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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:

	

	Specimen Source:  FORMCHECKBOX 
 Serum    FORMCHECKBOX 
 Plasma    FORMCHECKBOX 
 Blood     FORMCHECKBOX 
 Urine     FORMCHECKBOX 
 Other:      
	Collect Date:      
	Collect Time:      

	 FORMCHECKBOX 
 Raw Specimen
OR
  FORMCHECKBOX 
 Culture Medium:
	Submitter Specimen #:      

	Form completed by [Print name]:      
	Date      
	Telephone      


	BACTERIAL CULTURES
	SPECIMEN SOURCE

	 FORMCHECKBOX 
 BLDC
	Blood culture
	 FORMCHECKBOX 
  Blood (BLUD)

	 FORMCHECKBOX 
 FLUID
	Sterile fluids
	 FORMCHECKBOX 
  Ear/Eye (EAR/EYE)

	 FORMCHECKBOX 
 LGC
	Legionella culture
	 FORMCHECKBOX 
  Fluid Site: ____________________

	 FORMCHECKBOX 
 MYCC
	Mycoplasma culture (needs special handling)
	 FORMCHECKBOX 
  Nasal Aspirate/Wash (NAS/NASW)

	 FORMCHECKBOX 
 RESP
	Respiratory culture
	 FORMCHECKBOX 
  Sinus (SIN)

	 FORMCHECKBOX 
 STOLC
	Stool culture
	 FORMCHECKBOX 
  Sputum (SPUT)

	 FORMCHECKBOX 
 THRC
	Throat/Nasal culture
	 FORMCHECKBOX 
  Nasal Swab (NSWAB)

	 FORMCHECKBOX 
 THRS
	Throat screen for strep only
	 FORMCHECKBOX 
  Nasopharyngeal Swab (NASP)

	 FORMCHECKBOX 
 TIP
	Catheter tip (picc line, etc.)
	 FORMCHECKBOX 
 Throat Swab (THRT)

	 FORMCHECKBOX 
 URINE
	Urine culture
	 FORMCHECKBOX 
 Stool:

	 FORMCHECKBOX 
 WDEEP
	Deep wound culture (including anaerobes)
	 FORMCHECKBOX 
  Watery (WATS)

	 FORMCHECKBOX 
 WSUPR
	Superficial wound culture
	 FORMCHECKBOX 
  Loose (LOS)

	
	
	 FORMCHECKBOX 
  Formed (FSTL)

	FUNGAL CULTURES
	 FORMCHECKBOX 
 Urine:

	 FORMCHECKBOX 
 FUNGL
	Fungal culture
	 FORMCHECKBOX 
  Clean Catch (CC)

	
	
	 FORMCHECKBOX 
  Catheterized (CATH)

	DIRECT EXAMS
	 FORMCHECKBOX 
 Other:
	     

	 FORMCHECKBOX 
 GS
	Gram stain only
	
	

	
	
	

	RAPID ANTIGEN TESTING
	OTHER

	 FORMCHECKBOX 
 RRSV
	Rapid RSV
	 FORMCHECKBOX 
 CMED
	Pharmacy Sterility Testing

	 FORMCHECKBOX 
 STRPA
	Rapid strep (culture not included)
	 FORMCHECKBOX 
 ENVC
	Environmental culture

	 FORMCHECKBOX 
 INFAB
	Rapid influenzae A/B
	
	

	
	

	Comments:
     
	Other test Not Listed:
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