EXAMPLE ONLY - DO NOT A
USE FOR PATIENT LAB AFFINITY

PHYSICIAN

Requisition Form 5151 Corporate Way « Jupiter, FL 33458 | Tel: (561) 745-1233 « Fax: (561) 745-7770

Check One ORDERING PHYSICIAN Signature 1 SPECIMEN INFORMATION
(V)NPI Physician Last, First Physician Signature JPate Collected Time [ am [[] Fasting ————Timed Urine G Voluml'lmed Urine Collection —
Phys: D PM D Non Fasting Tot. Hours hr

PATIENT INFORMATION

Print Patient Name (Last, First, Middle)

Please use the pre-printed
form that comes in your lab o .
kits. || Male Date of Birth Patient S.S.N

Female
BILLING INFORMATION

BILLTO DCIient (Doctor) D Patient D Medicare D Medicaid D Insurance D Prepaid

Tel #

Medicare # Suffix
Please Provide Ordering Physician’s NPl & Name If Not Listed Above
ICD-9 DIAGNOSIS CODE(S) For Test Ordered (Must Be Provided) Medicaid # |Stane |Physician Provider #/MediPass PCP#
Patient Relation to Insured: I:I 1.Self I:I 2.Spouse I:Ia.Dependant
Insured Name (if not self): Last, First Insured D.O.B. (if not self)
Additional Tests/ Custom Profiles/ Comments: Primary Insurance Co. Name Plan Employer/ Group Name
(6975) COMPLETE INITIAL PANEL - MALE
(6976) COMPLETE FOLLOW-UP PANEL - MALE Member/ Insured 1.D. # Group #
(6978) BASIC INITIAL PANEL - MALE
(6982) BASIC FOLLOW-UP PANEL - MALE Insured St Address (f not self:
(6979) COMPLETE INITIAL PANEL - FEMALE — — — —
(6980) COMPLETE FOLLOW-UP PANEL - FEMALE v b oce nedred >3 fnotse
NOTE: WHEN ORDERING TESTS FOR WHICH MEDICARE OR MEDICAID REIMBURSEMENT WILL BE SOUGHT. PHYSICIANS SHOULD ONLY ORDER TESTS THAT ARE MEDICALLY NECESSARY FOR THE DIAGNOSIS OR TREATMENT OF THE PATIENT.
COMPONENTS OF THE ORGAN OR DISEASE PANELS/ COMBINATIONS PRINTED BELOW ARE SHOWN ON THE REVERSE SIDE AND MAY ALSO BE ORDERED INDIVIDUALLY BELOW. COMPONENTS MAY BE BILLED SEPARATELY PER CARRIER POLIC
ORGAN/ DISEASE PANELS 108 CALCIUM S 1179 THYROGLOBULIN Abs. S J223 RUBELLA Ab., 19G S
003 BASIC METABOLIC PANEL S §109 PHO SPHORUS S J155 FSH S |225 CMV Ab., 19G S
004 COMPR. METABO LIC PANEL S 110 MAGNESIUM S |156 LH S f220 HERPES I, 19G S
005 ELECTROLYTE PANEL S 1 PROTEIN, TOTAL S 1157 PROLACTIN S f229 SYPHILS (RPR) W/ CONFE S
006 HEPATIC FUNCTION PANEL S 112 ALBUMIN S J158 PROGESTERONE S |230 FTA (SYPHILUS CONF) S
007 |F LIPID PANEL S 113 BILIRUBIN, TOTAL S 1159 ESTRADIOL S |188 HEP A Ab, Tot S
053 LIPID & HMC, CRP, Lp (@), PLAC S 114 BILIRUBIN, DIRECT S 160 TESTOSTERONE, TOTAL S §190 HEP B SURFACE Ag W/CONF. S
008 OBSTETRIC PANEL 2LS J115 ALKALNE PHO SPHATASE S f167 TESTOSTERONE, FREE & TOTAL S §192 HEP B SURFACE Ab S
009 HEPATITIS A, B, C, PANEL 2S J116 ALT S 1321 DIHYDRO TESTOSTERONE S J193 HEP B CORE Ab, Tot S
010 RENAL FUNCTION PANEL S 17 AST S J168 SEX HORMONE BIND. GLOB. S §197 HEP C Ab S
013 THYROID PANEL S 118 LD S 1320 IGF-1 S §311 |F | HIV SCREEN W/CONEWB LS
014 ANEMIA PANEL LS 119 GGT S j161 DHEA-SULFATE S MICROBIOLOGY
015 ARTHRITIS PANEL LS §120 CK S 162 CORTISOL S | SOURCE REQUIRED:
055 AUTOIMMUNE DISORDER PANEL 2S 121 AMYLASE S j163 INSULIN S 308 CULTURE, GENERAL STR.
016 AMENORRHEA PANEL S 122 LIPASE S 164 PTH, INTACT S 294 CULTURE, GPA STREP SW
HEMATOLOGY/COAG 166 IGE, TOTAL S PREGNANCY EVALUATION 295 CULTURE, GP.B STREP SW
001 CBC W/ DIFE L LIPIDS/ CHD RISK/ CARD. EVAL 154 |F B-HCG, QUANTITATIVE,SER. S 293 CULTURE, THROAT SW
011 CBC W/O DIFE L §123 F | TRIGLYCERIDES S J165 B-HCG, QUAUTATIVE,SER. S 291 CULTURE, NASAL/NASOPHARYN. SW
PLTC PLATELET COUNT L §124 F CHOLESTEROL, TOTAL S J201 B-HCG, QUAL, URINE U §290 CULTURE, SPUTUM STR.
277 RETICULOCYTE COUNT LJ125F HDL CHOLESTERO L S THERAPEUTIC DRUGS S/D297 CULTURE, WOUND: SwW
278 SED RATE (W ESTERGREN) L §126 F LDL CHOLESTEROL, MEASURED S 1136 DIGOXIN (LANOXIN) S DSUPERFICIAL DDEEP
280 PT WITH INR B J208 LIPOPROTEIN (a) S 1137 CARBAMAZEPINE (TEGRETOL) S |287 CULTURE, GENITAL SW
282 PTT, ACTIVATED B §127 CRP, CARDIO S 138 PHEN O BARBITAL (LUMINAL S JVv/C29%6 CULTURE, URINE: STR.
284 FIBRINOGEN B J210 HOMOCYSTEINE S §139 PHENYTOIN (DILANTIN) S uVOID uCATHET
URINE 207 PLAC (Lp-PLA2) S J140 THEOPHYLLINE S |289 MYCOBACTERIA CULTURE(AFB) STR.
002 URINALYSIS/ REFLX CULTURE U 1284 FIBRINOGEN B 170 VALPORIC ACID (DEPAKENE) S 298 FUNGUS CULTURE: STR.
026 MICRO ALBUMIN/ CREAT.RATIO u 177 CK-MB & TOTAL CK S TUMOR MARKER 300 FUNGAL DIR.EXAM(KOH) STR.
027 DRUGS OF ABUSE SCREEN U 1173 TROPONIN T S 1141 AFP (TUMOR MARKER) S JCHLAMYDIA/ GC USING rRNA  SPECIAL SUPPLIES
BLOOD TYPE 174 MYOGLOBIN s f1a2F |cEA s Ju/s83| | CHLAMYDIA | JURINE [ |SWAB
029 ABO GROUP & RH TYPE L§171 pro-BNP S J146F PSA, TOTAL S Ju/s284 GC : URINE : SWAB
030 ANTIBODY SCR. W/REFLX ID L IRON/ ANEMIA/ MALNUTRITION 178 |F PSA, FREE & TOTAL R JU/S285 CHLAMYDIA/GC : URINE : SWAB
DIABETES EVALUATION 128 IRON, TOTAL S |43 CA 125 S STOOL CULTURE/ STOOL PATHOGENS
347 |F GLUCOSE, FASTING, PLASMA G 129 TOTALIRON-BINDING CAPAC. S 144 CA 15-3 S §302 CLECAMP/SALM./ SHIG./SHIGA TX STR.
350 GLUCOSE, GESTATIONAL 1THR G J130 TRANSFERRIN S |181 CA 19-9 S 303 CULTURE:CAMPYLO BACTER STR.
202 |F HEMOGLOBIN A1C L 131 FERRITIN S J180 HCG (TESTICULAR TUMOR) S 304 CULTURE:SALMONELLA/ SHIG. STR.
026 MICRO ALBUMIN/ CREAT.RATIO U 132 B12 S SEROLOGY/INFECTIOUS DIS. 247 C.DIFFICILE TOXIN A&B STR.
GENERAL CHEMISTRY 133 FOLATE S J211 ANA S |246 E. COU SHIGA TOXINS STR.
100 F GLUCOSE S J VD25 VITAMIN D, 25-OH (LC/MS/MS) S J213 DNA Ab., D-S S |250 O&P W/PERMANENT STAIN O&P KIT
101 BUN S ENDOCRINE 217 ASO S |362 GIARDIA Ag/Rflx O&P O&PKIT
102 CREATININE S |47 T3, TOTAL S 1234 CRP, inflamation S |255 CRYPTO SPOREDIUM O&P KIT
103 URIC ACID S 148 T3, FREE S J233 H. PYLORI Ab., 19G S §260 CYCLOSPORA/ISOSPORA O&PKIT
104 SODIUM S J150 F | T4, TOTALTOTAL THYROXIN) S 1376 H. PYLORI ANTIGEN Stool §272 FECAL LEUKOCYTES STAIN STR.
105 POTASSIUM S §151 F | T4, FREE (FREE THYROXIN) S 1219 MONO TEST S 259 DIARRHEA PANEL STR., O&P
106 CHLORIDE S 152/ F | TSH (THYROID STMULHORMONE) S J215 RHEUMATOID FACTOR S OTHER TESTS
107 CARBON DIOXIDE(CO2) S 153 THYROID PERO XIDASE Abs. S 221 TOXO. Ab., 19G S |267 ‘F ‘ OCCULT BLOOD, STOOL SP. TUBE




TesT/PANEL Poucy

All laboratory procedures will be billed to the third party carriers (including Medicare and Medicaid) at fees billed to
patients, and in accordance with the specific CPT coding required by the carrier. Test components of panels are printed below and may
also be ordered individually. Components may be billed separately per carrier policy. All reflex testing will be done at an
additional charge e.g.; if ANA is positive a titer will be performed. If Beta-Strip Cultures Throat is positive, serological
grouping will be performed. If RPR test is reactive, a titer and a confirmatory test (FTA) will be performed. If HBsAg is positive, it
will be confirmed by neutralization. If HAV Ab total is positive HAVAbIgM will be performed. If HBcAb is positive and all other HB tests are
negative, HBcAbIgM will be performed. If HIV Scr. is positive, confirmation by WB will be performed. If HSV is positive, confirmation and
typing will be performed. If urinalysis indicates a need for Urine Culture. Culture will be performed at a separate charge. If Microbiology
Culture is positive, additional procedures such as susceptibility testing, identification, serotyping, etc. will be performed when appropriate
(based on standards as defined by NCCLS) and billed in addition to the primary codes. For CBC, if abnormal cells are noted on a manual
review of peripheral blood smear or if the automated differential information indicates a possible discrepancy, a full manual differential will
be performed. The manual differential will replace the automated one at an additional charge.

PANELS COMPONENTS

003 Basic Metabolic Panel 004 Comprehensive Metabolic Panel 005 Electrolyte Panel
Glucose, BUN, Creatinine, Sodium, Glucose, BUN, Creatinine, Sodium, Sodium, Potassium, Chloride, CO-.
Potassium, Chforide, CO», Calcium. Potassium, Chforide, COy, Calcium, TP.
Albumin, T. Bili, Alk. Phos., AST, ALT. 008 Obstetric Panel
006 Hepatic Function P{J"e| . Blood Group and Rh Type, Antibody Screen
T.P, Albumin, T. Bili, D. Bili, Alk. Phos., 007 Lipid Panel w/reflex 1.D., CBC (includes Diff., and PIT.)
AST, ALT. Total Cholesterol, Triglycerides, HDL Chol., HBsAg w/conf., RPR w/conf., Rub.Ab, IgG.
009 H 5 A B C. Panl LDL Chol. Calc., T.Chol./HDL Ratio.
epatitis A, B, C, Pane 001 CBC W/ DIFF.
Hepa A Ab fot., Hep B Core Ab fot., Hep B 010 Renal Function Panel H/H, RBC, Inéices, WBC,,
Surface Ag. w/Conf, Hep B surface Ab, Glucose, BUN, Creatinine, Sodium, WABC Differential, PLT.
Hep C Ab. Potassium,Chloride, CO5, Calcium,
. Phosphorus, Albumin 53 Lipid + Panel
013 Thyroid Panel Total Cholesterol, Triglycerides, HDL Chol.,
F T3, F T4, TSH 014 Anemia Panel LDL Chol (calc), Homocysteine, CRP H.S.,
Iron, TIBC, Ferritin, B12, Folate. Lipoprotein(a), PLAC, T. Chol./HDL Ratio.
027 Drugs of Abuse Screen, Urine Reticulocyte Count . .
Amphetcrgines, Barbiturates, 25N£Ué%lmcl2une D.'sordelr Panel. Ab
Benzodiazepines, Cannabinoids, Cocaine 016 Amenorrhea ] . €3, C4, RF, Ripsomal P Protein Ab,
Metabdites, Methadone, Opiates, TCA, Eslflrlgglgll |FSH’ LH, Prolactin, Testosterone, E:Iss;n?trl:l)pl\gAGbAg] EIS\IPA/ISSC%N:blgSGS%bI, sC:n Ab
i -oulrate / 99° - OO” .
Propoxyphene, Methamphetamine. Scl-70IgG Ab, Thyroid Peroxidase AE.
011 CBC W/O DIFF. 015 Arthritis Panel o
H/H, RBC, Indices, WBC., PLT. ANA, RF, CRP, Sed. Rate, Uric Acid 259 Diarrhea Panel
Culture: Camp./Salm./Shig./SHIGA TX,
C. Diff., O&P W/P. Stain, Giardia Ag,
Cryptosporedium.
Medicare Limited Coverage Tests: “ABN” Form Enclosed? I hereby authorize the release of medical information related to the service described
= May not be covered for the reported diagnosis. [ Yes [INo herein and authorize payment directly o AML.
F = Has prescribed frequency rules for coverage. | agree to assume responsibility for payment of charge for laboratory services that are
Enclose a separate “ABN” when ordering tests with above red marking, not covered by my health care insurer.
if the diagnosis Codes do not support the medical necessity Patient Signature Date

How to Complete an Advance Beneficiary Notice (ABN)

Medicare is very specific in requiring that all of the information included on the ABN be completed.

To be valid an ABN must:

Be executed on the CMS approved ABN form (CMS-R-131)

2. Identify the Medicare Part B Beneficiary and Medicare Identification Number as it appears on the patient’s
red, white and blue Medicare card

3. Indicate the procedure(s) which may be denied within the relevant reason column

4. Have ‘Option 1’ or ‘Option 2’ designated by the beneficiary

5. Be signed and dated by the beneficiary or his/her designee prior to the service being rendered

—
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