99%

1901 East Linden Ave, Suite 4, Linden, NJ 07036

SPECIMEN COLLECTION

r ACCU | REFERENCE MEDICAL LAB

ACCT:

Tel: 908-474-1004+-Fax: 908-474-0032 TIME C1AM [JPM  DATE
www.accureference.com
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‘Address (Street) Apt # Floor Room #
City State Zip Telephone #

Client Chart/Pt. ID#

0 Callresults to: (___ )
m Faxresultsto: ()

Responsible Party/Subscriber

Social Security #

o o 0o 0Od

Billing Information* | [ Bill Patient | [] Bill Client [[] Bill Medicare | [] Bill Medicaid | (] Bill Insurance | sy spouse oo  oTHER
Medicare # (Include Prefix/Suffix) Medicaid # State
Insurance Company Name Telephone # ICD 9 DIAGNOSIS CODE(S) FOR TESTS ORDERED
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