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Barnes-Jewish Hospital Department of Laboratories (Back)

TEST COMBINATION / PANEL POLICY

Barnes Jewish Hospital Department of Lab policy is to provide physicians, in each instance, with the flexibility to choose appropriate tests to assure that the convenience of ordering test
combinations/panels does not distance physicians who wish to order a test combination/panel from making deliberate decisions regarding which tests are truly medically necessary.
All the tests offered in test combinations/panels may be ordered individually using the request form.

In an effort to keep our clients fully informed of the content, charges and coding of its test combinations/panels when billed to Medicare, we periodically send notices concerning test
combinations/panels, as well as information regarding patient fees for all services. We also welcome the opportunity to provide, on request, additional information in connection with our
testing services and the manner in which they are billed to physicians, health care plans, and patients.

The CPT code(s) listed here are in accordance with the 2010 edition of Physicians' Current Procedural Terminology, a publication of the American Medical Association. CPT codes are
provided here for the convenience of out clients; however, correct coding often varies from one carrier to another. Consequently, the codes presented here are intended as general
guidelines and should not be used without confirming with the appropriate payor that their use is appropriate in each case. All laboratory procedures will be billed to third-party carriers
(including Medicare and Medicaid) at fees billed to patients and in accordance with the specific CPT coding required by the intermediary. CPT codes 80002-80019, previously used for
automated multichannel testing, have been eliminated as of January 1, 1998. New organ or disease panel CPT codes will be used instead, as noted below. Microbiology CPT code(s) for
additional procedures such as susceptibility testing, identification, serotyping, etc. will be billed in addition to the primary codes when appropriate. Barmes Jewish Hospital will process
the specimen for 2 Microbiology test based on source.

ORGAN or DISEASE ORIENTED PANELS

Carbon Dioxide Complete Blood Count Albumin
Chloride Hepatitis B surface antigen (HBsAQ) Bilirubin, Total
Creatinine Rubella Antibody IgG Alkaline Phosphatase
Patassium RFR AST (3GOT)
Sodium Type and Screen ALT (SGPT)
Urea Nitrogen Bilirubin Direct
Glucose 20061 Lipid Panel Protein Total
Calcium Cholesterol Total
High Density Cholesterol (HDL) 81003 Urine Flex w/Cullure
80051 Eleclrolyies Panel Triglycerides Urine Macroscopic - 81003
Carbon Dicxide Urine Macroscopic (if indicated) - 81015
Chloride B0O0G Urine Culture (¥ indicated) - 87086
Potassium Albumin
Sodium Calcium Urine Reflex
Carbon Dioxide Urine Macroscopic - 81003

20053 Comprehensive Melabolic Panel Chloride Urine Macroscopic (if indicated) - 81015
Albumin Creatinine
Bilirubin, Total Glucose
Calcium Phosphate
Carbon Dioxide Potassium
Chloride Sodium
Creatinine Urea Nitrogen
Alkaline Phosphatase
Potassium 80074 Acute Hepalilis Panel
Protein, Total Hepatitis A AB IGM
Sodium Hepatitis B Core AB IGM
AST (SGOT) Hepatitis B Surface AG
Urea Nitrogen Hepatitis C AB
Glucose
ALT (SGPT}

Indicates Reflex Testing Refer to Laboratory Test Catalog

AFP PROFILE FOUR
AFP - 82105
Estradiol - 82677
hCG - 84702
Inhibin - 86336
AFP PROFILE
AFP - 82105
Estradiol - 82677
hCG - 84702
AFP ONLY
MSAFP - 82105

ANA REFLEX (ANTI-NULEAR AB)
ANA Screen - 86038
ANA Titer (if gopropriale) - 86039
ds-DNA (if appropriate) - 86225
ANT] ANA QUALITATIVE
ANA Screen - 86038
ANA Titer (if gopropriale) - 86039
- 85027

(No Automnated Differential)

+ Hematocrit

+ Hemoglobin

+ Indices

+ Platelet Count

+ RBC

+ WBC

Prabe Amp C. Trachomatis - 87491
Prabe Amp N. Gonarrhosae - 87591

85025

COMPLETE BLOOD COUNT (CBC}
(With Automated Diferential & Platelet Count)

+ Five Part Differential
+ Hematacrit

+ Hemoglobin

+ Indices

+ Platelet Count

+ RBC

+ WBC

CUITURE, AEROBE (ROUTINE}
CPT Code is dependern on specimen lype.

Routine stool (enteric) culture look for Salmonella and Shigella — 87045
Routine stool (enteric) culture look for additional pathogens - 87046
Routine culture (any source except blood, stool, or urine) - 87070
Routine urine culture {no growth on culture) - 87086

Routine urine culture (growth on culture) - 87088

CULTURE, VIRAL
Culture, Viral - 87252

Shell vial ID each - 87254x2

+ Protein Electrophoretic fractionation and quantitation 84165
+ Immunoglobulin free light chains (if appropriate) 83883 X2
+ Immunofix electrophoresis (if appropriate) 86334

+ Protein Electrophoretic fractionation and quantitation 84165
+ Immuncfix electrophoresis (if appropriate) 86334

