LABORATORY MEDICINE DIAGNOSTICS
COVID-19 TESTING REQUISITION FORM
82 Newark-Pompton Tpke, 2nd Floor, Suite 1, Riverdale NJ 07457

www.Lmdiagnostics.com 855-522-6334 973-835-1739 Email: Lmdiagnostics@yahoo.com

Please Asymptomatic (No Symptoms With Unknown Exposure) []
Suspected Exposure (You Think You Were Exposed) []
Check
Contact with Suspected Exposure O
One Known Detection (Wants Re-Test) []

Is the patient experiencing any of the following symptoms? [ Yes [0 No [ Unknown

o  Fever or chills e Headache e Congestion or runny nose
e Cough e Diarrhea e Loss of Small and Taste
e  Sore Throat e  Muscle or body aches e Nausea or vomiting
o  Shortness of Breath o Fatigue

If patient is symptomatic, what is the date of symptom onset? (mm/dd/yyyy) / /

Is patient a resident of a congregate care setting? [ Yes [0 No [ Unknown

Is the patient employed in healthcare? [1 Yes [1 No [ Unknown | Is the patient pregnant? [1 Yes [1 No [ Unknown

Has the patient been hospitalized? O Yes [0 No O Unknown | Is the patient in the ICU? [ Yes [J No I Unknown

0 coviD-19 Qualitative RT-PCR Testing [0 coOvVID-19 IgM/IgG Serology Testing I Other Testing:
Please print legibly.

SS#or ID#:
PATIENT INFORMATION / INSURANCE Email:
Patient’s Name: , Gender:
Last First
Date of Birth: / / Race: Ethnicity:
Patient’s Address: City / State:
Zip Code: County: Patient’s Phone:
Write Name of Insurance Check Mark Insurance Type Office Use Only
Out of Network ____ Medicare ____ Diagnosis Code(s):
Self-Pay Medicaid
Policy I.D.#
Workers Comp Other:
Group # 3rd Party Insurance
| consent to having Laboratory Medicine Diagnostics analyze my sample(s) via which ever source is needed
for testing. | acknowledge if my health insurance doesn't cover the test(s), I'm am responsible for payment. R
Signature: Date:

SPECIMEN INFORMATION
COLLECTION DATE: COLLECTION TIME:

COLLECTOR INITIALS

Specimen source (check one):

O Nasopharyngeal [ Oropharyngeal [ Serum [J Sputum [J Other:

MEDICAL FACILITY

Address:

Phone# Fax #:
Requesting Clinician: NPI:
Full Name (Last, First)

ProviderID:




	untitled6: Off
	untitled7: Off
	untitled8: Off
	untitled9: Off
	untitled10: Off
	untitled11: Off
	untitled12: Off
	untitled13: Off
	untitled14: Off
	untitled15: Off
	untitled16: Off
	untitled17: Off
	untitled18: Off
	untitled19: Off
	untitled20: Off
	untitled21: Off
	untitled22: Off
	untitled23: Off
	untitled24: Off
	untitled25: Off
	untitled26: Off
	untitled27: Off
	untitled28: Off
	untitled29: Off
	untitled30: Off
	untitled35: 
	untitled40: 
	untitled49: 
	untitled50: 
	untitled53: Off
	untitled54: Off
	untitled55: Off
	untitled56: Off
	untitled57: Off
	untitled58: Off
	untitled59: Off
	untitled60: 
	untitled61: 
	untitled62: 
	untitled63: 
	untitled64: 
	untitled65: 
	untitled66: 
	untitled67: 
	untitled68: 
	untitled69: Off
	untitled70: Off
	untitled71: Off
	untitled72: Off
	untitled73: Off
	untitled74: 
	untitled75: 
	untitled76: 
	untitled77: 
	untitled78: 
	untitled79: 
	untitled80: 
	untitled81: 
	untitled47: 
	untitled48: 
	untitled1: 
	untitled36: 
	untitled46: 
	untitled45: 
	untitled51: 
	untitled39: 
	untitled37: 
	untitled44: 
	untitled43: 
	untitled42: 
	untitled33: 
	untitled32: 
	untitled34: 


