Altru Pathology and Laboratory Services

1200 S. Columbia Road

Grand Forks, ND


GL 52120.02                                Provider Verification of Specimen
	To/Client: 
	
	Fax Number: 



	From/Service Area:


	Date: 
	

	Policy: It is the policy of Altru Pathology and Laboratory Services that all specimens received for testing are correctly and adequately labeled to assure positive identification of patient specimens. Specimens must also be of adequate quantity and quality to ensure accurate results.

	
	Original Information Received
	Corrected Information

	Patient Name:


	
	

	Date of Birth:
	
	

	Sex: 
	
	

	Patient ID Number:
	
	

	Specimen ID/Accession Number:
	
	

	Test(s) Ordered:

	
	

	Problem:



	Provider’s Statement

	Read
	I affirm the accuracy of the corrected information provided above and request that the specimen be dispatched as described below. By signing this document, I take responsibility for the patient misidentification/inadequately labeled specimen or specimen of inadequate quantity or quality and am giving APLS the approval to label the specimen as requested. The process of obtaining a new specimen could have a negative impact on the care of the patient and is not possible at this time.  I understand that results will not be reported until this form is returned to the lab.

	Required
	Print Provider Name: _________________________________________________________
 FORMCHECKBOX 
 Proceed with all testing

 FORMCHECKBOX 
 Proceed with the following testing only: _______________________________________
                                                                        ______________________________________
                                                                        ______________________________________
 FORMCHECKBOX 
 Cancel all testing

 FORMCHECKBOX 
 Other: __________________________________________________________________
Signature: _____________________________________     Date: ______________________

(Provider or provider responsible for patient at time of collection)



	When  Complete, Please return by fax to 701-780-1473

	Lab Use Only:  Route original to provider, keep yellow copy in service area until completed form returned.  
Deliver completed form to respective service area.  
File: Order in EPIC Beaker – Scan completed form to order.  Other Orders – File completed form in Service Area.
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