Instructions for properly filling Out Lab requisitions
St.?Charles

LABORATORY SERVICES  For patient safety incomplete lab requisitions will be rejected

Providing a completely filled out lab Requisisiton is critically important for patient safety, and compliance. The following instructions
insures a valid lab order is submitted to our laboratory. It is the policy of St. Charles Health System to not allow any physician or other
licensed independent providers to prescribe for themselves or their family members. This includes ordering of tests, which are considered
the practice of medicine and are not to be provided to oneself or a member of one’s family.

1.
2.

~

Patient Information full legal name (as shown on their legal photo ID), Date of birth and Gender

Specimen information: requested and collection dates & times, Standing order (include frequency and duration,

orders expire 1yr from order date, STAT, Fasting or Non-Fasting, and priority reporting for Calling or faxing results.

Only fax numbers out of public view should be provided.

Billing:

e Patient/Insurance - fill out completely or write see attachment when providing “patient details sheets”
including billing information. We perfer copies of photo 1D, copies of insurance cards front and back.
o Bill Clinic — must be approved by St Charles lab Manager before specimen is submtter. We do not direct bill

provider owed clinics. Lab service agreements must be established.

Cures Act -Select blocking reason when appropriate. This will block immediate release of results to patients.

Provider signature on a requisition is encourage, if requisition is not signed, for compliance to support

testing/billing there must be documention in the clinics/providers patient chart to support lab testing was

indicated.

Physician notice: Indicate a valid ICD Code(s) supported in the patient chart to document medical necessity, if ICD

does not support medical necessity, explain and obtain ABN with patient signature to accompany this requisition. If
NOTE: Codes that start with V,W,X,Y are unacceptable for lab services.

Indicate Source and Site for every culture, for urines indicate clean catch or voided.

Medicare screening test(s) require an ABN for medicare, for frequency issue. And helpful ICD codes when only a

specific ICD is allowed.

Mark testing or write in test(s) if not on the preprinted requisisiton.
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1arles BEND « REDMOND « MADRAS « PRINEVILLE « LAPINE
: Lab y Hours and L 541-T06-7717 » stcharleshealthcare.org / Laborat: COLLECTEDDATE: __ [ [
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PATIENT INFORMATION i

1 Patiiert Last Name First Name. Middie Name DOStanding Order Fraquancy. Duration
ORUN STAT OFASTING ONON-FASTING
Address [Birth Diate SexM 1F [T Non-Binary CHART #: (il neaded)

Assigned Gender: OM_OF] COPY TO: fra
CALL TO: jpronem

State ap [Home: Phne SPECIMENS REQUIRE TWO IDENTIFIERS:
COMPLETE NAME AND DATE OF BIRTH

4 Cures Act - Reason for Blocking Immediate Release of Results fo Patient:
O Patient or Proxy Request
O Likely to lead to physical harm of the patient or others 5 Phys Signature
ket ina civil. crimi P |
(] L|k1_: y to be used in a civil, criminal, or administrative For Lab Uss Only
action or procedure Phiebotomist Initiaks

Time

6 LGt By ordering testing from St. Charles, the ordering provider permits the immediate refease of fest resulbs fo Se patierd. When ordering tests, the physician is required o make an independent
(716} 17 B medical necessity decision with regard to each bast fe labaratory will bill. The physician also erefslams he o sha is required to (1} submit ICD-10 diagnosis suppqned in the patients
medical record as documentation of the medical necessity dr (2) explain and have the patient sign an ABN.
ICD-10 Codes(s) Diagnosis: 1) 2) 3) 4) 5) 6)

D —————
MEDICARE SCREENING (ABN Required)

s equency and K010 i
.pid Panel Screen (Chol, Trig, HOL) |1
Dx: Z13.6 ]
O 7 rwofile Mo CBC (inc LDH w the above) Diabetic Screen - (x) one below ‘
OFasting Glucose ]
BIOLOGY (ID & Sens added if indicated) O Glucose Tolerance Test hr (12z) |4 g -
O Gestational GTT hr (172/3) ]
SOURCE ! SITE REQUIRED Dx: 213.4 ‘
N0 Fecal Occult Blood (FOB) I
O Culture, AFB w/ smear OPSA Screen 1
O Culture, Blood Dx: 212.5 ‘
0 Culture, Fungus CIHIV-1/HIV-2 Ab Screen wicont if pos) [ ADED L
O Hep € (HEV) Antibody wiReflex ‘

STls Sereening (X) below
O Chlamydial GC DNA probe IO Trich
O Syphilis Screen (w/ confimason f indicated)
O Hepatitis B Surface Antigen
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