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Anforderung Begutachtung von Blut- und 
Knochenmarkpräparaten sowie Lymphknoten

Datum der Entnahme: _________________________________________________________________________________________

1 Eingesandtes Material: _____________________________________________________________________________________

2 Frühere histolog. Einsendungen: Nr. ________________________     Jahr ________________________

Pathologie: __________________________________________________________________________________________________________

3 Lokalisation: ______________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

4 Klinische Diagnose: _________________________________________________________________________________________________________________________________________________________________________________________

5 Besondere Fragestellung: ______________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________

Milzvergrößerung? ________________________________________________________________________

____________________________________________________________________________________________________________

Lebervergrößerung? _______________________________________________________________________

______________________________________________________________________________________________________________

BSG: ___________________________________________ Ery: _______________________________________________

Hb: ______________________________________________ HbE: _____________________________________________

Leukozyten: ______________________________________________________________________________________

Thrombozyten: ________________________________________________________________________________

Diff. BB am: ______________________________________________________________________________________

Stab. __________________________________________________________________________________________________

Seg. ____________________________________________________________________________________________________

Eos. ____________________________________________________________________________________________________

Baso. __________________________________________________________________________________________________

Lympho. ____________________________________________________________________________________________

Lymph. Reizf. ___________________________________________________________________________________

Monoz. ______________________________________________________________________________________________

Vorstufen __________________________________________________________________________________________

Blasten ______________________________________________________________________________________________

________________________________________________________________________________________________________________

Unterschrift des einsendenden Arztes

Lymphknotenvergrößerung: ja /nein ___________________________________________

falls ja, seit wann, wie stark und wo? ________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Retikulozyten: ____________________________________________________________________________________

Serum-Fe.:________________________________ Bil. ges.: ________________________________________

Elektrophorese: _________________________________________________________________________________

Immunelektrophorese: _____________________________________________________________________

Monoklonale Gammaopathie: ja /nein __________________________________________

Anacidität: ja/nein _____________________________________________________________________________

Medikamentenabusus? _____________________________________________________________________

Welche? _______________________________________________________________________________________________

Sonstige wesentliche Befunde _______________________________________________________

Einsender (Stempel, Anschrift der Klinik oder des Arztes)

Robert Bosch Krankenhaus
Abteilung für Pathologie
Chefarzt Prof. Dr. med. German Ott
Auerbachstraße 110 | 70376 Stuttgart
Telefon 0711 8101-3390 und -3482
Telefax 0711 8101-3619

Patientenaufkleber

______________________________________________________________________________

Name, Vorname des Patienten

______________________________________________________________________________

Geburtsdatum 
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