St?é:})laﬂes Requisition online — Instructions

LABORATORY SERVICES
Only use our online requisition if:
e The Provider/Facility is not already established with pre printed requisitions.
e The Provider is Out of Town and is sending a patient to St. Charles Laboratories.

For patient safety we will reject all handwritten or incomplete online requisition forms

Using the online form completely fill in all required fields on the requisition, do not print and hand write the information,
this will be rejected. For patient safety, and compliance it is critical to provide all information being requested. The
following instructions ensures 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. Patient Information full legal name (as shown on their legal photo 1D), Date of birth and Gender
2. 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.
3. Billing:
e Patient/Insurance - fill out completely or write see attachment and submit a “patient details sheet”
including billing information. We prefer copies of photo ID, copies of insurance cards front and back.
o Bill Clinic — We do not direct bill provider owed clinics. Contact lab for more information.
4. Clinic/Office: Name of Clinic, address phone and Fax, fax location must be out of public view.

5. Provider name, NP1 and Provider signature on a requisition is encourage, if requisition is not signed, for
compliance to support testing/billing there must be documentation in the clinics/providers patient chart to support
lab testing was indicated.

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

7. 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 orvoided.
9. Medicare screening test(s) require an ABN for Medicare, for frequency issue. And helpful ICD codes when only
a specific ICD is allowed.
10. Mark testing or type in test(s) under Miscellaneous section on this requisition.
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Insurance Name / Claims Address / Phone number City / State / Zip: Clinic/Office:
INTIAL
Address:
Subscriber / Guarantor Last Name First Middle DOB (MM/DD/YYYY)
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[ cBC with Manual Diff O Alkaline Phosphatase O Prenatal Risk Quad Marker C1 AFPMS only|  (Na, K, CI, CO2, Gluc, BUN, Creat, Ca)
VeIoW| ] CBC w/ o Diff (Hemogram) O Amylase O Progesterone [0 Comp. Metab. Panel (Chem 14)
O Platelet Count O B12 _El B12/Folate O Prolactin (Basic Metabolic plus Alb, TBili, AlkP, TP, AST, ALT)
I Retic Count g g!:!rug!”' _'?';eft O Protein Electrophoresis, Serum [ Reflex IFE |1 Hepatic Function Panel (Liver Panel)
llirupbin, lota Alb, TBili, DBIli, APhos, TP, ALT, AST)
[ Sed Rate (ESR e | B PSA (
GREEN O smon for(EOS) g EBE NT Pro (B - type Natriuretic Peptide) [ PSA, Free (includes PSA) O Acute Hepatitis Panel
O Fibrinogen CICA 125 O PTH, Intact (includes CA) (HAADb (IGM), HBcAb (IGM), HBSAG, HCAD)
9 ) ; aT k O Lipid Panel (Chol, Tgl, HDL, Calc LDL, ratios)
O PT/INR 1 Coumadin O Calcium 3 Uptake - S i
e ; O T Uptake and FTI (T3 uptake, T4, T7 calc O Lipid Panel with Direct LDL if Trig>400
ser [PTT [ Heparin O Cholesterol O _
Yy o O Cortisol OT3, Free Renal Function Panel
I ANA (wiTiter & Pattern added if indicated) O 073 Total (Na, K, Cl, CO2, Gluc, BUN, Creat, Ca, Alb, PO4)
O Hepatitis B Surface Ab O 82;%:::2 1 T4 (Thyroxine) O Obstetric Panel (non-CMS)
O Hep C (HCV) Antibody w/Reflex O O . e O T4. Free (Free Thvroxin (CBC plt & diff, HBSAg, Rubella, Syphilis scr,
se0r | HCV RNA Quant by PCR CRP CRP High Sensitivity ) - T4 Free (Free Thyroxine) ABO  Rh, Ab scr)
O Estradiol O Estradiol (LC-MS/MS) Testosterone, Total -
LI HCV RNA Quant wiReflex to HCV Ger.wotype O DHEA - Sulfate [ Testosterone, Total and calc Free (incl. SHBG) o I%Ié—é F;rgflle g.‘f?ghCNMg) ALT AST Uric Acid
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UA SOURCE: __Cath __CC __ Voided|= "SYlin O Fasting Glucose O Culture, Strep Screen O Sens. Req
D ANA g Insulin Tolerance hrs O Glucose Tolerance Test hr (1/2/3)|0 Culture, Urine __CC_ Cath __ Void
Iron [ Gestational GTT hr (1/2/3) [ C.difficile Toxigenic ~ [w Lactoferrin
= E glellcccijzznél&_leff,Sll#dPrOte_nS'?Iur_c(;e S :ronll;l'r?_n_sferrinpw I'I|B((: calcC N Dx: Z13.1 - O Fecal Occult Blood (FOB)
u ,Flui . In, Flul ron Deficiency Profile (non-CM iardi i
O Crystal Exam Source (Iron, Transferrin, TIBC calc, % Sat, Ferritin) O Fecal Occult Blood (FOB) g f'a:dlfa A.ntllg\;/\e;go to0l
e ——— actoferrin s stool
THERAPEUTIC DRUGS O LDH LJPSA Screen :
MISC OLDL, Direct Dx: Z12.5 O Ova & Parasite
LAST DOSE DAT.EITIME ’ TRIVAMVZ AD S p— [ Rotavirus Antigen
[ carbamazepine (Tegretol) O Lead Level . - creen (wiconf f pos) RSV Rapid Antigen
[J Depakene (Valporic Acid) O Lipase O Hep C (HCV) Antibody w/Reflex P g
O Digoxin (Lanoxin) O LuteInIZIng Hormone (LH) STls Screening (X) below
" 10 Dilantin (Phenytoin) I Magnesium O Chlamydia/ GC DNA probe O Trich
[ Lithium [ Myoglobin O Syphilis Screen (w/ confirmation if indicated)
[ Phenobarbital O Phosphorus O Hepatitis B Surface Antigen
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