M AVERO UROLOGIC PATHOLOGY REQUISITION L
WY oiAGNOSTICS

PATIENT INFORMATION CLINICIAN INFORMATION

LAST NAME

FIRST NAME

MIDDLE NAME

DATE OF BIRTH (MM/DD/YYYY) PATIENT MRN

TELEPHONE NUMBER

SEX
[[]Female [] Male [] Other/Unknown
STREET NUMBER STREET NAME APT NUMBER

ACKNOWLEDGEMENT: | hereby confirm that information has been provided to the patient about the test(s) to be performed and
the patient has given consent as required under applicable laws and regulations for the test(s) to be performed. The test(s) to be
performed are medically necessary and the results will be used for medical management and treatment decision purposes for this
patient. | confirm that the person listed as the Ordering Clinician is authorized by law to order the tests(s) requested herein.
ACKNOWLEDGEMENT: | authorize the laboratory to provide to my health plan the information on this form and other information ORDERING CLINICIAN SIGNATURE DATE (MM/DD/YY)
provided by my healthcare provider if necessary for reimbursement. | understand that the laboratory may seek prior authorization [f:3=0]J]|:{=)} ’)} X

for testing from my health plan on my behalf. | also authorize all benefits of the plan to be payable directly to the laboratory, and |

agree to remit to the laboratory any payment for these services made directly to me. | understand that the laboratory may be an
out-of-network provider for my health plan and that | may be responsible for all amounts not reimbursed by my health plan. | hereby BILLING INFO

designate the laboratory as my Authorized Representative, as provided under ERISA, 29 C.FR. & 2560.5031 (b)(4), and/or as my . -

Attorney in Fact, for the purpose of pursuing administrative appeals to which | am entitled and, if the laboratory deems it appropriate, D BILL INSURANCE Attach legible front and back copy of insurance cards.
any legal and/or equitable claims that | could bring against my health plan, and/or its fiduciaries, and/or its administrators, with | INSURANCE COMPANY

respect to their handling or resolution of my insurance claim.

cITy STATE zIp

PATIENT SIGNATURE DATE (MM/DD/YY) |PA NAME
X
SPECIMEN INFORMATION - REREERD
Collected on: Time: COam [Iem [ BILL PATIENT Patient will be contacted to provide payment method.

[ CLIENT BILL

DIAGNOSTIC INFORMATION (ICD-10) (Check all that apply)

PHYSICIAN NOTICE: Medicare will only pay for medical necessity testing supported with a symptomatic diagnosis.
Medicare patients should sign the Advance Beneficiary Notice of Noncoverage (ABN) on the back of the requisition.

