* * G-ZB Specimen Submission Form (Sept 2017)
0 CAP# 3024401 CLIA #45D0660644 wivss = e S
l* ° T EXAS Laboratory Services Section, MC-1947 Y Eur' DY )‘l) J Jl“/ e
S P. O. Box 149347, Austin, Texas 78714-9347 . =y 156570 p .
Department of Courier: 1100 W. 4™ Street, Austin, Texas 78756 53 DSHS Bur Cuta Luislilers
State Health Services | (888) 963-7111 x7318 or (512) 776-7318
Speccmen Acquision: (512) 776-759%8 hitp://vww.dshs.texas.gov/lab
Séction 1. SUBMITTER INFORMATION — (™ REQUIRED) . Section 6. ORDERING PHYSICIAN TNFORMATION - ( REQUIRED)
Submitter/TP| Number " Submitter Name ** Ordering Physician’s NPl Number ** Ordering Physician's Name **
02180304 A PBEUTEL HLTH CTR LABORATORY
NPl Number ** Address ** . Settion?. PAYOR:SOURCE - (REQUIRED)
1264 TAMU 1. Reflex testing will be performed when necessary and the appropriate party will be
City ** State ZiplCodeiy 2, ll;mﬂfg patient does not meet program eligibility requi for the test d and
COLLEGE STAT'ON X 77843 no third party payor will cover the testing, the submitter will be billed.
Bhone ** Contact 3. Medicare generally does not pay for g tests-pli refer to o i Third
party payor guxdelines for instructions regarding covered tests, benefit limitations,
979) 458-8336 y determinations and Advanced Beneficiary Notice (ABN)
Fax ** Clinic Code requirements.
4. If N or Medi isir i, the Medi Jedicare number is requi
(979) 458-8334 = = Please write it in the space provided below.

PATIENIT INFORMATION -- (* RE_@:L"REB) ;i R 5. If private insurance is indicated, the required billing  below is desi d
QUIRED & MUST match name on this form, Medi i peci i with an asterisk (*).

NEJTE: Paﬁent name Is

Specimen must have two (2) identifiers that match this form. ’ 6. Check only one box below to indicate whether we should bill the submitter, Medicaid,
E Tast Name(" TFimtNama ** ™ e, private Insurance, or DSHS Program.
' [ Medicaid (2) 1 Medicare (g)
Address ¥ {Telephone Number Medicaid/Medicare #:
i [ Submitter (3) [ Private Insurance (4)
T City** T State’™ | Zip Code *, Country of Origin / Bi-National ID # © D BIDS (1720) D TIPP (5144)
[J BT Grant(1719) 1 Titex (12)
| DOB (mmiddiyyyy) ** ¥ SSN Pregnant? [J Hiv/STD (1608) 1 Title xx (13)
' ) [dves [dno [ unknown [0 1pEAs (1610) [0 TxcLeep (g
D White D Black or African American D Hispanic D Immunizations (1609) D Zoonosis (1620)
Race: [ ] American Indian / Native Alaskan Asian Ethnicity: [ Non-Hispanic [ Refugee () [J other
D Native Hawailan / Pacific Islander D Other D Unknown I:l TB Elimination (1619)
{Date of Collection ** (REQUIRED); Time of Collection D AM Collected By HMO / Managed Care / Insurance Company Name *
[Jem
ak-Record: N/ | Allen#/CUI/CDC ID Previous DSHS Specimen Lab Number Address *
ICD Diagnosis Code ** (1 ICD Diagnoslis Code ** (22) l ICD Diagnosis Code ** (3) City * ‘ State * l Zip Code *
Date of Onset © Diagnosis / Symptoms @ ' Risk Responsible Party *
D inpatient Outpatient [:I Outbreak association: © D Survelllance © Insurance Phone Number * Responsible Party’s Insurance |D Number *
oo - sedtioh 3. SPECIMEN/SOURCE OR TYPE = ("REGUIRED) : SR Group Name Group Number
O Abdominal fluid O Feces/stool [ sputum: Natural
' : “I hereby authorize the release of Information related to the services described here and
D Abscess (site) D Gastric D Throat swab hereby assign any benefits to which | am entitled to the Texas Department of State Heaith
[ Blood [ Lesion (site) [ Tissue (site) 5 Services, Laboratory Services Section.”
ignature of patient bl 5
[ Bone marrow [ Lymph node (site) O urethral LA S G
[ Bronchial washings (] Nasopharyngeal Urine
[ cenvical [ Piasma [ vaginal |_signature * ‘ Date*
D csF D] Rectal swab O Wound (site) | Sections. MOGEGULARSTUDIES
) § PFGE
[ Endocervical [ serum [ other: PCR: O for
[ Eye [ Sputum: Induced [0 Bordetella Pertussis, Parapertussis, and O  Other:
&2 Lo . 7 'Section 4. PARASITOLOGY | Bordetella holmesii detection, real-time
(] Cryptospondlum/Cyclospora Exam O  Microfilaria Exam @ [J Cyclospora Identification
[0 Fecal Ova and Parasite Exam [0  Microsporidia Exam [0 Malaria identification
[0 Malaria/Blood Parasite Exam @ [0  Worm Identification @ O Norovirus
[0 Schistosoma/Urine Parasite Exam @ I:l Other: | Secti WIRED/RE ‘
05 § ] Corynebactenum d|phther|ae ]
O E. coli 0157 or other STEC serotypes @
inical specimen: iti ification: o ) ) ) )
Clini ecim Definitive Identification. O  EHEC, shiga-like toxin assay (shig orod Eech coll)©
[0 | Aerobic isolation O Bacillus [] Campylobacter [0 _ Haemophilus influenza (from sterie sites and <5 years old) @
[ | Anaerobic isolation [0 Enteric Bacteria O Listeriao
[0 | Culture, stool [0 Gram Negative Rod 0 Neisseria meningitidis (from sterile sites or purpuric lesions) @
[J | Diphtheria Screen [0 Gram Positive Rod [0 Outbreak stool culture ®
Z GC/CT, amplified RNA probe [0 Group B Streptococcus (Beta Strep) [0 Salmonellae
[ | Haemophilus, isolation [0 Haemophilus [0 Shigellae
[J | Toxic shock syndrome toxin | O Legionella [0 Staphylococcus aureus (VISAVRSA) @
assay (TSST 1) O Neisseria O Streptococcus pneumoniae (from sterile sites and <5 years old) ©
Pure culture: [0 Pertussis / Bordetella [0 Vibrio cholera @
L] | Anaerobic identification [0 Staphylococcus [0 Vibrio sp. @
[ | Organism suspected: [0 streptococcus | [ Other

NOTES All dates must be entered in mm/dd/yyyy formal  For cuilture ID or typing, please provide biochemical reactions on reverse side of form or attach copy of bmchemrstry printout. Each test section (ex. Bacteriology)
form and speci Please see the form's instructions for details on how to complete this farm. Visit our web site at http://www.dshs texas.gov/lab/.
@ Prowde paﬂent history on reverse slde of form to avoid delay of specimen processing. @ = All fields indicated in Section 2 must be completed, if available,

FOR LABORATORY USE ONLY: Specimen Received: [ Room Temp. [ Cold ll'-':rjozen



