
Patient Information
Legal Last Name:
First Name:                                                                                    MI:
MRN/ Patient ID:
DOB:                                                       
Address:
City, State, Zip:
Phone #:   (             )
Race:                                                      
Ethnicity:
Sex:  [    ] Male  [    ] Female

Specimen Information
Collection Date:                                      Time:                    [    ] AM   [    ] PM
Collected By (full name):
Storage Temp:  [    ] Refrigerated    [    ] Frozen    [    ] Room Temperature  

Parent/Guardian  /  Billing Information
Guardian Legal Last Name:
Guardian First Name:                                                             MI:
Patient Relationship:
Guardian Contact Phone #:  (             )
Subscriber Legal Last Name:
Subscriber First Name and MI:
Subscriber DOB:                                       Sex:   [    ] Male  [    ] Female
Subscriber Social Security #:
Subscriber Phone #:  (             )
Subscriber Address (if different from patient):

Insurance Co. Name:
Policy #:                                                   Group #:
Insurance Address:
Secondary Insurance Co. Name:
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Test Physician
123 Happy Doctor’s Way

Well City, OH 43225
P: (614) 555-1234  F: (614) 555-5678

Please Mark Billing Option:
Patient Bill: _____     /   Client Bill _____

700 Children’s Drive, Columbus, Ohio 43205
P: (614) 722-5477 / (800) 934-6575
F: (614) 722-5478 / (877) 722-5478 
NationwideChildrens.org/Lab

Area 1: Patient Information 
Print legibly patient’s full last name, first name and 
middle initial, date of birth, address, phone number, 
race, ethnicity, sex.

Area 2: Parent/Guardian and Billing Information 
(when Billing the Patient’s Insurance)
Print Guardian/Parent’s last name, first name and 
middle initial, patient relationship, guardian contact 
phone number. 
Print the insurance subscriber’s last name, first 
name and middle initial, subscriber’s date of birth, 
subscriber’s sex, subscriber’s social security number, 
subscriber’s phone number, subscriber’s address (if 
different from patient), insurance company’s name, 
insurance policy and group number, insurance 
address and secondary insurance name. 

Area 3: Specimen Information
Print the date and time the specimen was collected, 
the collector’s full name, first and last, and the 
temperature at which the specimen was held before it 
was received in the lab.

Area 4: Test Menu Selection
Mark an “X” in the appropriate boxes for requested 
testing. Custom test(s) is an area reserved for 
frequently ordered tests by a physician. If a test does not appear on the list it can be hand printed in the blank area 
of the requisition. Do not overlap your “X” onto tests above or below your test selection.

Area 5: Diagnosis/ICD-10, Physician Signature
Print the Diagnosis/ICD-10 codes. This information is needed for registration, documentation of medical 
necessity and billing purposes. The physician or authorized staff must then print his/her name and then sign and 
date in order to confirm the order for laboratory testing.
Area 6: Barcode Specimen Labels
Use the barcode labels to attach to the patient’s specimen and include the patient’s full name on the label as well.

Important Information to Know:
At a fundamental level, there are specific pieces of information the laboratory needs before they can analyze a 
sample. Missing or incomplete information can lead to false or misleading data, misidentifying a sample, and 
other laboratory inefficiencies and are the major sources of pre-analytical error that affects the quality of total 
testing process and influence patient safety and outcomes. All of our requisition fields are mandatory fields that 
must be filled in clearly, completely and concisely. Missing patient information often results in a phone call to 
your office staff requesting the missing information which could delay treatment.  
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