k
Alfm REQUISITION FORM & TEST RESULTS sarcore

PATIENT DEMOGRAPHICS
* Collector Company: * Collector Name: * Collection Date: * Collection Time:
/. o/ v/ OAM OPM
* Patient First Name: * Patient Last Name: * Date of Birth:
m/ o/ (v)
* patient Email: * Patient Email Confirmation: (by Collector)
* Patient Phone #:
O Male O Female O Other
I
PASS STI TEST PANEL & PROTOCOL
PATHOGEN SPECIMEN TEST RESULT
HIV-1 RNA Qualitative PCR
L Hiv or O plasma [ Serum O posiTIVE [ NEGATIVE
(Human Immunodeficiency Virus) | HIV-1 RNA Quantitative PCR
HIV %, 4™ Gen AB/AG O plasma [ serum O posiTivVE ] NEGATIVE
| HEPATITIS B (HBV) Hepatitis B Surface Antigen* O plasma [ serum O posITIVE ] NEGATIVE
] HEPATITIS C (HCV) Anti-Hepatitis C* O plasma [ serum O posITIVE ] NEGATIVE
Reverse Testing Algorithm O plasma [ serum O posiTivVE ] NEGATIVE
[ syPHiLIS (Treponema pallidum)
RPR (reflex from reactive TPA acceptable) O plasma [ serum O posITIVE ] NEGATIVE
[ Trichomoniasis vaginalis Aptima Trichomonas vaginalis Assay .
(or equivalent) [ urine L1 posimive ] NEGATIVE
Genital: O urine [ swab O posITIVE ] NEGATIVE
Aptima Combo 2 Assay (or equivalent)
[ Neisseria gonorrhoeae Pharyngeal: [ urine [ swab O posITIVE ] NEGATIVE
3-site clearance: Genital, Pharyngeal, Rectal ;
Rectal: [ urine [ swab O posimive (] NEGATIVE
Genital: [ urine [ swab O posiTivVE ] NEGATIVE
Aptima Combo 2 Assay (or equivalent)
[ chlamydia trachomatis Pharyngeal: [ urine [ swab O posITIVE ] NEGATIVE
3-site clearance: Genital, Pharyngeal, Rectal
Rectal: O urine [ swab O posiTivVE ] NEGATIVE
[0 Mycoplasma genitalium [ urine O posiTivE [ NEGATIVE

| request and authorize Altera Laboratory Services to perform the designated test(s) on the sample provided by me. My signature below constitutes my acknowledgment that | have been informed of the benefits and limitations
of this testing which have been explained to my satisfaction by a qualified health professional. | also understand that the reference/testing lab reserves the right to provide de-identified information of a statistical nature to
accrediting agencies and reserves the right to use such anonymous information. Assignment of Benefits: | hereby authorize Altera Laboratory Services or its affiliates to bill my insurance company and receive payment from them
on my behalf. | acknowledge, however, that | am responsible for payment of my account and any all charges associated with its collection. | hereby authorize my insurance company to pay the company directly for services
rendered. Appeal Authorization: In the event of an underpayment or denial by my insurance carrier, | hereby authorize the company or their designee, to appeal my health plan on my behalf to provide the actions and
information necessary to overturn the denial or receive reimbursement for the underpaid claim. This authorization shall remain valid until the charges for the orders on this form are paid in full.

Donor Signature: | certify that | provided my specimen to the collector; that | have not adulterated it in any manner; each specimen used was sealed in my presence; and that the information provided on this form and on the
label affixed to each specimen is correct. | authorize the release of the results to the ordering clinician, authorized client/representative, or prescribing/attending physician. | authorize Altera Laboratory Services or its affiliates to
release any information required for billing purposes. | acknowledge Altera Laboratory Services or its affiliates may be an out-of-network provider with my insurer. | also agree that in a case where my insurance provider sends
payment directly to me, | will endorse the insurance check and forward it to Altera Laboratory Services within 30 days.

Print Patient Name Patient Signature Date

Physician Certification: | hereby request and authorize the reference/testing lab to utilize this information to perform RPP testing for the indicated patient. | certify that | have explained RPP testing to the
patient indicated in this requisition form. | also certify that | will only use and disclose test results as permitted by law.

Physician Authorizing Name Physician Authorizing Signature (ON FILE) Date

Stephen Eugene Calvert, MD A30899 Shehen. Catireit (RD)

Altera Laboratory Services LLC 16902 Millikan Ave, Irvine, CA 92606, Lab Director Stephen Calvert, MD CLF #00352810






