
 Room 130 
6550 Fannin, Suite 1801 

Houston, Texas. 77030 
 

Lab: (713) 798-5306 
Fax: (713) 798-8148

 

BAYLOR COLLEGE OF MEDICINE 
 
Y. Harati, M.D., F.A.C.P.  
Professor Neuromuscular Disease 
Director Neuromuscular Pathology Laboratory 

 
PATIENT INFORMATION 

  
Patient’s Last Name: _________________________First Name: _________________________ 
 
Age: ____   DOB: __________Sex: ___ Race: ____Hospital Tel. #: _______________________ 
 
Name and Address of Hospital:  ___________________________________________________ 
 
_____________________________________________________________________________ 
 
Date of Biopsy:_________ Site: (circle one) L    R Muscle:    Quad   /   Biceps  
     
      L    R Nerve:       Sural 
 All addresses and phone numbers are 
needed.  Please include all Dr's first names. L    R Other: ________________________ 

 
↓ 
Referring Physician’s Name: _____________________________________________________ 
NPI# (Required)__________________  
(Unique physicians identifier number)     Tel: ________________________________________ 

 
Fax: _______________________________________ 

 
Address: ____________________________________________________________________ 
 
 
Pathologist’s Name: __________________________Tel: _______________________________ 
 
              Fax: ______________________________ 
 
Address:  _____________________________________________________________________ 
 
 
 
Surgeon’s Name: ____________________________Tel: _______________________________ 
 
              Fax: ______________________________ 
 
Address:  _____________________________________________________________________ 
 
CLINICAL DIAGNOSIS: (See sheet supplied) _________________________________________ 

For example: 359.9(Myopathy) or 356.4(Polyneuropathy) or 335.29(Motor Neuron Disease) 
 
LAB WORK WILL BE BILLED TO YOUR INSTITUTION:  Who will be the contact person if there 
are any questions regarding billing (including phone number)?   
__________________________________________________________________________________ 
 
PLEASE ATTACH CLINICAL HISTORY and print the name and number of the person filling 
out this sheet. 
Name: ______________________________ Tel. Number: ____________________________ 
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