O& P EXAM SCREEN
Cryptosporidium Antigen - 87328
Giardia Antigen - 87329

Request O&P Complete Microscopic if
comprehensive exam is needed

ADDITIONAL CPT CODES
Q&P Smear & |dentification - 87177
Trichrome Stain - 87209

Thyroglobulin - 84432
Thyroglobulin Ab Screen - 86800

THYROID FUNCTION CASCADE
TSH - 84443

FREE T4 (i appropriate) - 84439
IYPE AND SCREEN

ABC Typing - 86900

Antibody Screen - 86850

Rh Typing - 86901



Cytology Laboratory Requisition

CYTOLOGY LABORATORY REQUISITION PHONE: (314) 362-1470
B'\R%\NSH Department of Laboratories - St. Louis, Missouri 63110 FAX: (314) 362-5735
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NAME E PATIENTS ADDRESS cITY STATE e PHOME
=
&
ADORESS REFERENCE # DIAGNOSIS
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o
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Liguid Based

Source: ( wAll That Apply] e 3

O vagina O screening 01 sade O uquid Pap RESPIRATORY GASTRIC:

O Ectoce O Diagnostic 02 Sedes O Liguid Pap with HPY

O Endocervie CEC Brush 03 sides O Liquid PapHPY Dsputum O eRUSHING

[m] IFl?linrera: o O Mare Than 3 dides Refiex Cnly™ [JsPuTUM, POST BRONCH. OwasHING

terine Sample
S (L P p— LJBRONCGHIAL WASH ESOPHAGEAL:
[JBRONCHIAL BRUSH O erusHING
Menstrual Status: LMP (REQUIRED) OeAL CIWASHING
URINE O
] FINE NEEDLE ASPIRATION
O Regular [JlIrregular [ Pregnant [J Post Partum [ Lactating [ BLADDER (VOID) se.
O Perimenopausal O Postmenopausal [0 Post Hysterectom [l eLADDER (CATH '
P P e y { ) CIBILIARY TRACT MALIGNANCY

Conlraceptive Uss? Owe  Owo On  Oom CJURETER FISH TESTING

“ontraceptve Lse ( | armonal e
Other Hormonal tharapy? D NO D YES I:I RENAL PELVIS D ANAL RECTAL CYTOLOGY
Abnarmal bleeding? Owno  Oves [ FISH BLADDER CA O OTHER (SPECIFY)
Frevious atypical ctology? * Ono Oves FLUIDS
Pravious umar? * D_NU D YFF., D PERICARDIAL FLUID
Treatment History Owe  Oves
Infection Histary Ono  Oves LIPERITONEAL FLUID
Other Clinical Conditions D MO D YES D PLEURAL FLUID
* IF YES: type if known [ CEREBROSPINAL FLUID
"THEV tasting will be parformad as a reflax order on any hgud pap with a eyiologic diagnoss of atypical D PELVIC WASHING
squamous cells of undetermined significance (ASCUS)

Cervicovaginal Cytology (Pap Smear) Dizsclaimer

The Pap smear is a screening test used to detect cervical cancer and its precursors, it is not a diagnostic procedune. False negative and false positive results do occur. Pap smear results should be interpreted in the context

of pertinent clinical information and biopsy results as indicated

CLINICAL DIAGNOSIS AND HISTORY:

CLIA 2600438672

CYTOLOGY

CYTOLOGY #




Surgical Pathology Tissue Exam Request

H

|EIR HealthCare™
Dat } Tim -}
ACCOUNT INFORMATION
HEME
ADDRESS
oy STATE P
PHONE

CORDERING PHYSICIAN

Department of Laboratories
SURGICAL PATHOLOGY TISSUE EXAM REQUEST

St. Louis, Missouri 63110+ (314) 362-0122

PATIENT'S NAME (LAST) FET) ™| SEX

DATE OF BIRTH | PATIENT'S 55
Mo | [y | R

PATIENT'S ADDRESS Ty STATE il PHONE

" PATIENTS RELATIONSHIP TO RESPONSIBLE PARTY

FEFERENCE # DIAGHOSIS

W 1-SELF @ 2.SPOUSE
SOCIAL SECURITY (INSURED S5#):

E3.CHILD m4.OTHER

NAME OF RESPONSIBLE PARTY (IF DIFFERENT FROM PATIENT)

ADDRESE OF RESPONSIBLE PARTY DATE OF BIFTH
Mo DAY 1l

| |

BILL T STATE IIP
CAACCOUNT CIPATIENTANSLRANCE 1 ALTERNATE
MEDICAID # SIATE [ MEDICARE # (INCLUDE PREHXSLEHY) O PHIMARY MEDICAHE HETIHEMENT DH DISABILITY
O SECONDARY DATE
SENDADDITIONAL BOPY OF FEPORT 10 INSURANCE COMPANY NAME FLAN CARFIER CODE
CLIENT NUMBER/PHTYEICIAN NAME PHONEFAX NUMBER
SUBSCRIBER / MEMBER # LOCATION GROUF #
FHYEICIANE ADDRESS CITY, ETATE, IF 8
ST I =4 INSURANCE ADDRESS PHYSICIANS PROVIDER #
. AN Mo | DAy | ] C_I:|
- i %] oY STATE P
BT FLGISTRATION # z 3 i
REGISTERED EMPLOYER'S NAME QR NUMBER WORKER'S COMP
BY ‘ OYE ONOD
CLINICAL HISTORY AND DIAGNOSIS:
Patient has metastatic disease? [JYes [JNo [JUnknown []Nat Relevant
OB/GYN: Last Menses: Date Ovulation: G: P: AB: Hormone RX:
OPERATIVE PROCEDURE AND FINDINGS:
] RUSH (Biopsy only — Must be received prior to 11:00 am Monday-Friday for same day processing)
SPECIMEN: (SPECIFY SITE)
Number of specimens submitted (jars):
List specimens here (including SITE of Biopsy):
SUBMITTING MD
{Please Print
Clearly} LAST NAME FIRST NAME MICOLE
ADDITIONAL Additi | Report To:
BEPORT TO: {Please Clearly) LAST NAME FIRST HAME MIDDLE
12116 (120808 LAST NAME FIRST HAME MIDDLE




Prenatal Testing Requisition

PRENATAL TESTING REQUISITION

BARNES;’{E'EWIS.I_i FBR FOUNDATION FOR BLOOD RESEARCH
- ACCOUNT INFORMATION /T1
; m Shipping Address:
NAME ! 8 Science Park Road
HieahbCare™ Scarborough, ME 04074
ADDRESS : :
Clinical Chemistry Tol: (207) 8834151
. el -
1 Barne_s - Jewish Hospital Plaza 1.{‘:;00.539.5305
oy STATE 2P St. Louis, MO 63110 FAX: (207) 883-1527
www.fbr.org
PHONE (314) 362 - 1127
ORDERING PHYSICIAN'S SIGNATURE & UPIN SSN PHONE
DUPLICATE REPORT TO PATIENT NAME: LAST, FIRST MIDDLE
[BiLLTO:
DATE OF BIRTH SEX
[] ACCOUNT [ PATIENT/INSURANCE _ [[] RESEARCH M F
SAMPLE TYPE SAMPLE DRAW DATE
ACCOUNT PATIENT ACCT i
INSURANCE COMPANY NAME MEMBER ID GROUP# D Serum E] FIUId
REFERRING DOCTOR TIME ] AM
[ PM
INSURANCE ADDRESS INITIALS
BJC REGISTRATION # ACCESSION NUMBER
CITY STATE ZIP
REGISTRATION
|EMPLOYER NAMEEMPLOYER # TNSURED SN (IF NOT PATIENT) DIAGNOSIS text or ICD# codes REFERENCE NO.
[[] CARE PARTNERS [[] HEALTH PARTNERS [[] OTHER (complate below) RELATIONSHIP
TO INSURED
] SELF
4 1 1 1 1 L1 1 1 1 1 1 | |state = SPOUSE
MEDICAID NUMBER =1

MEDICARE NUMBER SUFFIX

CHECK TEST(S) REQUESTED

SERUM AFP STUDIES (complete part A)

[] AFP PROFILE FOUR  (AFP, Estriol, hCG, Inhibin)

[] AFP ONLY - for Neural Tube Defect screening only

AMNIOTIC FLUID STUDIES (complete part B)

[ ] AMNIOTIC FLUID AFP
Plus reflexive ACHE and Blood Contamination studies if indicated

|:| Omit reflexive testing and associated additional charges

[ ] ACETYLCHOLINESTERASE (ACHE) priority study
Includes amniotic fluid AFP and Contamination Studies if indicated

SST FOR BLOOD STUDIES

PART A

Isthis testarepeat? Y N

DEPENDENT

Cigarette smoker? Y N If yes, how many per day?

LMP date: / / U/S date: / / GA on U/S date: wks. days (] Check box if by BPD.
Height: Current weight (Ibs.): Race: [ Caucasian [] Black [] Other
Pregnancy History:  Vaginal bleeding this pregnancy? Y N Insulin dependent diabetic prior to this pregnancy? Y N

Multiple pregnancy? Y N If yes, number of fetuses:

IVF this pregnancy? Y N If donor egg, age of donor:

Has the patient had...
O Previous pregnancy diagnosed to have Down syndrome? Y
Amniocentesis? or L) cvs?  date s/ Family history: Spina bifida, Anencephaly, or Hydrocephaly? Y
[ First trimester test for Down syndrome? date / / If yes, describe:
1 PART B

REASON FOR AMNIOCENTESIS

D Elevated serum AFP
|:| Screen positive for DS
[] Advanced maternal age

[:I Abnormal /S (explain)
[] History of NTD
[:l Other (specify)

D History of chromosome disorders

COMMENTS

LMP date: — If U/S,

___ wksGAondate: [ [

This specimen is: [] supernatant [] whole fluid

Is it blood stained? Y N

FBR COPY

Vers. 3/08



Molecular Diagnostic Laboratory Request for DNA Studies-Medical Genetics

MOLECULAR DIAGNOSTIC LABORATORY
Washington University School of Medicine
Barnes-Jewish Hospital-North Campus Room 2320
Mailstop #90-35-709

