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[J PERFORM PRESUMPTIVE IMMUNOASSAY DRUG TEST AND CONFIRM ALL POSITIVES AND

PLEASE ATTACH COPY OF PATIENT FACE SHEET AND INSURANCE CARD

SPECIMEN DATA

Date Collected: / / Time: AM PM

Collector Name:

PATIENT’S PRESUMPTIVE POC RESULTS

[ Please check if initial POC drug screen was performed and billed to the insurance company

POC RESULTS |POC RESULTS
POS (+) NEG (-)
MARIJUANA [THC] O 0
COCAINE [COC] [ L]
OPIATES [OPI] O 0
AMPHETAMINES [AMP] [ L]
METHAMPHETAMINE [MET] O O
PHENCYCLIDINE [PCP] [ L]
ECSTASY [MDMA] O 0
BARBITURATES [BAR] [ L]
BENZODIAZEPINES [BZO] O 0
METHADONE [MTD] [ L]
TRICYCLICS/ANTIDEPRESSANTS [TCA] O O
OXYCODONE [OXY] [ L]
BUPRENORPHINE [BUP] O O

ICD-10 DIAGNOSIS CODE(S)

PHYSICIAN AUTHORIZATION:

| authorize the laboratory test(s) as ordered, and affirm that each are
both medically necessary and correspond to the patient’s diagnosis
as submitted to the laboratory for testing. | understand that each test
| order is a billable event, and the patient’s medical record(s) must
clearly reflect my order.

Last Name First Name MI PRESCRIBED MEDICATIONS
/ / M[] F[J] XXX/ XX/ [] PERFORM PRESUMPTIVE IMMUNOASSAY DRUG TEST ONLY
D08 Last 4 digts of S5
Address [0 CUSTOM PANEL [0 CONFIRM ALL
CJALCOHOL COMUSCLE RELAXANTS CISEDATIVES

City, State ZIP OEthyl Glucuronide OCarisoprodol Ozaleplon
OEthyl Sulfate OCyclobenzaprine OZolpidem

Phone Number CIBARBITUATES COMeprobamate OZolpidem 6-Carboxylic
OButalbital CINICOTINE OSTIMULANTS

Insurance OPentobarbital OCotinine COAmphetamine

Policy Number Group Number OPhenobarbital CIOPIATES/OPIOIDS OMethamphetamine
[OSecobarbital O6-MAM OTRICYCLICS/ANTIDEPRES-

|:| Insurance |:| Patient Pay [OBENZODIAZEPINES DBupI‘enorphine SANTS
O7-aminoclonazepam OCodeine OAmitriptyline
OAlpha-hydroxyalprazolam  [CODesmethyltapentadol ~ ClDesipramine

OTHER TESTS TO PERFORM

PATIENT AUTHORIZATION:

OAlprazolam OOEDDP ODesmethylcitalopram
[CDiazepam OFentanyl CDoxepin
OLorazepam OHydrocodone OFluoxetine
OONordiazepam OHydromorphone OHydroxybupropion
[OOxazepam OMethadone Olmipramine
OTemazepam OMorphine ONortriptyline
[CJCANNABINOIDS CINorbuprenorphine OSertraline
[JJWH 18 4-OH Pentyl ONorfentanyl CJUNSPECIFIED ILLICITS
CJWH 250-4-OH Pentyl ONoroxycodone O7-Hydroxymitragynine
[1JWH 73 3-OH Butyl ONorpropoxyphene OBenzoylecgonine
CTHC-COOH (THCA) OO-Desmethyltramadol  CIPCP
CICATHINONES OOxycodone
OAlpha PVP OOxymorphone
COMDPV OPropoxyphene
OMethedrone OTapentadol
OPentedrone OTramadol
OPentedrone NorephedrinelJOTHER PHARMACEUTICALS
JECSTACY ANALOGS OCarbamazepine
COMDA ODextromethorphan
COMDEA OGabapentin
OMDMA OLevetiracetam
OMethylone OPregabalin

[l SPECIMEN VALIDITY [] PREGNANCY (HCG)

PATIENT PRESCRIBED MEDICATIONS - Attach list if necessar

I voluntarily consent to the collection and testing of my specimen. | understand that | am responsible for all
co-pays, deductibles, and amounts not covered by my insurance. | assign to Dynix Diagnostix,
LLC all insurance payment(s) made for any laboratory services provided to me and direct

same to represent me in any grievances or appeals process relating to the payment of these laboratory
services. | consent to the release of any medical records necessary to process any insurance claim(s).

Date

Ordering Physician Signature (Required)

Date

Patient Signature (Required)

Patient Name:

Collection Date:

1760000

DOB:

Collector’s Name:






