
                                                                      

 

Afirma Request 
Also available online at www.aipathology.com, Test Directory, Request & Forms 

 
 
Request Date:   ______________________________________________________ 
 
Referring/Treating Physician: ______________________________________________________ 
 
Patient's Name and DOB:  ______________________________________________________ 
 
AIP Accession Number or Date of Service:  ________________________________________ 
 
Specimen Source (Ex: A, B, or C):   ________________________________________ 

 
 
 
 
Test Requested: 

 Afirma GCS (Category 3 or 4)   
 Afirma XA (Category 5 or 6)  

 
 
 

Additional Comments: 

______________________________________________________________________________ 
  
______________________________________________________________________________ 

______________________________________________________________________________ 
 
 
 
Referring/Treating Physician Signature: ____________________________________________ 
 
 
Please fax completed Afirma request form to AIP clerical staff at (715) 847-2133. 
 

BUSINESS OFFICE 

2800 Westhill Drive, Suite 208 
Wausau, WI  54401-3770 

715-847-0075 or 888-228-3375 
Fax:  715-847-0065 

PATHOLOGISTS 

Edgar Betancourt, M.D. 
Nathan Charles, M.D. 
Tracy Cousins, M.D. 
Scott Kantola, M.D. 
Sarah Sewall, M.D. 
Fushen Xu, M.D. 


