMENT AND/OR VACCINATION HISTORY:

D Additional Testing Requested (Please complete applicable submission form)

PLEASE COMPLETE THE APPROPRIATE BOX FOR TUMORS OR SKIN BIOPSIES:

DISTRIBUTION OF LESIONS:

Mass(es):

Anatomical Location of Mass (+ diagram)

Size of Mass:
[Isingle or[JMultiple
[Jsolid or[JCystic

[JFreely Movable or[JFirmly Attached

How long present?
Evidence of Metastasis?

Skin Biopsies:

Primary Lesions:
[JMacule[JPatch[JPapule[JPlaque[INodule
[JVesicle [JBulla [JPustule[wheal [JTumor

Secondary Lesions:
[scale [CCrust [JEpidermal Collarette
[Juicer [JErosion [JExcoriation
[Scar [Jcallus [JComedone
[Ccyst [JAbscess[JErythema
[CJHypopigmentation [JHyperpigmentation
[CJAlopecia (symmetric or asymmetric)

Pruritus_es[JNo  Parasites:[Jves[JNo

i o W o
1I"::"“ :*;:é ”"J ’r "-,.""..‘:.'.l l__-_.f"l_.".
, ~ - i
— -’"l '] [
| i b /
] | [
b BN e
III.}I’_'l.l R II I .-- ' I_\_"-\..\\ I-|
|I L\‘:-\._
& | e
Ventral Do sal

DBOX TO BE CHECKED IF SUBMITTING VETERINARIAN HAS INDICATED SUBMISSION QUALIFIES FOR P.E.I. PROVINCIAL GOVERNMENT SUBSIDY

Specimens submitted to the University of Prince Edward Island are owned by the University of Prince Edward Island and will not be returned to the client unless

arrangements were made prior to submission. Please refer to our Website at https://diagnosticservices.avc.upei.ca for terms and conditions.



https://diagnosticservices.avc.upei.ca/

	Size of Mass: 
	Evidence of Metastasis: 
	Surname: 
	First Name: 
	Clinician: 
	Clinic: 
	Patient Name: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Species: 
	Breed: 
	DOB dd/mm/yyyy: 
	Collection date dd/mm/yyyy: 
	Date received dd/mm/yyyy: 
	# Samples submitted: 
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	History: 
	Disease suspected, Presumptive Clinical Diagnosis: 
	Check Box27: Off
	Treatment and/or Vaccination History: 
	Anatomical Location of Mass: 
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	How long present: 
	Check Box36: Off
	Check Box37: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off


