Add - On Test Form

Graham-Massey Analytical Labs, Inc. 
(Items preceded with an “ * ” must be completed by person making request)

Fax completed form to Graham-Massey Analytical Labs, Inc., 944-9189.
All Add-On tests will be billed to the requesting program.
*Account Number:_______________
     * Date: ____________________

*Authorized Person/Physician Making Request (print name): ____________________________________

*Position at Account: ____________________ 
*Telephone Number: _________________________

*Signature:   ________________________________________________

Please note that all testing is done pursuant to receipt of a fully executed Physician’s Authorization Form (where applicable).  If the test requested has not been previously authorized, please send completed authorization with this request, or have your physician sign this form.

*Patient Name/ID: __________________________________________________________________________

*Barcode: ______________________
Accession Number: _____________
*Collection Date: _________

*Test(s) requested:       

	______   Amphetamines


                  (XTC, ecstasy)
	______    Oxycodone


	______    THC/Cannabinoids



	______    Barbiturates


	______    Propoxyphene

	______    Opiates




	______    Cocaine Metabolite

	______    Methadone
Metab
	______    PCP




	______    Meperidine


	______    Ethanol

	______    Benzodiazepines


	______    Fentanyl
	______    LSD
	______    Other: ____________


      _____   Quant = Quantitative Immunoassay (THC, PCP Only) 
  If Requesting Confirmation testing please check: 

                        ( Immunoassay         ( GC/MS = Gas Chromatography/Mass Spectrometry







       (Opiates, Benzo, Barb, Amphetamine Only)

For Laboratory Use Only:               Authorization Checked By: ______________
   Date: ___________

Aliquotted By: _____
  Date: _____ 


Result/Notes: __________________________________


Analyzed By:  _____
  Date: _____ 


______________________________________________


QC Review By: _____   Date: _____


______________________________________________

Billed By:
_____
  Date: _____


______________________________________________

Reported By:   _____    Date: _____


______________________________________________
rev. 7/20/04

