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	FACILITY / CLIENT INFORMATION [PLEASE PRINT]

	Facility Name      
	Telephone      
	Ordering Physician
     

	Street      
	Fax #1      
	

	City      
	State   
	Zip      
	Fax #2      
	UPIN      
	NPI #      

	

	PATIENT INFORMATION [PLEASE PRINT]
	Patient Diagnosis:      
	ICD-9 Code:      

	Patient: First Name      
	Last Name      
	Responsible Party (if other than patient)      

	Date of Birth      
	MM/dd/yyyy
	 FORMCHECKBOX 
 Male 
 FORMCHECKBOX 
 Female
	Relationship to Patient      

	Street Address      
	Street Address      

	City      
	State   
	Zip      
	City      
	State   
	Zip      

	Telephone      
	Telephone      

	Bill to:
	 FORMCHECKBOX 
 Client
	 FORMCHECKBOX 
 
Up front payment (check / credit card) 
	 FORMCHECKBOX 
 Patient
	 FORMCHECKBOX 
 Medicare
	 FORMCHECKBOX 
 CO Medicaid

	**IF BILLING MEDICARE, or CO MEDICAID, PLEASE INCLUDE PHOTO COPY OF FRONT & BACK OF CARD or provide information below**

	CARRIER NAME

     
	BILLING ADDRESS

Address     
City
     
State
     
ZIP
     
	ID NUMBER
     
	GROUP NUMBER
     

	PHONE NUMBER

     
	
	SUBSCRIBER
     
	SUBSCRIBER DOB
     

	I request payment of medical benefits for the laboratory services directly to ADx Labs NJH. I authorize ADx Labs NJH to release to any medical carrier providing medical benefits to me and any health plan of which I am a member, any medical or other information needed for claim or payment purposes. I acknowledge I am responsible for any services not covered by my medical carrier.

	Patient Signature:
	Date:


Must be scheduled in advance by calling 800.550.6227, Option 5 or 
through the web at https://www.appointment.com/njh
BERYLLIUM LYMPHOCYTE PROLIFERATION: (Samples must be received at ADx-NJH <24 hours after collection)
	 FORMCHECKBOX 
  BER1
	Beryllium lymphocyte proliferation – blood
	 FORMCHECKBOX 
 New York State Specimen

	 FORMCHECKBOX 
  BEBAL
	Beryllium lymphocyte proliferation – bronchoalveolar lavage (BAL)
	 FORMCHECKBOX 
 New York State Specimen

	Collect Date:      
	Collect Time:      

	Form completed by [Print name]:      
	Date      
	Telephone      

	RESULT DELIVERY PREFERENCE BY:

	 FORMCHECKBOX 
  Electronic delivery (contact the Beryllium Business Group to set up an account – 800.423.8891)

	 FORMCHECKBOX 
  Fax (fax number must be provided above)


RELEASE OF INFORMATION AUTHORIZATION
	Employer:      

	Patient Name:

     
	I hereby authorize Advanced Diagnostic Laboratories at National Jewish Health to release medical information concerning Beryllium lymphocyte proliferation testing to the above named employer.

	Signature
	Date

     


For de-identified specimens only:

	 FORMCHECKBOX 
 I hereby certify that authorization for release of medical information on this patient is on file at my location.

	Signature
	Date

     


COMMENTS:
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