BARNI%WISH

COLLECTION INFORMATION:  [_]av [ ]FM

DATE TIME INITIAL S 216 South Kingshighway, St. Louis, MO 63110 H
RS COUNT FGRNATON (314) 454.8685; (314) 454-7601; FAX (314) 454.7616 Request For DNA Studies
URL: http://pathology.wustl.edu/patientcare/moldiagnostic.php MEDICAL GENETICS
NAME THIS SECTION FOR LAB USE ONLY |
ADDRESS PATIENT WO, SPEC REGISTERED VERIFIED
1n] } RECEIVED } BY } BY }
ciry STATE P PATIENT LAST NAME OR 104 FIRST . DoB SEX
PHONE
ADDRESS SEN
FAX
CITY STATE ZIP FHOME
CORCERING PHYSICIAN
SECOMND REPORT TO ICDg CODE} REFERENCE NO }

ACCOUNT PATIENT ACCT ReseARcHACCT | [ Medicare [Imedicaid [l CARE PARTNERS [CJPARTNERS HMO
I0# ALPHA Code Oewe OotHer
INSURANCE CO 1D.#
ADDRESS CRFP#&
e "

NOTE TO PHYSICIAN: When seeking payment from Medicare or Medicaid, Physicians should only order tests that are medically necessary for the diagnosis
or treatment of the patient, for instance, Medicare does not cover routine screening, testing that is investigative” or research use only, testing with quantity
limits.

Laboratory Use Only:

Specimen Condition: Tube Type:
[JEDTA
ecimen Number:
% OACD
Date Received: Time Received: [JOTHER:

For Children: Father's Name: City:
Mother's Name: State:

Zip Code:

Diagnostic Test:

[J Angelman Syndrome (5944)

[ Beckwith-Wiedemann Syndrome (5945)
[] Cystic Fibrosis (5805)

[ Factor 5 Leiden (FVL) Mutation (5946)
[ Fragile X Syndrome (5847)

[] Prader-Willi Syndrome (5944)

[ Prethrombin (Factor 2) Mutation (5953)
[0 RET {(MEN2Z/FMTC) Comp (5793)

[ RET Follow-up (5794)

[ Russell-Silver Syndrome

CILCHAD (5934)

1 MCAD (5909)
Reason for Study: [] Diagnostic Testing
[J Has genetic counseling by an authorized person been offered? (5946, 5953, and Warfarin exempted)

[ Fragile X-Associated Tremor & Ataxia Syndrome FXTAS (3392)
[1Warfarin Sensitivity (CYP2C9, VKORCI)
[1Carrier Detection  [] Prenatal Diagnosis  [] Routine [ STAT
[1 Has informed consent been obtained from the consultant and/or guardian?
[ Has genetic counseling by an authorized person been offered?

For CF Study Only: Ethnic Origins:  Father: Mother:

Please enter a short pedigree and any other clinical information below

1211-008 (07/28/09) Page 1 of 1

DNA STUDY/MEDICAL GENETICS



Molecular Diagnostic Laboratory Request for DNA Studies-Oncology

MOLECULAR DIAGNOSTIC LABORATORY
Washington University School of Medicine
Barnes-Jewish Hospital-North Campus Room 2320

BAR oIS

COLLECTION INFORMATION: [ _|am  []Pm Mailstop #90-35-709 A Healih Care
JATE TIME INTIALS 218 South Kingshighway, St. Louis, MO 63110 Request For DNA Studies
S CCOUNT TNE ORATION (314) 454-8685, 454.7601; FAX (314) 454-7616
URL: http://pathology. wustl.edu/patientcare/moldiagnostic.php ONCOLOGY
plAME PATIENT INFORMATION
I PATIENT LAST NAME OR ID# FIRST D06 SEX
ADDRESS
ADDFESS SEN
Ty STATE Pl
PHONE Iy P FHONE
NARRATIVE N
i DIAGNOSIS REFERENCE NO }
CROEFIE PRTSIGAT BILLING INFORMATION } plto:  [Jaccownt  [Jpament  [Jinsurance  [JRESEARCH ACCT.
— : O Medicare O Medicad I CARE PARTMERS I PARTNERS HMO
SECOND REPORT T0 1D # ALPHACode _ [JGHP O OTHER o
INSURANCE CO 1D #
ACCOUNT PATIENT ACCT RESEARCHACCT. [ ooree o
INSURED NAME \
{F NOT PATIENT) PLAN NAME
BATIENT } NO._SPEC
D RECEIVED
REGISTERED } VERIFIED
BY BY

limits.

NOTE TO PHYSICIAN: When seeking payment from Medicare or Medicaid, Physicians should only order tests that are medically necessary for the diagnosis
or treatment of the patient, for instance, Medicare does not cover routine screening, testing that is “investigative™ or research use only, testing with quantity

Laboratory Use Only:

Specimen Condition;

Specimen Number:

Date Received:

Time Received:

[0 BCL2 (t(14;18)) (5859)

[ Alveolar Rhabdomyosarcoma
Translocation (PAX) (5958)

O] BCR/ABL1 (ALL, CML) qualitative (5441)
[ BCR/ABL1 (CML) quantitative (5442)

[ PE T Lymphocytes
] PB Myeloid cells
] Lymph node

] Other:_

[] Patient [-] Donor for:

[ Pre-BMT ] Post-BMT

] Allogenic [ Autologous

Sample Type: Tube Type:

