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	FACILITY / CLIENT INFORMATION [PLEASE PRINT]

	Facility Name      
	Phone:      
	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 medical carrier.

	Patient Signature:
	Date:

	

	Collect Date:      
	Submitter Specimen #:      

	Form completed by [Print name]:      
	Date      
	Telephone      


RESPIRATORY PATHOGEN TESTS

SAMPLE TYPE
	 FORMCHECKBOX 
 Nasopharyngeal Swab (NASP)
	 FORMCHECKBOX 
 Nasal Swab (NSWAB)
	 FORMCHECKBOX 
 Throat Swab (THRT)

	 FORMCHECKBOX 
 Nasal Wash (NASW)
	 FORMCHECKBOX 
 Bronchial Wash (WASH)
	 FORMCHECKBOX 
 Bronchoalveolar Lavage (BALAV)

	 FORMCHECKBOX 
 Sputum (SPUT)
	 FORMCHECKBOX 
 Biopsy (BIOP)
	 FORMCHECKBOX 
 Bronchial Brush (BRUS)


	 FORMCHECKBOX 
 MPCP
	Mycoplasma pneumoniae / Chlamydophila pneumoniae (formerly MYPCR and CHLU)

	 FORMCHECKBOX 
 RESPLX
	Respiratory Virus Panel


GENETIC TESTS*

Informed Consent is required prior to completing any of the following tests. Consent must be obtained by the provider and maintained in the patient medical record. Download and print an informed consent form here.

 FORMCHECKBOX 
  A copy of the signed consent form is attached.

	SAMPLE TYPE
	 FORMCHECKBOX 
 Buccal Swab (BUCCSW)
	Whole Blood (Check One):     FORMCHECKBOX 
 ACD A     FORMCHECKBOX 
 ACD B     FORMCHECKBOX 
 Heparin     FORMCHECKBOX 
 EDTA


	 FORMCHECKBOX 
 B2AR*
Beta 2 Adrenergic Receptor Polymorphism
	 FORMCHECKBOX 
 FXIISA*
Factor XII SNP Analysis

	 FORMCHECKBOX 
 C2TYIP*
C2 Type I Deficiency
	 FORMCHECKBOX 
 WARF*
Warfarin Sensitivity

	 FORMCHECKBOX 
 FLG*
Filaggrin Genetic Test
	 FORMCHECKBOX 
 Other*
	Specify:
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