[ C67.0 Malignant neoplasm-trigone of bladder [ N39.46 Mixed incontinence [J R31.1  Benign essential microscopic hematuria
[ C67.1  Malignant neoplasm-dome of bladder 1 N40.0  Enlarged prostate w/o lower unirary tract symptoms [0 R31.2  Other microscopic hematuria
[ C67.2 Malignant neoplasm-lateral wall of bladder [ N40.1  Enlarged prostate w/ lower unirary tract symptoms [0 R97.2 Elevated prostate specific antigen (PSA)
[ C67.3 Malignant neoplasm-anterior wall of bladder [ N40.2 Nodular prostate w/o lower unirary tract symptoms [1785.46 Personal Hx of malignant neoplasm of prostate
[ C67.4 Malignant neoplasm-posterior wall of bladder [0 N40.3 Nodular prostate w/ lower unirary tract symptoms [1 28551 Personal Hx of malignant neoplasm of bladder
[ C67.5 Malignant neoplasm-bladder neck [1R30.0 Dysuria [JZ30.2 Encounter of sterilization
[ C67.9 Malignant neoplasm-unspecified bladder [ R30.9 Painful micturition, unspecified
[ N32.81 Overactive bladder [JR31.0 Gross hematuria O other:
CLINICAL INFORMATION (Check all that apply)
PROSTATE CLINICAL HISTORY o BLADDER & OTHER CLINICAL HISTORY
Required for Partin Tabel Prognostic Tool: [ Prior Biosy Result: [ BCG [ Hematuria [ TCC History: [ Thiotepa
) Date: [ Cystitis [ Mitomycin Dx Date: [ TURB
Last PSA Result: ; T
Date: [ Cryosurgery [ Dysuria [ Proteinuria Grade:
' [ HIFU
DRE: [ Normal [ Hormone Therapy: [ other:
[ Abnormal, Bilateral Date:
[ Abnormal, Unilateral <50% of Lobe [ Radiation
[ Abnormal, Unilateral >50% of Lobe ] TURP
TEST ORDERED
PROSTATE CYTOLOGY & UROVYSION® FISH O Technical Preparation Only
RS
— | [ Urine Cytology [ Urine Cytology & UroVysion
[ UroVysion FISH 1 Urine Cytology w/ reflex UroVysion if Cyto. Atyp. or Suspicious
Specimen Collection:
'1B|[RB] [ Voided Urine [ llleal Conduit/Neobladder [ Upper Tract
[ Catheterized Urine [ Bladder Wash [ Post Cystoscopy Voided Urine
PROSTATE PATHOLOGY O Technical Preparation Only
[ Prostate Histology
LM|RM
OTHER PATHOLOGY O Technical Preparation Only
[ Bladder [ Vas Deferens [ Penile Histology [ Other
[ Testis-Infertility [ Testis-Other [ Skin
LLA] RLA
~—_ LAlRA ___— CLINICAL AND OTHER PATHOLOGY
[ PSA [ Testosterone Free & [ Estradiol [ Bladder Stone
OTHER [J PSA - Free and Total [ Bio - available w/SHBG [ Prolactin [ Urine Culture & Sensitivity
1z RTZ [ Testosterone [1 SHBG [ Kidney Stone [ 24 Hour Urine
[ Other
UroVysion is a registered trademark of Abbott Molecular, Inc. AV-23039-01 REV 082022
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“h A @ Bellingham Laboratory Dallas Laboratory

3560 Meridian Street, Suite 101 6221 Riverside Drive, Suite 119

".' DIAGNOSTICS Bellingham, WA 98225 Irving, TX 75039

360.527.4580 877.232.9924

www.averodx.com

A. Notifier:

B. Patient Name: C. Identification Number:
ADVANCE BENEFICIARY NOTICE OF NON-COVERAGE (ABN)
NOTE: If Medicare doesn’t pay for D. below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have good reason to think you need. We expect Medicare may

not pay for the D. below.

E. Reason Medicare May Not Pay F. Estimated Cost

WHAT YOU NEED TO DO NOW:
« Read this notice, so you can make an informed decision about your care.
« Ask us any questions that you may have after you finish reading.
« Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance that you might have, but Medicare cannot require us to do this.

G. OPTIONS: Check only one box. We cannot choose a box for you.

[] OPTION 1. want the D. listed above. You may ask to be paid now, but | also want
Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN). | understand that if Medicare doesn’t
pay, | am responsible for payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare does pay, you will refund any
payments | made to you, less co-pays or deductibles.

[] OPTION 2.1 want the D. listed above, but do not bill Medicare. You may ask to be
paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.

[] OPTION 3.1 don’t want the D. listed above. | understand with this choice  am not
responsible for payment, and | cannot appeal to see if Medicare would pay.

H. ADDITIONAL INFORMATION:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this notice or Medicare billing, call 1-800-MEDICARE
(1-800-633-4227 / TTY: 1-877-486-2048). Signing below means that you have received and understand this notice. You also receive a copy.

I. Signature

Form CMS-R-131 (Exp. 06/30/2023) Form Approved OMB No. 0938-0566
CMS does not discriminate in its programs and activities.
To request this publication in an alternative format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this
information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write
to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.



