
COMPLETING THE REQUISITION
Valid Lab Requisition Requirements:
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1   Patient First and Last Name & Date of Birth
This must be Printed and Legible. Patient’s Legal Name as identifi ed on a government ID must be used.  The DOB must 
be written as MM/DD/YYYY.

2  Ordering Provider First and Last Name
This must be Printed and Legible. Providers’ full name must be printed for the lab to properly select the ordering 
provider linked to this encounter. “Dr. Smith”: does not distinguish from the numerous practicing doctor Smith’s. This 
may result in a doctor not receiving their patient’s lab results or the lab result going to the wrong doctor. If NPI is 
known you may provide.

Physician’s Signature is required on all lab orders. Unsigned physician orders or unsigned requisitions alone do not 
support physician intent to order. 
• Physicians should sign all orders for diagnostic services to avoid potential denials
•  An unsigned order or requisition listing of specifi c tests is only acceptable if it is accompanied by an authenticated 

medical record supporting the physician’s intent to order the tests.

3  Diagnosis Codes
Also known as International Classifi cation of Diseases (ICD), Code Requirements are mandatory for Billing Processing. 
Providers should provide as many applicable diagnosis codes as possible to adequately cover Lab Diagnostic Testing.

4  4. Billing Information or Insurance
ASHP Laboratories can provide the convenience of third party billing for all clients.  We will attempt to bill every 
insurance, however, for specifi c participation information, the patient must contact their member services.

In Addition to the other requirements highlighted on this document, the following is required for the below Billing 
Options.

Option 1:  Insurance Billing 
For third party billing - a copy of both sides of the insurance card or the following information must be provided:
• Patient’s full address 
• Patient’s current area code and telephone number
• Subscriber’s Name and Relationship (if different from patient)
• Insurance Carrier’s complete name
• Insured policy number/Insurance ID Number
• Insured Group Number

Option 2:  Medicare Billing 
If the patient is covered by Medicare, please also supply the following information:
• Medicare HIC number which includes 9-digit number AND alpha prefi x

Option 3: Patient Billing 
In lieu of the third-party billing option, clients may choose to have their patients billed directly for lab services We 
require the following information:
• Patient’s Full Address
• Patient’s current area code and telephone number
• Guarantor and Relationship to Patient (if patient is a Minor)
****Note if the patient does not have insurance coverage, the patient will be billed directly.  We accept all major credit 
cards, personal checks, and money orders

Option 4:  Client Account Billing
Client Accounts of Ascension Sacred Heart will have an assigned Client Account Name. If not using your Customized 
Requisition the following needs to be completed.
• Guarantor: Client Account, Client Account Name (as it appears on your billing statement)
****Note: In order to select this billing option, prior arrangements must be made with our Outreach Client Services 
department to establish credit and set up an account

5  Order Date
Enter order date.

6  Date and Time of Specimen Collection
This is important to assess specimen viability for testing, and is in addition to properly labeling the specimens.

7  Select Lab Tests
Check the box to order a test or profi le. For insurance, clearly provide the diagnosis codes for each component ordered.
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