
Office:

MD:

Phone:

Fax:

(MIDDLE) SEXPATIENT NAME (LAST)

LABORATORY REQUEST FORM
CULLMAN REGIONAL
LABORATORY SERVICES
p:(256) 737-2157
f: (256) 737-2162
CLIA: 01D0300143

*RED FIELDS REQUIRED

CLIENT INFORMATION        (Practice Name & Contact Info)

(FIRST) BIRTH DATE
MO. DAY YR.

CHART #
DX CODE

ADDRESS PATIENT PHONE # SS# PHYSICIAN SIGNATURE (REQUIRED)

BILLING INFORMATION (INFORMATION BELOW REQUIRED FOR PATIENT AND 3RD PARTY BILLING)
RESPONSIBLE PARTY (LAST, FIRST) RELATIONSHIP TO PATIENT

BILLING ADDRESS CITY        STATE       ZIP CODE

POLICY # GROUP # SS# NAME AS APPEARS ON CARD

*INSURANCE CO. ADDRESS

FASTING Y N

CLIENT

PATIENT

MEDICARE

OTHER*_______________

BLUE CROSS ST._______

MEDICAID ST._______

DATE DRAWN_____________________ TIME DRAWN_____________________ TECH INITIALS_______________________ CULTURE SOURCE_____________________

SST__________             Lt. blue________                   Urine__________             Stool__________

Lav__________             Red____________                   Swab__________

Audited By: Scanned: Processed By:

ICD CODE REQUIRED FOR ALL PATIENTS. MEDICARE REIMBURSEMENT MAY BE DENIED BASED ON ICD CODE ASSIGNED. TESTS MARKED WITH AN ASTERISK (*) REQUIRE A SIGNED ABN FORM OR 
ACCEPTABLE ICD CODE. ANY TEST COMPONENT OF A PANEL OR PROFILE MAY BE ORDERED INDIVIDUALLY, WITH THE EXCEPTION OF CALCULATED VALUES.

DIAGNOSIS


