BWH Department of Lab Control

Reference Testing Services

New Test Request Form

Date: ______________________

Requesting MD:  ________________________________________________________    

Clinician ID: ____________ Page #:  _______________ Service:  _________________

TEST NAME:  __________________________________________________________

Suggested Reference Lab: _________________________________________________

Fax completed form to 617-731-4872 attn.: Reference Testing Coordinator 

Supporting Documentation – To be completed by the requesting clinician (attach relevant information where applicable)

1. Clinical Justification (i.e. disease of interest, clinical relevance vs. research, why preferred over test available in house).

2. How will treatment be altered based on the test?

3. What is the best alternative to this new assay?

4. Anticipated volume:

· Number of patients per year

· Frequency per patient

· Inpatient vs. Outpatient mix

5. Turnaround time requirements

6. Notes/Comments:

