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***FOR DSHS USE ONLY***

Section 1. SUBMITTER INFORMATION (** REQUIRED, DO NOT ALTER)

Section 6. ORDERING PHYSICIAN INFORMATION — (** REQUIREL

Submitter/TPI Number ** Submitter Name **

Ordering Physician's NP1 Number **

Ordering Physician's Name *

Section 7. PAYOR SOURCE - (REQUIRED)

NPI Number ** Address **

City ** State ** Zip Code **
Phone ** Contact

Fax ** Clinic Code

Section 2. PATIENT INFORMATION -- (** REQUIRED)

NOTE: Patient name MUST match name on this form, Medicare/Medicaid card & specimen container.

Specimen must have two (2) identifiers that match this form.

Last Name ** First Name **

Ml

Address ** Telephone Number
City ** State ** Zip Code ** Country of Origin / Bi-National ID #
DOB (mm/dd/yyyy) ** Sex Pregnant?

OYes ONo [ Unknown

4.
5.

6. Check only one box below to indica. wwhethis»
Medicaid, Medicare, private insurance, or . SHS Program.

Medicaid/Medica® ‘#:

'MO". Manaad 4 Care / Insurance Company Name *

. Reflex testing will be performed when necessary and the appropriate party

. If the patient does not meet program eligibility requirements for the test

. Medicare generally does not pay for screening tes’ -pleasesrefer to applicable

O Submitter (3)
O BUS (L)

O | B Eliminatioi (1619) [ Other:

will be billed.

requested and no third party payor will cover the testing, the submitter will
be billed.

Third party payor guidelines for instructions reg¢_ ting cox red tests, benefit
limitations, medical necessity determinations and’. 'va' ced Ben{riciary
Notice (ABN) requirements.

If Medicaid or Medicare is indicated, the .vledicaid/Meai. e’ .umber is
required. Please write it in the space| ovideds L

If private insurance is indicated, the req Jilling il ormation below is
designated with an asterisk (*).

should bill the submitter,

[ Medicaid (2)
[ Medigtire (8)

[ Private Insurance (4)

1 IDEAS (1610)

Race: [0 White [J Black or African American [ American Indian /
Native Alaskan [0 Asian [J Native Hawaiian / Pacific Islander [ Other

Ethnicity: [0 Hispanic
O Non-Hispanic

Addre s

O Unknown
Date of Collection ** (REQUIRED) Time of Collection: Collected By: ity: ST Zip Code *
O Am
O Pwm
Medical Record # ICD Diagnosis Code (1) ICD Diagnosis CD Diagnosi
Code (2) Responsible Party *

Section 3. SPECIMEN SOURCE OR TYPE -- (*R7 QUIRE. " _

BAL [ Lesion (site)

Biopsy (site) O Lymph node (site)
Bronchial washings [0 Nasopharyngeal
Cervical O Pleural fluid/PLF
CSF O Sputum: Induced

g Vainal

L Other:

OooOooood

Abdominal fluid O Eye O Sputum: N yral
Abscess (site) [0 Feces/Stool [léThoracentesic uit
Aspirate (site) O Gastric "4 Tissue (site)

] 4 ound (site)

Insurance Phone Number *

Responsible Party’s Insurance ID Number *

Group Name

Group Number

“I hereby authorize the release of information related to the services described

here and hereby assign any benefits to which | am entitled to the Texas
Department of State Health Services, Laboratory Services Section.”
Signature of patient or responsible party.

Signature * Date *

Section 4. C_INIC \L S\ =iMEN

Section 8. SUSCEPTIBILITY TESTING

FOR RAW UNPROCESSED SPECIMENS;
[0 AFB Smear Only (for release from Isolatio: )

[0 AFB Smear and Culture
O AFB Smear, Culture and Direct N, A1 (2asp: atory Diagnostic Specimens Only)

FOR PROCESSED SEDIMEN| 'S GTiL Y.

For Respiratof, Diagnostic | necimen
[ Direct NAAT fi - M. t@72/Csic (NAAT ONLY — NO CULTURE PERFORMED)

Please provide the AFB sme¢ result for this processed sediment:

For AFB Smear Positive Specimen

[ Direct HPLC for Mycobacterium species, not M. tuberculosis
++++ Prior authorization required ++++
Telephone (512) 776-7342 for authorization.

Section 5. REFERRED PURE CULTURE

OReferred AFB Isolate Identification
[OMTB Genotyping Only/for Compliance
[Fungal Isolate Identification
OActinomycete, Aerobic, Identification

NOTES: Please see the form’s instructions for details on how to complete this form.

Visit our web site at http://www.dshs.texas.gov/lab/.
All dates must be entered in mm/dd/yyyy format.

Is MDR M. tuberculosis suspected?

O Yes O No

Note: Drug susceptibility tests are performed automatically on
patient’s initial M. tuberculosis isolate.

[ MTB Primary Drug Susceptibility Panel Plus Ofloxacin:

OOMTB PZA Susceptibility Test Only

OOMTB Agar Susceptibility Panel:

[JEthambutol
Oisoniazid
[dPyrazinamide (PZA)
[IRifampin
Oofloxacin

[Icapreomycin
[JEthambutol
[CEthionamide
Cisoniazid
[COKanamycin
[Jofloxacin
ORifabutin
[Rifampin
[streptomycin

M. kansasii Susceptibility Test:

[JAgar, Rifampin

FOR LABORATORY USE ONLY

Specimen Received:

[0 Room Temp. [ Cold [I Frozen

Laboratory Services Section: 1100 West 49t St Austin, Tx 78756


http://www.dshs.texas.gov/lab
http://www.dshs.state.tx.us/lab/

	***FOR DSHS USE ONLY***
	Section 7.  PAYOR SOURCE – (REQUIRED)
	NPI Number **
	City **
	  Abdominal fluid                         Eye                                              Sputum: Natural
	  Abscess (site) _________        Feces/Stool                                 Thoracentesis fluid
	  Aspirate (site) _______            Gastric                                         Tissue (site) ___________
	  BAL                                           Lesion (site) __________           Vaginal
	  Biopsy (site) _________           Lymph node (site) ______          Wound (site) ___________
	  Bronchial washings                   Nasopharyngeal                         Other: ________________
	  Cervical                                     Pleural fluid/PLF
	  CSF                                           Sputum: Induced

	     Rifampin
	 Direct NAAT for M. tuberculosis   (NAAT ONLY – NO CULTURE PERFORMED)



