
Date received:____________        Date Ins. received:________ Date of payment (if applicable): _______ 
 

PLEASE FAX THIS FORM TO (770)545-8840 

Please complete ALL information and submit along with the face sheet or copy of insurance 
cards and identification.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

THIS SECTION FOR LAB STAFF USE ONLY 
□ U/C initial request                     □U/C 2nd attempt                                             □ U/C pick up only 

 

PATIENT INFORMATION 
First Name: 
 
 

Last Name: Date of Birth: 

Medicare ID number: 
 

Name of Commercial Ins: Commercial Ins. ID 
number: 
 

Name of POA or responsible 
Relative: 
 
 

Telephone contact of POA 
or responsible relative: 

 

LABORATORY REQUEST 
Urine: √ Check all that apply: 
 
□   Urine culture & sensitivity (please see brochure “Guide for providers & facilities)” 
 
□   Urinalysis (collected with urine culture only) 
 
□   Blood draw (terms and conditions apply if not accompanied by urine culture request) 
 
□ Wound culture 
 
□ COVID-19 testing 
 

Diagnosis code(s): enter all that apply: 
1.  2.  3.  4.  

 

PROVIDER INFORMATION 

Provider Name: NPI: Tel: 
Fax: 

 
Facility Name: 
 
 

Facility Address: Tel: 


