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General Lab Requisition Completion

To ensure quality service it is imperative to complete the fields on the requisition completely and
accurately.

10.

11.

12.

13.

TOP HALF OF CHI HEALTH LABORATORY GENERAL REF LAB REQUISITION
Patient’s Legal Name: Please print last name, first name, and middle Initial. Middle initial is
imperative to ensure selection of the correct person.

Patient’s Social Security Number: Needed if available for correct identification.
Patient’s Date of Birth: Format acceptable is Month, Day, Year.
Patient’s Sex: M or F Mark X in appropriate box.

Patient Phone No.: Phone no. will appear on the patient’s lab report to aid physician
contacting patient.

Patient L.D.: This field is for your clinic medical record/chart number and will print on report.
Physician #1: Print attending physician’s last name, first name.

Physician #2: For copy to another provider print physician’s last name, first name.

Date Collected: Format is Month, Day, Year.

Time Collected: Use Military time (i.e. 0900, 1400) or standard time (9:10 AM/ 3PM).
Collected BY: Print first Initial and full last name (i.e. S. Jones).

Patient ICD10 CODE (Diagnosis): If requested by the clinic to bill the patient or the patient’s
insurance company, valid numeric ICD10 code(s) MUST be provided. Medical Necessity for
National Coverage Decision tests must be checked. There is enough space to provide 4 ICD10
codes. Acceptable format is an alphanumeric coded diagnosis (i.e. R87.9). Narrative or
descriptive codes will not be accepted.

Bill to: The client MUST identify Bill Type. Mark the appropriate box: Bill to Office Account or

Bill to Patient/Insurance (refer to contract guidelines). Medicare/Medicaid and their products
require testing to be billed by the performing lab. If we are to bill the patient, insurance
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information MUST be filled out on form or a demographic sheet attached. A copy of the front
and back of the insurance card is required.

14. Responsible Party Information: Please complete the responsible party information by
checking the box for the relationship to the patient. Also complete the address and SSN# of
responsible (Insured) party.

15. Insurance Information Required:

PRIMARY Insurance: Name of Insurance Company
Policy #:
Group #:

Address of Payer

SECONDARY Insurance: Name of Insurance Company
Policy #:
Group #:

Address of Payer

THE BOTTOM HALF OF THE CHI HEALTH LABORATORY GENERAL REF LAB REQUISITION:

1 Medicare Limited Coverage Tests (NCDs): are printed in RED. Refer to your NCD education
for covered ICD10 codes. If none of the codes are acceptable the requisition must be
accompanied by an ABN waiver (Advanced Beneficiary Notice) signed by the patient PRIOR
to the service being performed. Please acknowledge whether a waiver has been signed and
attach to the requisition.

2 Tests: Listed are the most common tests with appropriate CPT Code for CHI Health Lab.
The AMA (American Medical Association) approved panels are listed first on the left hand side.
All other tests are listed under the subtopics of THYROID TESTING, CHEMISTRY, DRUG
LEVELS, HEMATOLOGY, IMMUNOLOGY TESTS, URINE CHEMISTRY, URINE TESTING, OB/GYN,
MICROBIOLOGY TESTING, MOLECULAR AND STOOL STUDIES.

3 Marking Test: Mark the box to the left of the testing and keep within the boundary of the
appropriated box or testing will be delayed to first clarify what testing is needed.

4 Tube Code: On the right hand side of the test box we indicate the appropriate specimen type.
A key explaining the abbreviations is at the bottom of the page.
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5 Additional Prompts: When appropriate complete any additional prompts. Examples are drug
Level dosage, total urine volumes, patient height and weight with appropriate units, and
antibiotic information.

6 Unlisted Tests: Use the blank space at the bottom right and provide a complete description of
the ordered test. No abbreviations. Find test on our web page for correct name.

7 Web Page: Refer to our Laboratory Test Directory on web page www.chihealth.com/lab-
services for instructions on proper handling of specimens.

8 Specimen Labeling: We require on all specimens permanent identifiers of Patient’s Last
Name, First Name, Date of Birth, Collection Date and Time, and Initials of Collector.

9 Call/Fax: If lab results are to be called or faxed, mark appropriate box, name of fax recipient,
and secure fax telephone number.
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