PHYSICIAN/CLINIC INFORMATION

o, I
Bako Diagnostics
6240 SHILOH ROAD
ALPHARETTA, GA 30005

intelligence not just information PH: 877-376-7284 « FAX: 770-475-0528
DATE COLLECTED / / TIME COLLECTED:
BILL: H INSURANCE B PATIENT

PATIENT INFORMATION

LAST NAME FIRST NAME

STREET ADDRESS APT. #

CITY STATE ZIP CODE

PHONE NUMBER

DATE OF BIRTH AGE SEX PATIENT ID

/ /
PRIMARY INSURANCE (ATTACH A COPY OF INSURANCE CARD - BOTH SIDES)

SUBSCRIBER NAME/RELATIONSHIP TO SUBSCRIBER: O Self O Spouse O Dependent

INSURANCE NAME

ADDRESS

ciTy |3TATE |Z'P CODE PLEASE INDICATE SITE WITH CORRESPONDING SPECIMEN NUMBER

EMPLOYER NAME
SUBSCRIBER DOB: GROUP/CONTRACT # MEMBER ID #
/ /
SUBSCRIBER SEX: MEDICARE ID # MEDICAID ID #
O Male O Female
SECONDARY INSURANCE (ATTACH A COPY OF INSURANCE CARD - BOTH SIDES)
SUBSCRIBER NAME/RELATIONSHIP TO SUBSCRIBER: O Self O Spouse O Dependent
INSURANCE NAME
ADDRESS
CITY | STATE | ZIP CODE
EMPLOYER NAME
SUBSCRIBER DOB: GROUP/CONTRACT # MEMBER ID #
/ /
SUBSCRIBER SEX: MEDICARE ID # MEDICAID ID #
O Male O Female
SURGICAL PATHOLOGY
SRECERS e Sis PRE/POST-OP DIAGNOSIS
1. O BX OPBX
Name: |:| O EX O SH.EX
2. 0O BX O PBX
Name: |:| O EX O SH.EX
3. O BX O PBX
Name: |:| O EX O SH.EX
4. I:l OBXOPBX ANTERIOR POSTERIOR
Name: O EX D SHEX FRONT BACK

ADDITIONAL CLINICAL INFORMATION / DIAGNOSIS CODES (IF A CLINICAL IMAGE IS AVAILABLE PLEASE PRINT AND ATTACH)

PHYSICIAN SIGNATURE PATIENT SIGNATURE

The requested test(s) is/are medically indicated for patient management. | authorize Bako Diagnostics to bill my insurance.

SIGNATURE REQUIRED SIGNATURE DATE / /

SPECIMEN CONTAINER MUST INCLUDE PATIENT NAME, SITE, AND BARCODED LABEL

Rev. 102821

Specimen Site 1 Specimen Site 2 Specimen Site 3 Specimen Site 4

Name Name Name Name



