Shipping to Non-Mayo & ARUP Reference Laboratories:

Please use this guide to properly prepare specimens and paperwork for non-Mayo reference lab testing.

Your assistance in completing preparations will help ensure that there are minimal delays in getting the
specimens out and getting results back in a timely manner.

For any questions not answered by these guidelines please call MIBH Lab Customer Service at 607-547-
3866 or CLP at 607-547-3975.

MIB Lab be sure to log all specimen being sent out on the appropriate log.
On the copies of the requisitions, any field that is highlighted needs to be filled in.

Or, you may call a reference lab directly for test/shipping information using the following contact
numbers:

Reference Lab Phone # Account Number
Albany Medical Center 518-262-4549 NA

ARUP 800-522-2787 295492
Athena 800-394-4493 38728
LabCorp 800-631-5250 31513500
Mayo Medical Lab 800-533-1710 MIB-7034108
Monogram 800-777-0177 00431

Quest 800-336-3718 11204
NYSDOH 518-474-4177 NA

URMC 585-758-0510 OPT #3 50790
Viracor 800-305-5198 3855

**Please note: If a patient’s blood has to go outside the Bassett Network for testing

due to the patient’s type of insurance, it is the responsibility of the lab or clinic
collecting the specimens to arrange for transportation and to send all necessary
paperwork and insurance information. These specimens should never be sent to MIB
to be forwarded, and they should never be billed to any Bassett reference lab account.
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Transplant bloods (sent via ups)

e Always open each tube to ensure it has been collected and labeled.

e Patient identifiers are different for clots; many only require last 4 digits of SSN and patient
initials or partial name. This is ok.

e Orderin LIS as TRANBLD.

e Send a copy of the requisition. Make copy of requisition to keep on file.

e Store and ship at room temperature.

e The complete shipping address should be available on the requisition or on the container. If no
address is given, call the location where the specimen was collected. Ensure the address put on
the UPS label matches the address given, especially room and department specifics.

e Not shipped on Fridays, but should be packaged and held in processing.

e Create an entry in the non-Mayo send out log

e Save a copy of the UPS label in the UPS file.

e Create an entry in the non-Mayo send out log.

e Once specimen is shipped place on a packing list to the non-interfaced reference lab.

Stats to AMC (sent via stat LabLogistics courier)

e Process the specimens as necessary for the test(s) being performed.

e Fill out the appropriate requisition, ensuring the following information appears (all are
REQUIRED): Make copy of completed requisition to keep on file.

o 2 unique patient identifiers

Collection date and time of the specimen

Ordering provider information

Appropriate tests are check-marked or handwritten on

Tests are marked STAT as appropriate.

Include the ordering provider’s fax information as well as fax info for CLP. Clearly

indicate they should fax results STAT to both numbers.

e Order in LIS with correct test code. (If testing is being sent due to instrument at MIB being down
the original testing needs to be TNP with comment of “Testing being sent to *** for testing.”
and reordered with a miscellaneous test code.)

e Place the specimen in a clear specimen bag with the paperwork in the pocket.

e (Call LabLogistics or use the Rapid Ship interface to request a stat pickup.

o Fill out the “Special Trip” courier form including our contact information and the address of the
lab it is going to. Indicate the temperature requirements of the specimen on the form. Indicate
that it is STAT.

e Staple the form to the specimen bag and store in the courier area at the appropriate
temperature.

e Create an entry in the non-Mayo send out log.

e Once specimen is shipped place on a packing list to the non-interfaced reference lab.

e When results are received in the lab:

o When the results are received into the lab deliver STAT to Customer Service to be
scanned into LIS. If results are unable to be scanned into LIS manually fax results to
ordering doctor.

O O O O O
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Date of Regqueast

BASSETT HEALTHCARE NETWORK
Chart #: Location 1 Atwell Rd

Cooperstown, NY 13326
Patient Name Phone: (607)347-3975
Fax: (607)547-6717

Date of Birth

TINE
Ordening Provider et

DATE

Albany Medical Center Testing
|:| HAT: Heparin Antibody Test STAT
[T] Cyclosporin STAT

D Tacrolimus STAT

D Other

PLEASE FAX STAT RESULTS TO BASSETT MEDICAL

CENTER LABORATORY AT 607-547-5438

AND TO THE ORDERING PROVIDER at:

Received By:

Prepared by Houghton-Depietro, Brittany 02/21/2022 Updated 6/13/24 by Michelle Stepp




URMC (sent via daily courier pickup @ 1900%*)

e All specimens for URMC must have the URMC requisition filled out to send with the specimen.
Ensure the following information appears on the req (all are REQUIRED):

O
O

O

Patient name, male/female, DOB, MRN

Referring physician name, physician signature (if ordered in LIS transcribe the physicians
name and indicate that Electronic signature on file)

Hospital status, ID# (accn #), body site (peripheral, bone marrow or core biopsy etc.),
check appropriate boxes/mark number of each specimen type sent

Under Clinical History: Provider must fill out the diagnosis info, if electronically ordered
reprint the requisition from Epic to send with the specimens.

