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FACE ALL PARTS; PERF AS SHOWN; SCREENS 8%, 25% & 60%

4142 S Mingo Rd Tulsa, OK 74146
WWW.RMLONLINE.COM

(918) 744-2500
(800) 722-8077

CALL

FAX
STAT

Note:
All tests marked with the Frequency  symbol
must have a signed ABN accompany the requisition.

PATIENT INFORMATION Please Provide All Information below (Name on Requisition MUST Match Name on Specimen EXACTLY!)
LAST NAME (Please Print Legibly)

PATIENT ADDRESS

COLLECTION DATE:

FIRST MIDDLE

CITY

TIME:

PATIENT SS#

STATE

PATIENT MRN.

ZIP CODE

A.M.
P.M.

Fasting
Non-Fasting

SEX

M F
HOME PHONE

DATE OF BIRTH

NAME OF GUARANTOR:

[ MM / DD / YYYY ]

REQUESTING PHYSICIAN [Last Name, First Name]

CONSULTING COPY TO PHYSICIAN(s) [Last Name, First Name]
(COMPLETE MAILING ADDRESS or FAX NUMBER is REQUIRED to SEND a CONSULT REPORT)

RML ANALYZER PANELS / CUSTOM PANELS / OTHER TESTS NOT LISTED / ADDITIONAL DX DIAGNOSIS CODES

BILLING INFORMATION (Required)

BILL: PROVIDER/
OFFICE

PATIENT/
INSURANCE

Please provide a photo copy of
the patient’s insurance card(s)

PRIMARY INSURANCE CARRIER

POLICY/ MEMBER/ MEDICARE NUMBER

GROUP NUMBER/ PERSONAL CODE

POLICY HOLDER

EMPLOYER

2nd - INSURANCE CARRIER

2nd - POLICY/ MEMBER/ MEDICARE NUMBER

2nd - GROUP NUMBER/ PERSONAL CODE

2nd - POLICY HOLDER

2nd - EMPLOYER

Indicate if reason for visit is related to Hospice Care:

Provide the Name of Hospice:

YES NO

1. 2. 3. 4. 5. 6.

Link each DX code above to the test by writing the box number next to the corresponding test name.
Physicians should only order tests which are medically necessary for the diagnosis or treatment of the
patient. Medicare will not pay for screening tests.

FOR LAB USE ONLY

SPECIMENS RCV’D

LAB ID:

RCV’D TIME/DATE:

Un-Spun

Red/Gray(SST)

Gold(SST)

Red

Lavender

Green (PST)

Dk Green

Blue

Gray

Navy

Pink

Yellow ACD

Blood Culture

Urine
Lid Color

Cup
Jug

Mono V
Occult Blood

Slide

Stool

Swab

Color

Aptima Swab

Pour off

Spec Type

ICT Kit

Other:

9-2019

Specimen Labeling Instructions:

To comply with National Patient Safety
Guidelines, all specimens submitted must
have the patients first name, last name and
unique second identifier. The barcodes
provided on the front should be used as the
second identifier.

Write in the patient’s full name on each
specimen tube submitted.
Use 1 barcode label for each specimen
submitted. Place the barcode label
vertically on the specimen, being careful
not to cover up any of the patient’s name.
Do not use left over barcodes from any
requisitions.

1.

2.

3.

Any Questions? Please call us at:
(918) 744-2500 or (800) 722-8077

Provider signature:
The tests that are ordered within this requisition are medically necessary for the
treatment of this patient.

Completed by:

AFFIXED LABEL

2096934-1.indd   1 6/19/19   2:19 PM

Test Name Test Code 

6907557SARS-CoV-2 by PCR

Provider Name _______________________
Please Print




