
LSUHSC-S Pathology Outreach  
Professional / Technical Services 

Off-Site Visits 
 
LSUHSC-S Employee: ___________________________________________________________ 
 
Date of Visit: ___/___/___                    Start Time: _________                  End Time: _________  
 
Bill Client (circle one): YES / NO 
 
 
 
Reason for Visit: 
 
____ Laboratory Director Monthly Review Visit    
 
____ Laboratory Director Additional Visit (purpose) ___________________________________   
 
____ Meeting: 
 
 _____ Client Requested (purpose) ____________________________________________ 
 
 _____ LSUHSC-S Requested (purpose) _______________________________________ 
 
 _____ Mandatory Meeting (purpose) __________________________________________ 
 
____ Professional Consultation (purpose) ____________________________________________ 
 
____ Technical Consultation (purpose) ______________________________________________  
 
____ Other (specify) _____________________________________________________________ 
 
 
Verification of Visit: 
 
Client Signature: ________________________________________________________________ 
 
Client Title: ____________________________________________________________________ 
 
 
Comments / Notes:  
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
Billing: 
      Billing Completed (date): ___/___/___      Invoice Number: __________________ 
 

Billed By (LSUHSC-S employee name): __________________________________ 
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