Appropriate tests have been check-marked

e Submit billing for this visit with every patient

e Make sure that all test are ordered in the LIS.

e Print the most recent CBC results to send with the specimens.

e Make copy of completed requisition to keep on file.

e Place all specimens into a small specimen bag and then into a large clear courier bag.

e  Fill our URMC tracking log and attach to large courier bag. This does not need to be logged on
the non-Mayo send out log

e Place the bag in the designated space for URMC pickup.

e When the courier comes in the evening, the driver will verify the log and initial the log. A CLP
person will verify and initials on the log. The yellow copy of the log will be kept in CLP in the
binder designated URMC Logs.

e Once specimen is shipped place on a packing list to the non-interfaced reference lab.

I | #Specimens: Depot
: U R L b : *STAT*
i ~ . | Collect Date: Time: By: ABN Signed: ]
& umicine a. 5 Rz AE
lismmsssssmmssnssnmmsnsnnn :
Bassett Medical Center [2BHC]
1 Atwell Rd

M Cooperstown, NY 13326

PHONE: (607) 547-3456 FAX: (607) 547-6717
0 [J(KOE14) Ko, Edwin MD

Streat Address 2 [1(enEsa) Bravin, Enc M0 L] (PLAFA) Patel, Anush MD
AN [ (cvmes) Canary, Marcy MD H(svse8) sastry, Simha MD
- LI (ChTCA) Chapman, Timathy MD L] (SRDX4) Schreiber, Daniel MD
Fhone Nomber Crart Nombar [T (D7T544) Davengert, Sa. MD [ (TAv14) Thirukonda, Venu MD
[ (Ficuas) Fisk, John MD [ eBF&) Lee, Bryan DO
Registration Information: [1 (G854 Gharia, Bharatsinn MO [](JSPEA) Jaceb, Patricia NP
Plan Code: L590 [ (GYRSA) Gnanajoty, Ro. MD  [](SIVSA) Stabinski, Vi. NP
Client Name:  BHC [T (<TD38) Knight, Danielle MD
INSURANCE BILL: hone Results to Fax Results to;
hetna Wedicaid MR Gald Ordering Providers Signature
— . - - Date of Signature
| Blus Cross/Shield _ Medicare _Other [ Diagnoss Mandatory. Signs/Symptoms or ICD10 Codes
|__Blue Choice __MvP jif ordered for screening, fist test name here and write "SCREENING” after
|_Blue Choice Medicare Send Additonal Reports To: (Ul Name/Address)
1. Primary Contract
Compliance 5 Mandatory and Regulated For the laboratory 1o bill propetly and receive payment for tests ardered
Subseribers Name on Medicare Benefioaries, speciic ICD-10 codes) or 3 descrptive diagnosis must be included on each patient for
ach test ordered i is crtcal at the diagnosis provided to the Iab is consistent with those recorded in the patient
Relationship to Subscriber: medical record on the date of servica.
SPECIMEN TYPE SUBMITTED
[ Blood O Lymph Node Tissue
[ Bone Marrow Aspirate O spleen Tissue
[ Bone Marrow Core Biopsy O other Tissue (Type: )
[ Fine Needle Aspirate O stem Cell Product

] Needle Core Biopsy. Other Tissue

STUDIES REQUESTED

Flow Cytometry Molecular Diagnostics
18240) Flow Cytometry for lymphoma/ieukemia workup ] (36680) Igkappa B cell gene rearrangement PCR HicHmr) chimerism
T1(28835) Lymphocyte subset testing (CD4/CD8) [J(38880) IgH B cell gene rearrangement PCR 1 Pre Transplant
T(29277) CD34 - Stem cell counts [[](37343) T cell receptor gene rearangement (TCRg) O Donor
]](WBZWl Paroxysmal Nocturnal Hemoglibinuria (PNH) DEZHDI ber-abl (major) RT-PCR 1 9:2  (test must be ordered STAT) ]:| Recipient
Workup (GPl-inked protein studies) [ (42253) JAK2 V617F mutation O Post Transplant
Cytogentics [ (32206 FLT-3 mutation []TD [CJcadon 835836
]](257531 Chromosome Analysis (Karotype) [ 24710) NPM1 (nucleophosmin)

[[](CEBPN)CEBPA
[ (REFLX) reflex if FLT-3 ITD and NPM1 are neg
[Ji34882) MYD&2 L265P mutation

Microarray
T 4 x 180K + SNP
T 4 x 180K without SNP
D FFPE Sample - 4 x 180K without SNP

RELEVANT CLINICAL HISTORY
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Quest (sent via Quest courier)

e Process the specimens as necessary for the test(s) being performed.
e Be sure that all testing is ordered properly in the LIS.
e Is specimen being sent to quest due to patients insurance?
o No- Enter orders into Quest Quanum
=  Fill out patient info: Patient name, sex, DOB, age, patient ID (MRN), specimen ID
(accn #), draw date, draw time
= Physician name
= Specimen type (serum, plasma, etc), temp, # tubes, total tests
= Appropriate test(s) are check-marked or handwritten on. Include Quest test ID
number.
=  Mark Bill To Insurance
=  Print patient insurance information and send with sample.
o Keep copy of completed requisition to keep on file.
e  Place the specimen into a specimen bag and place copy of the requisition in bag .
e Storein the appropriate designated quest bin in the freezer, fridge or on the counter.
e Create an entry in the Quest transport log.
e Contact Quest to schedule a pick up at 866-697-8378 Client ID of 6075473456
e Once specimen is shipped place on a packing list to the non-interfaced reference lab.
General Test Requisition ”
Name 1
Address - K or call 888-277-8T12
VERFBRT
Telsphone Account Number £F $922002
faliem Information
flastiane) [Specimen Information ] ICO Disgnosis Codes are Mandatory. Fill in the appiicable fislds bolow
'First Name) WDate Collected | Time Callectad AM| Fasting Timed Urine Collection
o e = - \IPV;; Non Fasting } me [ ML
'Patient / Insured's Address Apt.# rAﬁ’:zs:n -
Hours
Tty ‘Ste‘w [Zp Tomments (To Printon Report
O 'Male | Date of Bith (Month, Day, Year g oo " [Please Bill To: L] Patent L] Insurance L] LabCard/Select
[ *female [ | Soc. Sec. 4 ot Insured’s Name (i different from Patient) Patient Relationship to Insured
Telephone Number (9 a.m. to 5 p.m.| Patient/ Chart 1.0, [sett Clspouse[] Dependent
Palicy 1.0, Number [Include Prefix or Suffix} Group #
'Ordering Physician Information
[ Primary Insurance Name and Group Name |Employer Neme
Claims Submission Address: —
*Race: ] American n:;m:v ive Alaskan [ Asian nijanic () Black White Multiracial ) Other "anncvm = e =t}
it ( ) ‘?gﬁﬂgf¥g Physician's Name and Address or Quest Diagnostics Acct. # Physician’s Signature
ICD Diagnosis Codes 2 2 i< o r 3
(Enter All That Apply) X =
| Please (x) Desired Profile(s) / Test(s) Y PROFLE COMPONENT MAY BE ORDERED SEPARATELY
Reflex tests are performed at an additional charge. [141A (] CBCHb, Ht, WBC, REL Pk L 260136 [ Magnesium s &
PANEL/PROFILE OFFERINGS 427 L] CBCwiliff-Hgb, Het, WBC, RBC, P, Diff L | 6517X H‘M croalbumin, Rnn?Ur.v’U'\ u
315F D;M.W,pw Bx [2039%R [ CEA SR | 39685R :IP:enm”mDmun ) s:
10256F [ 20750 (] Chioride s Zz;g ﬁnlan:s 2
10165F Bx |20933E U Cholesterol, Total S Consine ‘P; 3¢ sul‘ A =
102314 px[19885R [ C-Reactive Prn:evn S SHRNE JPS[A "_‘raUd ;5
98T  [lLipid Penel 5 [21600E g Creatinine w/eGFR mS w6 CIFT(PiothrombinTisie) ‘B
1ag52x [lLipid Panol w/Reflex DLDL [364R L] Digoxin SAlSinaE Oloptr 8
10306F  [JHepatitis Panel, w/Raflex, Acute sR[51573E L EBY, CAPSIO AB, g6 s s i
16 CICHEM-SCREEN® Panel (Basic Pri B [51599W T EBV, CAPSID AB, lght S o s AR e
s54F  CICHEM-SCREEN® Panel & HDL BX usznw% ESR, Westorgren (See back -:l s 1135;(‘ EEVIJ,;:?;::I:!I RNA:llyl'lj(\ﬁ"uav Jurine
T KT oW Cl e sp 20122 Dot 5] T Ol
Panel & HOL/TIBC Fariin A (See Base)  |22997W [ Fructosamine S | 30s02¢ :I T3, Uptake s 1|:*Eix ) Chiamydia &N. gonomhoeae | ANA, TMA
760 [IHealth Profile 1 Bx, L [#32%2E [ 66T S | 0267w m Fras s
rrrrr A ctucioin Bontita 11t o 1 167777W L Glucose GY l3nasas MToinlimnridan ©
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LabCorp

e Process the specimens as necessary for the test(s) being performed.
e Be sure that all testing is ordered properly in the LIS.
e Fill out the appropriate laboratory requisition. Ensure all of the following information is included
on the requisition (all are REQUIRED):
o 2 unique patient identifiers
Collection date and time of the specimen
Ordering provider information
Appropriate tests are check-marked or handwritten on Include performing lab test code.
Informed consent has been obtained as necessary
If specimen is being sent to LabCorp for insurance reasons mark Insurance Bill
=  Print patient insurance information and send with sample.
¢ Make copy of completed requisition to keep on file.
e Package the specimen appropriately according to the shipping instructions for the test(s)
needed.
e Create an entry in the non-Mayo send out log
e Contact LabCorp at 800-631-5250 client ID 31513500 to schedule a pick up
e Once specimen is shipped place on a packing list to the non-interfaced reference lab.

= paszett Hezith Care R ey (3
“LabCorp::::ti: [Dc S ]mu

O O O O O

O M
1 ATHELL RD Bl e
To find the nearest patient DPER S THINH NY 13124
service center, visit www.  £0T7-547-3975  NYA AM531513500 AM531513500 AN531513500

labcorp.com or call 888-

LABCORP (888-522-2677). 315135000

AMS31513500 AM531513500 AMS31513500
AN531513500
CHECK D t I
;; ; 3 grsggﬂr ) ${1]1 ationts Lagal Nama (Last, First, M) Sex | Daieoi8mn  Golectontime Fasig Cotecton Date Urine hrsivol
! TP ———— ke e
"1M(H JUEILCR AC DI ® ( NPl UPIN Physcian's ID # X Patlents SS# )( Patient’sID#
(ths‘da EaNmal s vl : hysicen/modad Sigm'”é Hospltal Patient Status: [ In-Patient J Out-Patient [7] Non-Patient )

Diagnosie/Signa/Symptoms in ICD-CM format In effect at Date of Service

Patient'’s Address Phone
City State 2P

Name of Pokcy Hoider (if different from patient)

SECONDARY BILLING PARTY

PRIMARY BILLING PARTY

=
E
rrier * Insurance Carrier * @
InsisnceCarrey Pl Address of Policy Holder APT #
1D # ‘ D¢ e
a
[l City
# ty
Group # Group #
A herery e he seiase of eccal irftraaten ekt 1o e sen: Gescrited Yersh nd wmarty gzyment drecy 1s LaCan)
1 apres 10 assuTe respOsSENy Mo pa/ment of chapes Ko Laboratory Serdces thil ae nat coverd Ty my MWIT reure.
Insurance Address Insurance Address
X
Name of Insured Parson Name of Insured Person Patorts Sgracume =
MEDICARE ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE (ABN)
Relationship 0 Patient Relationship to Patent =
Refar to Detarmining Necessity of ABN Completion on reverse.
Employer Name Employer Name
OTHER TESTS/ INDIVIDUAL PROFILE COMPONENTS
“If Medicaid State Physician’s Provider # “&:’ﬂw!m TEST# JEST NAMES
A

550123 [ 1 HEY FibroSure

MICROBIOLOGY
CJENDOCERVIX [ THROAT L1 URINE
JsTooL ] URETHRA
] OTHER SOURCE:

008649 Aerchic Bacterial Culture § 87070
T L Lol aacorr L RITTEN T 28 HA TUV ;
- LT t159526 m-l-mm:- Ldinnsl) 008482 | | Fungus Cullure 7101
ORGAN OR DISEASE PANELS g 008334 ._T(nrvalmlum Aoutinet  87070(,
reverse for components ~ | 008540 Grarn Stain 87205
GE 3
feieostae, o4 86140 G| | 884267 || N LipoProte” % )| | 188132 || 6o 8 5iep Dt Nk ;m;;’w

Basic Metabolic Panel (8) eoms@

86141 G2)| | 007823 || Phenctartial Luminar®) 80186 (GEB) | 188139 [ | ot Oske iR st 5% *
") 80156 6| 007401 || Phenytoin (Diantin®) 80185 GEB) | 180810 | | Lower espirmory Cuturet 87070( 55
| 001024 || Phospnorus 84100 @ED)| | 182949 || Occuh Blood, Fecal, 1n  £2274(75)

84132 (GEL)| | 008623 | | Ova and Parasites HALH

84146 (GED)| | 008144 | | Stool Culture T aroas, iz

a4152/Go100 GED)| | 008168 [ | HrostBetackemalte  s7081(gi)

Comp Metabalic Pane! (14) &:053@

Electrolyte Panel 80051(8E
322755 | Hepatic Function Panel (7} 80076(GED
80081 @
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Athena, NMS, Viracor-IBT, etc. (sent via UPS)

e Process the specimens as necessary for the test(s) being performed.
e Be sure that all testing is ordered properly in the LIS.
e Fill out the appropriate laboratory requisition. Ensure all of the following information is included
on the requisition (all are REQUIRED):
o 2 unique patient identifiers
o Collection date and time of the specimen
o Ordering provider information
o Appropriate tests are check-marked or handwritten on Include performing lab test code.
o Informed consent has been obtained as necessary
e Make copy of completed requisition to keep on file.
e Package the specimen appropriately according to the shipping instructions for the test(s)
needed.
e Create an entry in the non-Mayo send out log
e Save a copy of the UPS label in the UPS file
e Once specimen is shipped place on a packing list to the non-interfaced reference lab.

Athena Diagnostics Neurology Client Test Requisition (September 2016) Aﬂa diagnostics
Mavy roud ol
va e ’

Patient Identification

Fields in red indicate required information
NOTE: Two forms of patient 1D must be listed on EACH specimen tube.

s Complete this requisition for direct billing to hospitals, laboratories or clinics.
If you wish to have Athena ill the i directly, Fatient Name —
H please use the Insurance Test Requisition. Patient ID # (if available)

Please note: Athena Diagnostics must bill hospitals directly for all | __ . . .
Medicare hospital inpatient and outpatient testing. =R =4 Owis
ppEccmeT S, 0O female
Who Should Athena Diagnostics Contact Age O Unknown
with Questions About this Order? " E
Mailing Address
Name C€Ntral Lab Processing
shone 807-547-3975
Phone. City State Zip

n 07-547-6717 Doay O Oce

ODay Oeve Ocel

Email

Tests Ordered
Important: Write in the test code and test rame (see list on reverse).

Code Name

ot specimen for esearct: [ ves Do

Code. Naivie ) Teonsent b the use of my

} 1CD Code ¢

Hospital/Laboratory Billing Information

(Hospital billing is required for all Medicare patients - = T
s.) Authorized Result Report Recipients
38728 Regquired Physician Information

both inpatients and outpatien

Athena Account # (If assigned)

L » 3300726128 NP1 Ui &
& Nam
Purchase Order # (if available) Addres: i
o o, Lorie Lupardo
Billing Contact City. _ State, Zip.
=ay lOTiE.lupardo@bassett.org Phann Fax o
.. 607-547-3975
Phone Ema
Fa L
Hoiaran 1. Bassett Medical Center Lab cup o OIS ____
osp "GI;BA;\:;;?I T 15 name B@SSElt Medical Center Lab
Address 98 fdiress. ) Atwell Road
City Cooperstown . Cooprstown L NY 13326
NY 13326 [} Aocsdud sichdinni il SN ¢ o LSSy || i Y
g %o Phane 807-547-3975 £, 807-547-6717

Indications for Testing (Check One)
[ Diagnostic (symptomatic) ~ [J Predictive (asymptomatic) O Prenstal O Carrier O Family Testing
Physician Attestation of Informed Consent
e

Patiest Informed

sent Form far Genetic Testing is wvailabie at AthnaDisgostkacomScnsent

Type of Specimen 3 Whole Biood O Serum [ €SF DI Muscle DI CVS: Cultured 0 Armniotic Fluid: Cultured Date Collected
data of birth, last four digits of SS&, patient ID no.

NOTE: Speci
These

of 1D st be i
Note: Tost requisitions become outdated, For the most accurate and up-ta-date test offering. please visit AthenaDiagnastics.com
Athena Dingnostics, Inc., 200 Forest Street, 2nd Floor, MA 01752 * Fax
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Eurofing
Clinical Diagnostics

Billing Information Account #: 3855
account Mame Bassett Healthcare

Contact Mame Brittany Houghton-Depietnd prone Mg, (807) 547-3275
address 11 Atwel Ave

<% Viracor

1001 NW Technology Or. = Lee's Surmmit, MO « 04086
Viacor-Eurcfins.com « Fhone: B00-305-5188 « Fax 816-347-0143

Test Request Form - Hospital/Direct

Address 2
Clty Cooperstown

State MY ap 13326

A Fieids are Required. By submiing this order, you cert¥y that fis patient or hisher legaly awthorized representative has provided informed consent for festing
and that fuls consent has heen documented In sccordance with 3ppicabie Bws.

Mame (Last, First, M) Mame {Last, First)
Patient MRM = Aess Adress 1

O Male O Famge | Cly/StdelZp Adicress 2 | Phane
Bithdate Phona City | Siagle | Ap
Hispital Accassion & =T Infection/Organism Expected

Dats Collacted I I Time Collsched c O &AW O PM

Z Abscess Fluid O C&F O Nasal Swab Z Plasma O Sputum O Trach Wash

O Amnictc Flukd O EyeSwab O Masal Wash T Pleural Flud O Synovial Flud O Udne

O Aguents Flukd O Fecal O NP Aspimhe O Recal Swab O Tissue [Chant Mo Bquid and=5mg] O ‘itreous Fluld

O BAL O Genita Swab O NP Swab O Salva Swab O Tissue [Qual. i figuid or <5mg] O 'Whoie Blood (Test on plasma)

O Bone Mamow O Mouth Swab O WP Wash O Serum O Throat Gangie O ‘Whoie Biood [Test on whole biood)

O Bronch Wash O Nasal Aspirate O Percamdial Fluid O Skin Swab 0 Trach Aspirate O Wound SeaEb |

Infectious Diseases®

Babesia duncanl WA IgG IFAY

HEW IgG*

Respiraiory Viral Paned TEM-PCR™ =

D403575 165 NGS5 Bacteral Meningiis O1i0  HBVgPCR' OA500  HSW 1/HSV 2qPCR T
01200 HCV gRT-PCR T O5316  HTLV VI PCR (Cusl) t
ur; Aderavinis gPCR ! CH300  HCV Genotyping t C3500  JCWQRCR!
D600 Aspergilius Galactomannan EIA * TH0000  HCV Genofyping wi NS3 Drug Reststance 5400 Leglonella Fanel PCR (oual) t
OBS00  Aspergiiius Pans PCR (Qua) ' C30600 HOV NS3 Drug Reslstance for Gan 1at C3E200  Mucorakes PCR (Cual)
D500  Alypical Preumanta Panel PCR (Qual) * C30E01 HCV N53 Drug Reslstance for Ganotype 101 CZ0533  Meooss Fans TEM-SCR™
e e C30350 HCV Genotyping witn NSSA Drug Resstance | CEA00  Mocardla PCR (Cual)
D300 ERV IgG A 30700 HOW NS5A Drug Reststance for Genotype 1at 02400  Morovins RT-PCR (Qual) t
C3100  Borelella pertussis Pus PCR (Qua) CEIT01 KOV NSSA Drug Resistance for Genotype 1o C1500  Panovins 513 gRCRT
CSED0  CMW QPCR T C30T0E  HCW MSSA Drug Resistance for Genofype 2 1 02000 Preumocysis Jrovec gPcR |
05600  CWV Reslstance: Ganciolov, Foscamet, Cidofouir ! C30706  HOW NS5A Drug Resistance for Genotype 3 OO0  Towoplasma gondl geCR
(Wralloar ) ChIV AR ) 30381 HCV Ganotyping with M55 Drug Resstance ! oE0 VRV gRCRT
03072 CA Reslstanca: Letermovir T (Viral Load: 30500 HCV NSSS Drug Resistance for Genotype 13t 4 Zka s RT-PCR [Qual) t
030721 CMV Resisianca: Letermnowir, Gancidowr, 30501 HCW NSSE Diug Reststance for Genotype b1
Foscamet, Cldofovir T (viral Load: } 030502 HCV NSSB Dug Reststance for Gendtype 21 C30408 Cyciosporine LC-MSMS ¢
000 Cocokkides A EIA* C3S03 KOV NSSE Diug Reslstanca for Genatype 31 T3040 Evesniimus LC-MSMS 1
BBV gPCR . 03900 HOVRTPCR (Qua)t C4901/4010  |savUconazme LC-MSMS !
Entemvins gRT-PCR ™ 3800 HEV gRT-PCR! C2804/2E10  Hraconzzole LC-MSMS 1
Fungfieif [1,3}-5eta-0-Giucan ' ORS00 HHV-E gPCR! D410 Posaconazoie LO-MSMS 1
GPP PCR Luminex (10 results) CT000  HHW-T qPCR 1T 030407 Sinoilmis LC-MSMS ¢
GPF PCR LUmines (11 resuts CH000  HHV-EqPCR T 30406 Tacroilmius LO-MSMS ¢
GPP PCR Luminex (14 results)* O1800 HN- gRT-PCR T C3301/3310  Vorkonazole LC-MSMS 1
GPP PCR Luminex (15 results]* C1901  HIV-1 Genotyplc Sequencing  (viral Load: ]
Histopizsma Antigen E14 1 D950 HN Imiegrase Genotyping T (Wiral Load: )

15000
0303560

Teest Code  Teat Mama

Immuknows Immune Cel Function Assay T
OV T Cell Immunity Panal t

085325  Babesia microt g IFAY HEW 15, IgM Pana 1 Respiraiory Bacenal Panel TEM-PCR™
0401400  Babesta microt igM and g Ab IFA 099124 HEW kgt C220000 Respiraory Pathogen Panel TEM-PCR™ =
DO30150  CG Bomella burgdoren 195 and IgM jLyme) ELESAT  DES020  HHWEE g6 IFA D290300  Respiraony Supplementsl Fanel TEM-RCR™
D5219230 Dengue IgG ! D403916  HHVEE [gM and 106 AD IFA ! C220600  IMMUEMEZARSY Panel TEM-RCR™ 1t
DS219290 Dengue Ight * O HHWE g IFA* C2209%3 Phannigits Panel || TEM-PCR™ o

DO30336  HOV gt 03294 ZIKa VInS IgM ! C230400  Upper Respiratony Panel TEM-PCR™ @
DSg202  HOW Total Andbody 1

* Tests avaliabie for Mew York sampies. Sae page B for further Infomation.
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‘ N MS ANALYSIS REQUISITION DO NOT WRITE IN THIS SPACE

200 Welsh Road, Horsham, PA 10044-2208 RESERVED FOR CLIENT LA|

(215) 6574200 - (866) 522-2206 - Fax: (215) 366-1501
www.nmslabs. com

Client Profile (Account #): 90003 Client Name:  Bassett Healthcare Network - Central Lab Process, Cooperstow
Work ID (Patient ID):
Sampile ID (Patient Mame):
Last Name ! Farst Name
Date of Birth (mm/ddiyyyy): Se  [Jpae [ remate
Collection Collection Specimen B
Date Time Type* Source
(mmiddiyyyy) (millitary}) {matrix) {e.g. CSF, joint)

If sending move than 4 samples, please include the same detarl for each sample.

" I Ueling I:‘ Random |:| 24 hour (requires volumek Volume: ______ mL

D Return Specimen (additional charga)

Tests Requested: Please place a check mark next to requested test{s).
00505P Acetazolamide, Serumi/Plasma 20798 Fentanyl and Metabolite, Blood
18588 Dirugs of Abuse (10 Panel) and Alcohol Screen,
Other Testing:
(The test code and name must be entered. Requisitions submitted without a test code will cause a delay and/or may not be ordered at a time of
receipt. If you need assistance, contact our Client Support department at 866.522 2206)
Test Cade Malrix Test Marre Test Code Matrix Tast Marme
Test Cade Matrix Test Madme Test Code Matrix Tast Madmhe

For & complete list of test offerings, visit www.nmslabs.com
If you need assistance, contact us at B66.522 2206
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Monogram (sent via LabCorp courier)

e Process the specimens as necessary for the test(s) being performed. Use lab manual to assists
with the proper processing of specimens.
e Be sure that all testing is ordered properly in the LIS.
e Fill out the Monogram requisition. Ensure all of the following information is included on the
requisition (all are REQUIRED):
o Date/time collected, date/time processed, patient name, sex, DOB, MRN, accn#
o HIV diagnosis code (obtained from LIS, ask for help from team leader or manager), HIV
viral load (obtained from LIS, look up results from latest HIV viral load)
o Referring physician, contact info
o Appropriate test(s) check-marked
Make copy of completed requisition to keep on file.
Place the specimen(s) into a Monogram specimen bag and place the paperwork in the pocket.
Store in the black box at the appropriate temperature.
Contact Monogram Client Services at 1-800-777-0177 to arrange pickup
Create an entry in the non-Mayo send out log
Once specimen is shipped place on a packing list to the non-interfaced reference lab.

004 % Monogram
= 2 345 Oyster Point Bivd S

South San Francisco, CA 04080 B=: BIOSCIENCES

;16601 615-0177 L. aaseearirarnsnnannnase
LabCarp Spedialty Testing Group

Phone: i800) 777017
vaww.monagrambio.com
Samuel H, Pepkowitz, MD, Medical Director

HIV Assays
Combination Phenotyping and Genotyping

Test Request Form
Patient Information (required)

Date Coliected: L L Time: AM P
Date Saparatac _ AN Time: AN PM
Patient Name: Last Frst M

PatientResp. Pacty Acdress

Gity = State ZIP

sec Om O¢ DOB
Patent I0 or Medical Record ¢

Referonce or Order #

Current Clinical Information
Treatment Naive L] Treatmant Experienced
HIV Diagnosis Code [REQUIRED): B20. 2 B9rss Other:

Mast Recant HIV Vieal Load: ___copiesimL  Data Collected

Hepatitis Diagnosis Code (REQUIRED): B1710 B1B2 ____ Other:

IMost Recant HCV Vil Load ujmL Date Cotected . L [

Physician Information {required]

Refacnng Prysicen: Last First I

Physician or Contact Phone #

Refecrng an Proveder WINPI ¥

zed Snatue Date

Physicisn

J PhenoSense® GT

J PhenoSense® GT Plus Integrase**
Phenotyping

PhenoSense® (dPhenoSense® Integrase

O PhenoSense® Entry
Genotyping

[J GenoSure PRIme® **

 GenoSure® MG

it for pationts with el load)
(1 GenoSure Archive® Plus Trofile® DNA (Combinstion Panel}
GenoSure Archive® DNA Sequencing PR-RT, IN
HIV-1 DNA Sequencing PR-RT Only
3 HIV-1 DNA Sequencing IN Only
QA Trofile® DNA
Tropism
0 Trofile® (for patients with viral load >1000 ¢/mL)
[ Trofile® Select (when viral load is not known)

HIV Viral Load Assays: If a viral load is ordered, any requested HIV drug
resistance or tropism assay will be performed only if the viral load
meets the minimum viral load indicated [see back of form).

O HIv-1 RTPCR Quam@
O HIv-1 RT-PCR Quant@ (w/ graph)

Other:

“Wolo: Testing may not be successhl when the viral load is <500 copies/ml plaems, If
the assay fails on the initial aftempt, HIV-1 RNA quantitation will be performed. I the
result f2 < 500 copies/imL, the viral load will be réparted and the clisnt will be biled.

Hepatitis Assays
(J Hepatitis C Virus Genotype (Subtype)
HCV Drug Resistance Assays

For Subtype 1a or 1b Only: 12 3 1b (ptesse check box)
HCV GenoSure® NS3/4A Drug Resistance Assay

O Hov NSsA Drug Resistance Assay

L HCv NS5B Drug Resistance Assay

For Genotype 3 Only:
HCV Genotype 3 NSSA Drug Resistance Assay

HCV Viral Load Assays: If a viral load is ordered, any requested HCV

Fax AdGtcral Copy 1o ATTN Fax ¥

Billing Information (required)

Chack one ba oiling type and fill cut al accompenying mfarmation. Attach a copy of
the front and rance cardis)

DOleiciont 0 8ill Medicare: Patieat Medicare ¥
Owmvo Oaore Oer0 O Medicst Group PA O Medicaid [ 3d Perny

Insured 1D
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or assay will be performed only if the viral
load meets the minimum viral load indicated {see back of form).

0 Hepatitis C vinus RFPCR Quant
Q Hepatitis C Virus RFPCR Quant (w/ graphl

Other:

Medicare Advance Beneficiary Notice of Noncoverage (ABN)
1y for information

calNecessity
guigelines. J

10



