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NBC NECROPSY SUBMISSION FORM LIMS _________________________ 
Please complete as much information as possible. 
        
Preprinted patient label here 
 
 
 
 
 

 

 

Today’s date ____________ 

Clinic #______________   Owner/Business _________________________________________________     

Address__________________________________ City/State/Zip________________________________ 

Phone ___________________________ Email_______________________________________________ 

Animal Name____________________ Species _______  Breed_____________  Age_______ S ex_____ 

 

Vet/Clinician(s)____________________________ Business Name_______________________________ 

Street____________________________ City _____________________ State _________ Zip__________  

Phone_________________ FAX________ Email______________________________________________ 

Antemortem cultures taken?      Yes        No  Insured? (Agent/agency?) ___________________________ 
 
History (use reverse if necessary): ________________________________________________________  
 

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Natural Death            Euthanized      _______________________________________________ 
        Signature of Vet/Clinician (not student) 
______________________________  _______________________________________________ 

Date & Time of Death      Printed name of clinician/vet 
       

Special instructions to pathologist (not history): 

Date of last rabies vaccination:  ___________ 

History and description of neurologic signs, if 

present: 


