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N' 7 LABORATORY DIRECT ACCESS TESTING
() East Morgan County Hospital (1 McKee Medical Center
Banner Health’ (1 Northern Colorado Medical Center  [] Sterling Regional Med Center
PARTICIPANT’S LAST NAME FIRST NAME M.L DATE OF BIRTH D M
U F
ADDRESS CITY STATE Z1P HOME PHONE
( )

I hereby request and grant permission to Laboratory Services, Banner Health Western Region, to perform laboratory screening tests,
which may include obtaining a blood specimen via venipuncture or fingerstick. I request and authorize Laboratory Services to obtain
those screening results and mail them to me at the above address.

I also understand that this testing should not be used as the only means to diagnose the existence or absence of any medical
condition. I also understand that this testing is not a substitute for examination by a medical doctor, and that [ alone am responsible
for obtaining medical information or services from a doctor or other qualified health care provider.

I understand that I am responsible for sending this information to my personal physician. Laboratory Services is not proposing
diagnosis, or recommending medical treatment, but merely acting as a resource to provide me this additional medical information. I
understand that should I become ill, have any complaints, or have any questions regarding my health, I should contact my physician.

In addition, I release all agents, employees and volunteer personnel involved in this health screening from any and all liability for the
results of the testing/screening or any treatment I may receive from a physician of my choice based upon the information provided by
this program.

In accordance with State Law, I understand Laboratory Services has a policy of testing patients for Hepatitis B and HIV (AIDS) when
an employee sustains a significant unexpected exposure to a patient’s body fluids.

I understand that up to 25% of prostate cancers will be missed by this PSA screen. PSA testing should be accompanied by a
digital rectal examination, which is only one part of a regular examination. We are suggesting that you see your personal physician
for this service.

I also understand that because the tests are not ordered by a physician, insurance companies routinely do not cover these tests.

I have read, understand and agree to the above provisions.

Participant Signature Date
Health Panel Fasting Recommended
E24 $35.00 ;NhA, Il(, Cl,ji’\slllfl)Phos, GGT, Glu, BUN, Creat, TP, Alb, Globulin, A/G Ratio, Ca, Uric, Chol, HDL, LDL, Chol/HDL Ratio, VLDL, Trig, LDH, AST, ALT, T Bili,
os, Iron,
CBCA  $20.00 Complete Blood Count with differential
LIPD $25.00 Lipid Panel (Cholesterol, Triglyceride, HDL) Fasting Recommended
RUDA Drug Screen Screening only-no confirmation performed
$35.00 (Amphetamine, Barb, Cocaine, Opiate, THC)
TYP $20.00 Blood Type (ABO/Rh)
CHOL  $22.00 Cholesterol
FERI $30.00 Ferritin
GLU $20.00 Glucose Fasting Recommended
A1C $30.00 Hemoglobin A1C
NA $15.00 Sodium
K $15.00 Potassium
SHCG  $30.00 Pregnancy Test
PSAS $25.00 Prostatic Specific Antigen Screen
TSH $25.00 Thyroid Stimulating Hormone
PTM $20.00 Protime/INR
b Total Due Paid: Cash Check # : Credit Card
LAB USE MDAT- Collect Date: / / Phlebotomist
Accession Collect Time:
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