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Laboratories 216.444.5755

L15
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EXTENDED CARE

REQUISITION

< <FORM_ID> >

PATIENT INFORMATION (PLEASE PRINT IN BLACK INK)

CLIENT INFORMATION

Physician Name

BILLTO: [ ] Client/Institution [ ] Medicare [_] Insuranc

WORKERS COMP:  [I¥es [Ino DO

PATIENT STATUS: [ ] Inpatient [ _]Outpatient ~[_]Non-Hospital Patient Hospital discharge date: /

MEDICAL NECESSITY NOTICE: When ordering tests for which Medicare reimbursement will be sought, physicians (or other individuals authorized by
law to order tests) should only order tests that are medically necessary for the diagnosis or treatment of a patient, rather than for screening purposes.

INSURANCE BILLING INFORMATION (PLEASE ATTACH CARD OR PRINT IN BLACK INK)

¢ (Complete insurance information below) |:| Patient

Last Name First Mi
Address Birth Date Sx OM[F
City SS #
State Zi Home Phone
P ORDERING PHYSICIAN CONTACT
Hospital/Physician Office Patient ID # Accession #

Physician NPI#

Physician Phone

Physician Email

PRIMARY: [ ] Medicare [_] Medicaid [_] Other Ins.

|:| Self El Spouse I:I Child

Physician Signature

[] Call Results to phone number (

DACUTE HEPATITIS PANEL* HACUTP:

DANA (titered if positive) ANAI

[]Hepatitis B Surface Antigen

AHAVM, AHBCM, AHCY, HBSAG [CJast scom AsT (confirmation if positive) HBSAG

DcoMPLETE I'JIETA;ZOLIC PANEL cMP [Jeun suy H::ihlsze ncsmvtlty(iRP ) 'ﬁmff i)
: * ,2 Combo (Antigen/Antibo

ALB, BUN, CA, C02, CL, CRETI 6Ly, IO 125 oz vise . !

K1, NA, TBIL, TP ALT, ALKP AST [Jcats-3 * cais3 [ion * R
[JELECTROLYTE PANEL LY7E: [cwis-9 * cass9 [tiase .72

CL, 002, K1, VA [Ccatcium c4 o 1
[CJLIPID PANEL* L/PB: [CJese * cac [ agnesim 161

CHOL, HDL, LDLDCT, TRIG [Ceseyitt * cacoir agnesium MG
[JHEPATIC FUNCTION PANEL* 7P:  [_JCEA * CEA [ Microalburin Urine UALBR

ALB, ALKP ALT, AST, CBIL, TBIL, TP [Jcholesterol CHOL [Myoglobin 1Y06.8
[JRENAL FUNCTION PANEL RFP: [creatinin CRET! [lphosphorus PHOS

ALB, BUN, CA, CL, 02, CRETL, 6LU,  Mcrp crp [CIrratelet Count PLTCT

K1, NA, PHOS i
[JOBSTETRIC SERIES (non-Medicare): Dlpigoin * 016 []otassim

* [ilantin (Phenytoin) Total PHT []Prealbumin PREALS
ABORH, TSCR, CBCDIF, HBSAG, [ protein, Total 77
RUBQNT, RPR |:|Ferritin FERR !
[Jamma 6T * 667 [1Ps, Free PSATF
GENERAL LABORATORY TESTS [JGlucose Blood * GLU HPS:\ Screen PSASI
T4 Hour Urine Calcium UCALCD [Joucose b Postprandial * DPT /lNR PT
[CJ24 Hour Urfne Creat!n?ne UCcrD [Jelucose Tolerance __hr ams DPTT' PTT
El%l(glgurHltJnne Creatmlvr\l’(te Clearance |:|HCG Quantitative Blood * HCGAT Dgitl;calicytz iount. fE g/gPR
: : HOL * HOLI itered if positive
[J24 urine Protein UTP24 DH o HeT [Isedimentation Rate ISk
[CJ24 urine rea Nitrogen UUND [Hematocrt - [Istool Occult Blood Screen *
, [IHemoglobin * HGB . .

|:|Album|n ALB |:|Stool Occult Blood Single Specimen *

4 Free * F14

Cu+mn

[CJmsc * 1row
EITriegcerides TRIG
|:|Troponin INT

[CJsh * 7sH

[Juric Acid uric

|:| Urinalysis with microscopic UAWMIC
|:| Urinalysis UA

|:| Urine Drug Screen * UTOX2
|:|Vancomycin VANCRA
[Jvitamin B12 * 812
[Cvitamin D * vimD

[CJwac * wae

MICROBIOLOGY

|:|Specimen Source/Method
(specify:

|:| Blood Culture

DChIamydia Amplified DNA Probe
(source:

|:|GC Amplified DNA Probe
(source:

DC/ostridium Difficile Toxin by PCR
CDPCR

[JFungus Culture (hair, skin, nails)

Subscriber Last Name First M
[T Fax report to: ( )
Beneficiary / Member # Group #
SPECIMEN INFORMATION
Claims Address City State Zip Collection Date: / / Time:
Specimen Type: |:|Serum |:| Plasma
SECONDARY: [ No [ Yes (it yes, please attach) meN: [Jves [ no [L] Urne — volume #hours
[JWhole Blood [ ] Other (specify)
DIAGNOSIS CODE (REQUIRED) ICD-10 Codes 1. 2. 3. DFasting hours DNon—fasting
INDICATE TESTS REQUESTED (* limited coverage tests — ABN may be needed)
ORGAN/DISEASE PANELS [CJawr sepm ALt [JHemoglobin ALC * HBAIC 13 Uptake * T30 [Claroup B Strep Culture (anal/genital
*panel components may be ordered individually [ |Amylase AMYL [JHepatitis A Antibody, Total AHAVT 13 Total * 73 GBPCR

|:|HPV DNA PCR (Thinprep, no PAP incl.)
HPVHRT

DHPV DNA PCR (Surepath, no PAP incl.)
HPVHRS

[CJova & Parasite exam 0VAP
EICrypz‘osporidium & Giarda EIA OVAPSC

I:IAeromonas/Plesiomonas Culture (stool
— Salmonella, Shigella, Campylobacter)
AERPLE

|:|Thr0at — Group A Strep by PCR GASPCR

[Jurine Cutture * (specify method of
collection above) URCUL

[CIwound Cutture/Superficial
(specify source above)

[IWound Culture/Deep-Surgical
(specify source above)

BLOOD BANK
[JABO Rh Typing ABORH
DType and Screen 7SCR

ADDITIONAL TEST/COMMENTS

*CPT codes available online at clevelandcliniclabs.com
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