


LEVEL TWO Identifiers 

5. Patient's Address (Street, City, State, Zip): ____________________ _

6. Insurance ID#: _____________ _

7. Patient Invoice #:
----------------

8 Ordering Provider's (or Practice's

Name: _______________________________ _ 

9. Ordering provider's address:

I 0. Ordering Provider's Phone: ____________________ _

PHI Type (REQUIRED): □ Laboratory Test results D Billing information □Laboratory Order forms 

Date(s) of Service:---------------------------------

Signature: 

I have reviewed this document and my Authorization is below. 

Name (print): ____________________ _ 

Signed: ____________________ _ Date: 
--------

(Patient) 
Or by: _____________________ _ Date: 

--------

(Patient's Representative) 
Description of Representative's Authority ______________________ _ 
(Required: Documentation of the Representative's Authority must be attached. NOTE: Parents of minors do not 
need to provide documentation.) 

Please send the requested information to the following: 

Name: Title: 
----------------- ----------------

Address:---------------------------------­

Phone: 
--------------

Or FAX: 
-----------------·-----------------

Or Email: 
---------------------------------

(Please Print) 
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