Q Lakeland HealthCare .
' Medical Excellence. Compassionate Care.
- For Lab Information, visit: www.lakelandhealth.org/lab

Laboratory Service Order Sheet

l To schedule your lab draw, call: 269.556.2810 or 800.791.2810 LLocation
PATIENT INFORMATION PRIORITY STATUS B
|Patient Name B \ 7 |DOB 7 [GENDER 1 STAT (S) Results will be telephoned Q Presurgical Patient
d Fax: (F) OR Date:
Ordering Physician N 5
D a1 Call: (W) Business Hours only OR Location:

Referring/Copy to Physician E . 3| Call: (C) 24 Hours a dc:ly C N\

DiagrosS/iCD 8 Godes - d Release results to patient (J): Patient must sign release of information

1, F 2 3. 4. Office ID#

ION

Initials Drug

THERAPEUTIC DRUG INFORMATION B

Last Dose: Date/Time

SPECIMEN INFORMAT
BN

Date/Time of Collection G

BILLING INFORMATION: MUST SUBMIT COPY OF PATIENT INFO SHEET & INSURANCE CARD

To ensure proper billing please submit updated insurance and demographic information.

A WRITTEN ORDER AND AN APPROPRIATE DIAGNOSIS MUST ACCOMPANY EACH LABORATORY TEST. WHEN ORDERING TESTS, FOR WHICH MEDICARE REIMBURSEMENT
| WILL BE SOUGHT, ONLY MEDICALLY NECESSARY TESTS FOR THE DIAGNOSIS OR TREATMENT OF THE PATIENT SHOULD BE ORDERED.
“*LIMITED COVERAGE REQUIRES ABN (Advance Beneficiary Notice) FOR MEDICARE PATIENTS.

PANELS GENERAL LAB TESTS [ef:{e]:][e]fe]c){
| CODES TESTS TUBES | CODES TESTS TUBES | CODES TESTS TUBES || CODES TESTS SOURCE
| BMP ! Basic Metabolic Panel SS ANAS .1 ANA screen SS | IMPAN i Monotest Reflex EBV it neg. SS || AFBC .} Acid fast culture
(Ca, Co,, Cl, Creat, Glug, ANASR i ANA with Reflex to Lupus Ab Panel if pos SS | |FOBD .4 Occult blood, fecal, diagnostic FLAFB 3 Acid tast smear
K, Na, BUN| BHCG . B-hCG, quant., nontumor S5 | |[FOBS i Occult blood, fecal, screening ANER .3 Anaerobic culture
COMP .. Comprehensive SS NBIL -1 Bilirubin, neonatal (<14 days) SS | oAPR .1 Giardia + Cryptosporidium Antigens || CLDT 4 Clostridium difficile toxin (ice]
Metabolic Panel . BINP - B. Nafriuretic Peptide L | OAPT 1 OVA + Parasites FELACT _i Fecal lactoferrin
| SGPT (ALT), Alb., T. Bili., BUN -4/ BUN S5 PHOS  .i Phosphorous, blood $S ||FUNG .3 Fungus culture
| Ca, Cl. Creat, CO,, Gluc, CBCL A :CBC with differential L ¢ N Ptmssium ss || GASS 1 Group A strep culture
e |Ga Decea T | MREGSE ) Pregnoncyte sem S5 |[GBSC I GrowpBurmpae



TSIMANTON
Sticky Note
A. Facility/Physician Name:  This section determines where the patient test results are directed. 
In some instances, this section will be pre-printed with the facility name. If this is incorrect, please indicate where the test results should be directed.


TSIMANTON
Sticky Note
B. Patient Information: ALL of the patient information is required for correct identification. Use full names, avoiding the use of “nicknames.” Include Maiden Name if available. The Date of Birth is essential for our hospital computer to assign a medical record number to the patient, for  determining age-related test reference ranges, and to provide a second form of patient identification.


TSIMANTON
Sticky Note
C. Priority Status: In order to address patient care needs, testing priorities have been defined. These include STAT, Fax, Call during business hours, and Call 24 hours a day.

TSIMANTON
Sticky Note
D. Ordering Physician: Indicate the first and last name of the ordering physician.


TSIMANTON
Sticky Note
E. Referring/Copy to Physician: Indicate the first and last name of the physician.


TSIMANTON
Sticky Note
F. Diagnosis/ICD 9 Code: This information is critical for accurate billing. Please provide an accurate diagnosis, or primary symptom the patient is experiencing for care.(e.g. “chest pain”, “fatigue”, “anemia”, etc.). The term “rule out” is no longer an acceptable diagnosis code. Due to recent changes in Medicare reimbursement and regulations regarding medical necessity of laboratory tests, it is imperative that accurate diagnoses are recorded on the Outpatient Requisition, as this is often the only way such information is relayed to the laboratory.


TSIMANTON
Sticky Note
G. Specimen Information: Accrediting agencies require documentation of the date and time of collection, as well as the initials of the person who collected the specimen. For therapeutic drug levels, please record the drug, last dose and date/time the last dose was given.


TSIMANTON
Sticky Note
H. Physician Signature: Due to state and federal regulations, a valid written signature must accompany any laboratory test request.

TSIMANTON
Sticky Note
To enable compliance with the medical necessity requirements for Medicare, the test ordering portion of the laboratory order sheet allows for selection of individual tests, as well as allowing the option for selecting traditional panels. 


TSIMANTON
Text Box
A

TSIMANTON
Text Box
B

TSIMANTON
Text Box
D

TSIMANTON
Text Box
G

TSIMANTON
Text Box
F

TSIMANTON
Text Box
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TSIMANTON
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C

TSIMANTON
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H
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