0 BM [ Sodium EDTA
[] PB Whole [ ACD

[ Paraffin Embedded
[] Frozen
[1Other:_

[ Desmoplastic Small Round Cell Tumor
Translocation (DSRCT) (5954)

[0 Dyskeratosis Congenita (hnTERC) {5500}

[J Ewing's Sarcoma Tranglocation
(EWS, PNET) (5956)

[ FLT3 (5951)
[ IGH Hypermutation (IGHY) {5515)

[ IGH Rearrangement (B cell Clonality)
(5856)

[ JAKZ (VB1TF)

0 NPMA1

) PML-RARe (t(15;17)) (5708)

[ Post-BMT STR Engraftment (5796)

[0 Post-BMT STR-Separated
PE cells (Chimerism) (5954}

[ Pre-BMT STR Patient

[ Pre-BMT STR Donor

[ Synovial Sarcoma Translocation (5960)

[ TCR Gamma Rearrangement (5952)

[ Thymidylate Synthase/ 5-FU Response
(5948)

[J TCR Beta Rearrangement (5857)

O UGT1A1 (9933)

[ Other (Prior Lab approval req'd)

Clinical Information:

Studies cannot be completed without adequate patient identification and requested clinical information.

1211-008 (07/28/09) Page 1 of 1

DNA/ONCOLOGY



Flow Cytometry Immunophenotyping Request

HEALTHCARE SYSTEM Barnes-Jewish Hospital

Flow Cytometry

Dept. of Laboratories

Flow Cytometry Imnmunophenotyping Request

Patient Name:
Hospital #:
D.O.B:

Doctor:

Specimen Type:

Date and Time Obtained:
Diagnosis (REQUIRED):

Ruleout:

Test Requested:

Date:

Room##:

Beeper #:

Peripheral Blood (1 lavender-top [EDTA] tube and 2 green-top [heparin] tubes)-
See below for draw requirements for PNH

|:|Bone Marrow (1 green-top [heparin] tube)

|:|Fluid:
|:|Tissue:
|:|Other:

|:|Lymphoma WorkUp (Lymphoproliferative disorder ex: CLL, NHL, HCL)
|:|Leukemia WorkUp (Acute Leukemia ex AML, ALL, ANLL)

PNH Profile Includes RBC-CD59, WBC-CD59 and FLAER (1 lavender-top
[EDTA] tube and 1 green-top [heparin] tube)

|:| Sezary Cell Workup

|:| Other (Please Specify)

If you have any question please call the Barnes-Jewish Flow Cytometry Lab at 362-4628!!



Allergen Test Request Form (Page 1)

BJ4-1185-1359 (10/12/07) Page 10f 1

Date }

ACCOUNT INFORMATION

ALLERGEN TEST REQUEST FORM

Department of Laboratories = St. Louis, Missouri 63110

PHONE: (314) 362-1470
FAX: 314-362-5735

NAE PATIENTS NAME [LAST) FIRST) M) | SEX | DATECFEIRTH | PATIENTSSS#
MO DAY YR
- | |
ADDRESS E PATIENT'S ADDRESS cImy STATE apr PHONE
5
REFERENCE # DIAGNOSIS
CITY STATE 2P
PHONE T _PATIENT'S RELATIONSHIP TO RESPONSIBLE PARTY 1-SELF M 2-SPOUSE M 3-CHILD M 4-OTHER
MNAME OF RESPONSIBLE PARTY (IF DIFFERENT FROM PATIENT) ‘SOCIAL SECURITY (INSURED S5#):
ORDERING PHYSICIAN .
BILLTO: 1 A DORESS OF RESPONSIBLE PARTY APTE DATE OF BIRTH
& MO Day YR
CJACCOUNT [ PATIENTANSURANCE [IALTERNATE o | |
% cImy STATE 2IP
w
(14
TR0 ADDITIMA CCPY (IF FEPCRT TR MEDICAID # STATE | MEDICARE # (INCLUDE PREFIUSUFFIX) CIPRIMARY | MEDICARE RETIREMENT OR DISABILITY
[ SECONDARY| DATE
CLIENT HUMBERPHYSICIAN NAME PHONERFAX NUM. INSURANCE COMPANY NAME PLAN CARRIER CODE
PHYSICIAN'S ADDRESS CITY, STATE, ZIP
oo Toes T T M SUSSCRIBER | MEMBER # LOCATION GROUP #
A MO | DAY | YR 2
PM YESO NoO | | hrs, ol < .
CALLRESULTS TO: CONPLETEAND % INSURANCE ADDRESS PHYSICIAN'S PROVIDER #
O STAT p ) ATTACHSTATFLYER [
BJH REGISTRATION # i cY STATE zP
REGISTERED EMPLOYER'S NAME OR NUMBER WORKER'S COMP
= [1YES CINO
ROUTINE PROFILES 0.1 mL SERUM PER ALLERGEN
ALLERGY TEST REQUEST PANELS (see back for details)
MO/ILL REGIONAL SCREEN FOOD SCREEN

WEEDS

W1 Common ragweed (short)

[ W17 Firebrush (Kochia)
[ W10 Lamb's quarters
[J W14 Rough pigweed
W2 Western ragweed
Giant ragweed (tall)
English Plantain

TREES
OT4
orTs
om
16
o

Cottonwood tree
Elm tree

Maple (box elder)
Mountain juniper
Oak tree

Pecan

Walnut tree

White ash tree
White pine tree
Willow tree

FOOD

O f76  alpha-lactalbumin
O 149 Apple

O 27 Beef

O 77 b-Lactoglobulin

O 31 Carrot

O 78  Casein

[J 181 Cheese cheddar type
[ f82  Cheese, mould type
O 79 Gluten

0O 184 Kiwi fruit

0O f8 Maize

O 89 Mustard

[J 188  Mutton

[J 86  Parsley

O f12 Pea

o Rice

O 15 White beans

HOUSE DUST MITES
[ Dermatoph. Farinae

[] Dermatoph. Microceras

[ Dermatoph. Pteronyssimus

INSECTS & VENOMS
[ Cockroach

[J Common wasp (yellow jacket)

[ Fire ant

[J Honey Bee

[J Paper wasp

[ White faced hornet
[ Yellow hornet

DRUGS
[J €1 Penicilloyl G
[ C2 Penicilloyl V

HOUSE DUST

[0 H1 House dust - Greer
[0 H2 House dust - Hollister-Stier

INDIVIDUAL ALLERGENS 0.1 mL SERUM PER ALLERGEN CONTINUED

COMMON ALLERGENS

INDIVIDUAL ALLERGENS 0.1 mL SERUM PER ALLERGEN

GRASSES MOLD (cont'd.) FOOD (cont'd.)

[J G2 Bermuda grass [ M2 Cladosporium Herbarium  [JF87  Melons

[ G15 Cultivated wheat polien [ M3 Fusarium moniliform OF2  Mik

[ G10 Johnson grass M1 Penicillium Notatum CF7  Dat

[0 GB June grass (Kent, blue) [OM13 Phoma Betae [ F33 Orange

[0 G4 Meadow fescue O F13 Peanut

C1G5 Perennial rye grass FO0D CJF35 Potato

[1G9 Red top (Bent grass) CJF20 - Aimond CIF5 Rye

[JG1 Sweet vernal grass CIF45  Baker's yeast O F41 Salmon

I G6 Timothy grass LJF6  Barley O F10 Sesame seed
[JF18  Brazil nut O F4 Soybean

EPIDERMALS [JF11  Buckwheat [ F44 Strawberry

[J E1 Cat dander [IF85  Celery 1 F25 Tomato

[J E5 Dog dander [JF83  Chicken meat 1 F40 Tuna

[0 E2 Dog epithelium [F36  Coconut CJF4  Wheat

[J E3 Horse dander [JF3  Codfish

MOLD CJF1  Egg White SHELL FISH

) ) [JF75  Egg Yolk [ F37 Blue mussel

CJ M6 Alternaria tenuis CF47  Garlic 01 F23 Crab

] M3 Aspergillus Fumigatus OF17  Hazel nut CIF80 Lobster

L M7 Botrytis cinérea CF91  Mango [ F24_Shrimp

SPECIALIZED ALLERGENS LIST

MOLDS WEEDS (cont'd.) GRASS POLLENS TREE POLLENS (cont'd.)

O m12  Aureobasidium pullulans [0 w16  Rough Marshelder [0 17  Bahia grass O 118 Eucalyptus, Gum-iree

O m5  Candida albicans (yeast) O w11 Russian thistle [ gi1  Brome grass O 2 Grey alder

O m16  Curvularia lunata [0 wi8  Sheep sorel O g7t Canary grass O 4 Hazel

[J m14  Epicoccum purpurasen O w19 Wall pellitory O g3 Cocksfoot [0 Ri209 Horn Beam

O m4 g’lucor racemosus O ws  Wormwood O g7 gomrnon reed [J R1203 Horse Chestnut

O mi1  Rhizopus nigricans O o4 ultivated oat [0 123 Malian cypress

[ m10  Stermphylium botryosum EPIDERMAL / ANIMAL PRO. O g12  Cultivated rye [0 Rt208 Linden tree

O mi5 Trichoderma viride O €77 Budgerigar droppings O g16  Meadow foxtail 0] 21  Melaleuca Cajeput-tree
O e78  Budgerigar feathers ] 913  Velvet grass [J 20  Mesquite

PARASITES AND INSECTS [ e79  Budgerigar, serum proteins 070 Wild rye grass 0 70 Mulbery

O p Ascaris [ e4  Cow dander 09 Olive

O p2 Echinococcus [0 e86  Duck feathers OCCUPATIONAL ALLERGENS 0 RI210 Privat

O i Mosquito [J eB0  Goat epithelium O k82  Latex 072 Queenpaim
[0 e70  Goose feathers

WEEDS : i anitheli TREE POLLENS 0 Rt201 Spruce

[J w13 Cocklebur E :g,,‘ ﬁ:m;aeflgpﬁmfmm O 19  Acacia O 115 White ash

O w8  Dandelion O 676  Mouse, serum proteins Ot American beech O 116 White pine

0 wC4  False ragweed O 672 Mouse, urine proteins O 173 Australian pine 0 uz  Willow

