%;/Vi raCor

X' LABORATORIES

TEST REQUEST FORM

Patient Information

Name (Last, First, Ml)

Address Birthday
City State Zip O Male O Female
Guardian name if minor Phone

ICD-9 Code(s) Required
1) 2) 3) 4) 5) 6) 7) 8)

Ordering Physician

Name (Last, First)

Address Phone
City State Zip NPI#
Special Instructions Fax results to

Payment
O Bill Facility Directly

Name Acct #
Address Phone
City State Zip

O Pre-Pay Authorization Signature

Attach check or credit card information

Credit card number Exp date

[ Attach copy of front and back of Medicare or insurance card(s). Medicaid not accepted.
Name of Primary Insurance
Name of Secondary Insurance

Specimen Information Assays

Date Collected O 7500 Adenovirus gPCR O 1500 Parvo B19 gPCR
[0 2500 BKV gPCR [0 2000 Pneumocystis jiroveci (PCP) gPCR
Time Collected O AM O 2300 BKIgG Antibody [0 RVOO Respiratory Viral Panel
- Metapneumovirus
o | g e
[ Blood O Urine . Influenza A
O 1400 Enterovirus gPCR Influenza A subtyoe H1
L CSF O BoneMarrow | = 4199 HBy qPCR influenza A subtype H3
O Tissue O NP Swab 9 . nfluenza A subtype
O oOth O 1300 HCV Genotyping Influenza B
er (Must be ordered with 1200 HCV RNA gPCR) Rév A
O 1200 HCVRNA qPCR Parainfluenza 1
Additional Information O 6500 HHV-6 gPCR Parainfluenza 2
[0 7000 HHV-7 gPCR Padrainﬂgenza 3
0 8000 HHV-8 gPCR Adenovirus
O 8500 HSV 1/HSV 2 qPCR L] 3000 SV-40 gPCR .
O 9000 ImmuKnow® O 2200 Toxoplasma gondii gPCR
O 3500 JCV gPCR 0 9500 VZV qPCR
PCR tests are performed pursuant to a license agreement with Roche Molecular Systems, Inc 5/11/08

ImmuKnow is a registered trademark of Cylex Incorporated
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