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\ 13 PANEL POC TEST REQUISITION Donors nitels SPECIFM2L1Ig(I)\IOU0MBER \
Q : PRACTICE INFORMATION PATIENT INFORMATION SPECIMEN INFORMATION : Q
[ LAST NAME FIRST NAME GENDER / [
\ wl | e[ ] DATE COLLECTED ‘
Q : SSN DATE OF BIRTH : Q
‘ / / HEIGHT  WEIGHT —WECOUEGD ‘
I AWE OF INEUANGE Temperature (egd within I
oG | e
O PHYSICIAN 5-377°C(905-99. O
\ DIAGNOSIS POLICY NUMBER [Jves [ Ino \
: CODE(S) IfNO: Actual Temp :
Q : A SELECT YOUR TESTING OPTION FOR WORKERS COMP INDICATE : Q
\ L] USE Custom Profile; perform additional tests, if ordered below (1) DATE OF INJURY / / COLLECTORS NAVIE \
: ] NO POC Test Performed - Lab to perform screen and confirm by quantification :
O positive(s) and inconsistent negative(s). D ORDER SPECIMEN VALIDITY TESTING O
: B RECORD POINT-OF-CARE RESULTS & ORDER TESTS |:| PERFORM Specimen Validity Testing (Includes: Creatinine, pH, Specific Gravity and :
| NOTE: If Point of-Care result is NOT marked RECORD POC TEST RESULTS CONFIRM Nitrite) ~ (Exclude the fOHOWing tests): |
O I it will default to a NEGATIVE result. POS (+) NEG () BY LCMS I O
: AMP - AMPHETAMINE Ll U O D DO NOT PERFORM Specimen Validity Testing :
| BAR - BARBITURATES U 0 BN E PATIENT'S PRESCRIBED MEDICATIONS |
O BZO - BENZODIAZEPINES L u a Indicating a medication is this section DOES NOT constitute a test request. O
| BUP - BUPRENORPHINE O O O [ Medication list attached. |
‘ COC - COCAINE 0 O O CJACTIQ (] FENTANYL [JMORPHINE [JRESTORIL ‘
O : THC O | O [] ADDERALL [CIFENTORA [CIMS CONTIN [CIRITALIN : O
| MET - METHAMPHETAMINE | ] O [] ALPRAZOLAM CIFIORICET CIMSIR [CJROXICET |
! MDMA 0 0 0O | OAvBIEN CIFIORINAL [ NALOXONE [JROXICODONE !
O : MOP - OPIATES | ] O ] AMITRIPTYLINE [CTFLEXERIL [CINALTREXONE [CISERAX : O
I MTD - METHADONE 0 0 0 [T ATIVAN [CIFLUOXETINE [CINEURONTIN [ISOMA I
: OXY - OXYCODONE 0 0 e =LA (] GABAPENTIN CINORCO [1SUBOXONE |
[P - prencrcuone 0 b0 O | marome Oonwoewe Owonn oweamo, || ©
! TCA - TRICYCLIC ANTIDEPRESSANTS ] L] O !
I C ORDER TESTS [] CLONAZEPAM [CJHYDROMORPHONE ~ [CJOPANA [CITEMAZEPAM I
O : [] CYCLOBENZAPRINE ~ [JKADIAN [CJOXECTA [CJTRAMADOL : O
! T | et e | O o CIKETAMINE (] OXYCODONE CITYLOX !
: Drug Name SCREEN CONFIRMATION | [C] DEMEROL [CJKLONOPIN [CJOXYCONTIN [CJULTRAM :
O I ALCOHOL O - [ DIAZEPAM [CTLORAZEPAM [JOXY IR [CJVALIUM I O
: CARISOPRODOL - O [ DILAUDID [CTLORCET [CTPAROXETINE [CJVENLAFAXINE :
! CATHINONES (Bath salts®) - U (] DURAGESIC CJLORTAB CIPAXIL CIVICODIN !
O | FENTANYL - O [ EFFEXOR CILYRICA [ PERCOCET CJVICOPROFEN | O
! FLUOXETINE - O O] ELAVIL CIMEPERIDINE [1PREGABALIN CIXANAX !
| GABAPENTIN - U [ EMBEDA [JMETHADONE CIPRISTIQ [CJZ0LPIDEM |
o el - = [J ENDOCET CIMETHYLPHENIDATE (] PROZAC e
| MEPERIDINE - U OTHER ‘
\ . [
METHYLPHENIDATE (Ritalin® =
| PAROXETINE (Ritalin®) B g INDICATE IF ANY OF THE FOLLOWING APPLY: |
Q | PREGABALIN (Lyrica® o 0 [ Medicare [ Medicaid ] Commercial | O
[ PROP XYPHE(I\}Illr-Zlca ) ] Worker's Compensation [ Self-Pay [
| OPO ‘ = O PATIENT AUTHORIZATION |
| SYNTHETIC CANNABINOIDS (Spice) - O Consent/Insurance Release: | voluntarily consent to the collection and testing of my specimen and certify that |
O TAPENTADOL — O the specimen identified on this form is my own and it is fresh and has not been adulterated in any manner. | O
! certihf/)that the information provided on this form and on the specimen bottle is accurate. | futher authorize the !
! TRAMADOL - O laboratory to release the results of this testing to the ordering facility. Futhermore, | hereby authorize my insurance ‘
| veNLARAXINE Eeror - O [ pospeaecy o croee bty U Coosemcas i e aooosgrttel
O I ZOLPIDEM (Ambien®) — O insurance will send the payment direptly to me for the service proyided. Under law | agree to gndorse the insurance I O
| fcheck zncéfct)rwarcfl it ttq the I.;b V\gthlEQO céayh% 81‘ rec‘e\pt. Fa\\turebto ?_o 50 _co‘llJ\ result lnbr‘ny ?ccc#]nt ?e\?g |
: SPECIAL INSTRUCTIONS orwarded to collections. by checking oeli-ray, | agree to be Tinancially responsiple tor the tests. :
O Patient Signature: Date: O
2 ‘ PHYSICIAN SIGNATURE ‘
ﬁ I Physician acknowledges that he/she has only ordered tests that were medically necessary and relevant to the I
&) I above patient’s care. I
O : Physician Signature: Date: : O
[ PLEASE COMPLETE ALL BLUE HIGHLIGHTED SECTIONS [
O : SEE REVERSE SIDE FOR ADDITIONAL INFORMATION : O
[ [

ORIGINAL - FIRST CHOICE LABORATORY COPY CANARY - PHYSICIAN'S COPY PINK - PATIENT COPY

I 1 R



(1) If using Custom Profile, Physician must document medical necessity of
test ordered in the patient's chart per patient encounter. Medicare
defines any order(s) that does not speciﬁ%ally address an individual
patient's unique illness, injury or medical status, as not reasonable and
necessary.
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