[0 wi2  Golden Rod O e82 Ftabb'rt'ep'nhelium [J Rt206 Chestnut

O wi5  Lenscale O] 75  Rat, serum proteins O 13 Common silver birch

O wé  Mugwort 0 e74 Rat. urine proteins O t14  Cottonwood, Poplar

[0 w20  Nettle O e81 Shéep epithelium [J Rt207 Douglas fir

O wi Ox-eye daisy 0] e83  Swine epithelium [J Rt205 Elder tree



Allergen Test Request Form (Page 2)

MO/ILL REGIONAL SCREEN 14 TESTS
Dermatoph. pteronyssimus
Dermatoph. farinae
House Dust - Hollister-Stier
Cat Dander
Dog Dander
Bermuda Grass
Rye Grass
Timothy
Cladosporium herbarum
Alternaria tenuis
Maple (Box Elder)

Oak
Elm
Ragweed

FOOD SGREEN - 11 TESTS
Tuna

Egg White
Milk
Orange
Peanut
Chicken
Potato
Sesame
Soybean
Tomato
Wheat



Centers for Disease Patient History Form (Page 1)

STATE HEALTH DEPARTMENT LABORATORY ADDRESS:

Justification must be complatad by State hesith departmer :

COC. Please check the opiicablis statemant and whan approy

1 Dizeaze suspected 1o be of public health mportance Specimen is
(a) O trom an outbreak, (b) O trom uncomman or exotic dissas
() O an izolate that cannot be idantif

normally slenle mle(s) (d) D from a dis L
ara unavailable in State

2.0 ongoing collaborative GOC/State project
3.0 Gonfirmation of results requesied for quality assurance

ca b b

e by
it with the

bafore
compate the 3

&, or from a

registanc
1l 5 or axperhse

ralmble dagnoshc reag

Completed by:

UNIT FY NUMBER

*Prior arangement for 1esting has been made
Please bring 1o the attention of STATE HEALTH %TED%EM
DEPT. NO.: (MMDDAYYT) /
{Name) Dale. __ _ .« o+
PATIENT IDENTIFICATION: (Hospital No.}
MName, Address and Phone NMumber ol Physician or Organizalion:
NAME:
(LAST, FIRST, MI)
BIRTHDATE: .
BIRTHDATE o SEX: O mare O FEMALE
CLINICAL
DIAGNOSIS:
. p— . S ASSOCIATED
{FOR CDC UaE ONLY) CDC NUMBER ILLNESS:

FATAL?

Oves Owno

DATE OF ONSET:
(MMDDAYYY) . ;

REVERSE SIDE OF THIS FOBM MUST BE COMPLETED

THIS FORM MUST BE EITHER PRINTED OR TYPED
PLEASE PREPARE A SEPARATE FORM FOR EACH SPECIMEN

D.A.S.H.
DATE REPORTED
MO DA YR
Commenis:

& e

e

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Public Health Service
Centers for Disease Control
Center for Infectious Diseases
Atlanta, Georgia 30333

o ALy

I
:'-’gf:.r::::r

The Centars for Diseaze Contral (COC), an agency o the Daparimant of Health and Human Sarvices, I3 auhorzad 10 ol
301 (42 US.C 241). Supplying the information is volurtary and there is no penalt nol providing . The data will be o increase understanding of disease paltarns, develop prevention and conlml programs, and communicate r

t this information, Including the Social Security number (if applicatia), undar provisions of the Public Healh 5

medical authorilies

{he health commurily. Data will become parl of COC Privacy Act system 00 *Specimen Handling for Testing and Related Data® and may be d sed: o appropriate State or local public he I 15 and coop
1o el wilh cond ol public healh si ance bo privale conlraclons agsisting COC in aralyzing and redining records; o researchers under certain li nees bo conduct furlher investigations; 1o organizations to carry oul audils
on behall of HHS, 1o 1he Department of J & In the event N, and 1o 3 CONgressional oflice assisting INAMAUALS IN ODEAINING el recHnds, AN acoOunt @ esClosUres that Rave Deen made by COC will be made avalable 10 he &
ViUl upon request Exoept for permissible orized by e Privacy Act, no other dsclosure may e made withou! 1he subjeet INdmauars wiitten congent

reviews

et indi

CDC 50.34 Rev. 08/2002 (FRONT) - CDC SPECIMEN SUBMISSION FORM —




Centers for Disease Patient History Form (Back)

