A
ﬂ STJosephs|Candler
All add-on Lab orders and supply requests should be faxed to (912) 819-6906.

Client Name/Address Referring Physician '
Josephis Car if flesr N'STjosephs I| C&ncﬁer
Laboratory Outreach Services
Chatham Pathology Associates
Ph: A 912?:”“3 St. Joseph's/ Candler Health System
ne: ’
Fax for lab orders - all locations 912 819.7265 Laboratory Outreach Client Supply Order Form
Fax for add-an orders or supply requests 912.819.6906 Phone: 912-819-8440 Fax- 912-819-6908
Patient Name DOB 558
Collection Date Collection Time Gender Billing[] die[] Insurance Account Name
Patient Address Insurance (Attach copyofcard and 1D) Account Address
- . - Phone #
City State Zip Policy # Group # PayerID #
Date ordered Date needed.
Telephone Diagnosis Information (1CD)
Clinical: Cytology GYN: # # # F
) . - ) requested TUBES delivered | requested CONTAINERS delivered
__ Comprehensive Metabolic Panel (CMP) ea a1 |__ Liquid Based PAP Test (Thin Prep) S8T (goldj— Urine cups‘tT
Basic Metabolic P | (BMP i i i & i - g -
___BasicMetabolic Panel | ) @t ___with High Risk HPW Co-Test (includes 15,18) EDTA (Lavender) Urine 24 Hour (No Preservative)
___General Health Panel {GHP) aTaL ___with High Risk HPV when ASCUS (includes 16,18) EDTA (Large Lavjffe® pk , aerohic
___Hepatic Function Panel (LIVER) ar ___hlamydia/Neisseria Gonorhea NaCitrate (Lt Blu anaerohic
__Hepatitis AB,CPanel [HE Plain, no gel (Red) ighl Traflsport Media (FLU)
___Lipid Panel (LMD} ar Cervical ___Vaginal Onl Gray ea .
___Prenatal Profile (PRENATAL) o, LW Royal Blue (EDTA) ea Blood Culture bottles
___Renal Function Panel (RE ] e E yes __no __ Royal Blue (plain) ea - — Stool Culture kit J—
e L PTT = Ifyes, date: ACD (Yellow) ea Ova and Parasite kits
___ Ferritin or ___RF &t Check All thatapply: __ Pregnant __ Abnommal Bleeding _— Ecro‘ta{.uer-i%]}in}berle —_— —_— Esu& mi Em'ma].l.n ﬁ;‘il _—
crotainer- A Purp. Sue Wi ‘'ormalin 121
___ Folate, RBC L ___ Sed Rate (ESR) o __ Hysterectomy __ Postmenopauszl __ Hormones Microtai Red el Tis #h F in 500 ml
crotainer- no g Sue Wil 'ormalin
Folate, Syphilis Ab iti : - - .
__ Folate, serum ar  __ Syphilis ar __ Postpartum Additional Infe Microtainer-PST Green Thin- Prep Pap
___ HCG guant ar ___ T3Uptake ar Cytology: Fluid Source Urine Voided Cath Trancfer tubes C}l‘to-Brushes
__HgB, AlC o ___T3,Total ar Microbiology: ___ Glpanel Urinalysis (Yellow) Cervical Scrapers
_ HIV% o __ T4 @r __ Urine Culture source: o Cath Urine transfer straws COBAS tubes (swah)
__lron ar ___T4,Free ot ___Strep Screen, group A (throat) Urine Culture (Gray) COBAS tubes (urine)
___Iron &TBC(Binding ___ TSH ot ___Strep Screen, group B (vaginal) _ _—
___ Magnesium oT ___ Uric Acid ar ___Bacterial, aerobic Source NEEDLES (mu
___ Microalbumin Urine __ Urinalysis v ___Bacterial, anaerobic Source sample)
"
___PsAar ___Vitamin B12 &1 _ AFBSourcer_ _ 21gX15 - - -
o - 22g X 1" - - -
___PT/INR & ___Vitamin D 25-0H &7 |___ Fungus Source
Tissue for Pathology: By signing below, | agree to the following: OTHER - —
Time in formalin: Tunderstand that 5t Joseph's/Candler and its employees, representatives and . e —_— _—
Specimen Diagnosis agents [*S)/C7) provide services and facilities needed for my care andtreatment JR— Bichazard Bags —
A and hereby grant 51,/C my consent for these senices upon reguest and order of my Requisitions
B physician(s) |further agree and consent tothe use and disclosure of my Tourniguets
C. identifiable information, incleding a my medical information, for the purpose of Vacutainer ad.ap‘terfhub
- treatment navment andfor healtheare aneratinns _— _—
D. Ihereby request that SJ/C collect and perform the tests and services requested by RN Blood Bank B# labels S
Comments, Custom Orders, Additional Tests iy physician(s). | understand that my insurance provider may require the use of a Blood Bank armbands Date order received,
laboratory other than 51/C and that this sendice may not be covered by my - .-
insurance provider. IFthis senvice is not covered by my insurance provider, | _— Glucola 50 75 100 — | Filled date/initials
understand that | will be personally billed for this service. Delivery date/initials
Patient/Authorized Person Signature: Items on backorder. Will be delivered when available.
wD0aH Relationship to patient:




