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INSURANCE INFORMATION MUST BE COMPLETED OR WILL BE PROCESSED AS SELF-PAY OR PHYSICIAN-BILL
Please provide a diagnosis code for all tests
ordered as supported by your patient’s records.

For any patient of any payor (including Medicare and Medicaid) that has a medical necessity requirement, you should only order those
tests which are medically necessary for the diagnosis and treatment of the patient. Those tests with * may require a signed ABN.
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