LABORATORY EXAMINATION(S) REQUESTED: CATEGORY OF AGENT SUSPECTED:
O ANtimicrobial O 1Solation O BActerial [ Ricketisial
Susceplibilit il Tos
Q H,S,O,E_W ¥ O sErology (speciic Tes) U viral O parasilic
O ibentification ] 0Ther Specily) U Fungal [ oTher (specih)
SPECIFIC AGENT SUSPECTED: OTHER ORGANISM(S) FOUND: ISOLATION NO. OF TIMES NO. OF TIMES SPECIMEN SUBMITTED IS:
ATTEMPTED? | ISOLATED: PASSED: O original Material [ Mixed Isolate
Oves Ono [ Pure I1solate
DATE SPECIMEN TAKEN: ORIGIN:
O Food [ ANimal O other
e ——m OHuman O soil {Specily) (Spacily)
SOURCE OF SPECIMEN: SUBMITTED ON:
OBLood Oesk O wound (sile O MEdium
Oaasiic OHAC 0 exudgate (site) O ANimal
Oserum O skin
O sputum [ sTool U Tissue (specit) O Tissue Cullure {Typs)
Ourine 0O THoat [ oTher (Speci) Oecg O other @peity)
SERUM INFORMATION: ) Mo e A SIGNS AND SYMPTOMS: CENTRAL NERVOUS SYSTEM:
Moo " Oss / O FEver [l HEadache
[ Acute 4 / Osa f Maximum Temperalure [ MEningismus
- ! [ Microcephalus
CoOmvalescent i S5 i Duration Days
O ——— uss O cHills i O Hydrocephalus
IMMUNIZATIONS: MO YR SEizures
SKIN: U CErebral Galcilicalion
(1) —_————— [ maAculopapular L] CHorea
2} 1 QOHemonhage O Paralysis
3 vEsicular O oTher
(3. —_— 3 Erythema Nodesum
O Erythema Marginatum MISCELL ANEOUS:
“ : 3 oTher [ JAundice
TREATMENT: 5 M L CRG) - L H Mvalgia
. DATE BEGUN DATE COMPLETED
- DARuGsusEp LiNene ., A MO DA R RESPIRATORY: [ PLeurodynia
(1) ' F D RHinibs EI COonjunchvilis
_____ — O PUImonary [ cHorioratinilis
@) I S B s 1 QOPHaryngiis [ sPlanomagaly
A cAkifications [ HEpatomegaly
(3) L R O otitis Madia [ Liver abscessicyst
[ pNeumonia (type) [ LYmphadenopatty
EPIDEMIOLOGICAL DATA: O oTher [ MUcous Membrane Lesions
O single case [ sPoradic [ contact [ EPidemic [ CArier ] oTher
Family linas CARDIOVASCULAR:
amily liness 0 myocardilis STATE OF ILLNESS:
Community liness [ PEricardilis 8 SYmplomatic
[ ENdocarditis Asymplomalic
Travel and Residance (Location) 0 othear 0] subacule
O Foreign ] CHionic
GASTROINTESTINAL: [ DIsseminaled
Ousa O plarhea O Localized
Arimal Cohtacts (Species) H :Il_.;::?m S gﬁ:{::ﬂt%mal
anthropod Contacts: (I None [ Exposuer only [ Bite [ constipation
[ aBnormal Pain
Type of Anthropod: 3 vomiting
Suspecled Source ol Infechon: O other
PREVIOUS LABORATORY RESULTS/OTHER CLINICAL INFORMATION: (Informalion supplied should bea related to this case and/or specimen(s) and relative to the tesi(s) raquested.

CDC 50.34 Rev. 09/2002 (BACK)

- CDC SPECIMEN SUBMISSION FORM —
CDC NUMBER

UNIT

NUMBER SUE




Clinical Hematology Laboratory Request for Examination of Peripheral Blood Morphology (Front)

G PATIENT INFORMATION ) CLINICAL HEMATOLOGY LABORATORY H .
F NO ADDRESSOGRAP ) ) ealthCare
NAME, DATE. HOSBITAL # AND DAL O BRI REQUEST FOR EXAMINATION OF PERIPHERAL
BLOOD MORPHOLOGY

| ((REQUESTING ST e T

| | PHYSICIAN'S NAME

(__ EXAM REQUESTED B
|RBC MORPHOLOGY

|EVALUATION OF LEFT SHIFT ONLY

|OTHER (MUST BE SPECIFIED)

FORM #2956 (Rev. 02103)

Clinical Hematology Laboratory Request for Examination of Peripheral Blood Morphology (Back)

( MORPHOLOGICAL EXAMINATION )
R PHOLOGY TARGET CELLS GRANULOCYTES LYMPHOCYTES MONOCYTES
ANISO PLATELETS SEG. LYMPH MONO

POIK SICKLE CELLS BAND BLYMPH Y MONO
POLY PLAT. EVAL. META PROLYMPH

HYPO - MYELO [ atovmen

MACRO MEG. K. FR. PROG ABLYMPH

MICRO CLUNPS EOS FNONGS
HJB BASO BLAST
BURR NRBC

TEAR DROPS PELGER
OVAL AUER

BAST DOHLE
OTHER OTHER

FINDING(S) IN QUESTION

PATHOLOGIST'S FINDINGS

SAMPLE #

PERFORMED BY

DATE SIGNATURE / DATE:




	Barnes-Jewish Hospital Department of Laboratories (Front)
	Barnes-Jewish Hospital Department of Laboratories (Back)
	Cytology Laboratory Requisition
	Surgical Pathology Tissue Exam Request
	Prenatal Testing Requisition
	Molecular Diagnostic Laboratory Request for DNA Studies-Medical Genetics
	Molecular Diagnostic Laboratory Request for DNA Studies-Oncology
	Flow Cytometry Immunophenotyping Request
	Allergen Test Request Form (Page 1)
	Allergen Test Request Form (Page 2)
	Centers for Disease Patient History Form (Page 1)
	Centers for Disease Patient History Form (Back)
	Clinical Hematology Laboratory Request for Examination of Peripheral Blood Morphology (Front)
	Clinical Hematology Laboratory Request for Examination of Peripheral Blood Morphology (Back)

