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    Purdue University Northwest – Benefits Ineligible
Client/Ins: 2635
   

Ward: EUB

Doctor: WORWL 
***PLEASE PRINT LEGIBLY***


Tax ID: 351835133
NPI: 1689746000
Name (Print)_______________________________________________________


    First                                            


     Last
Address___________________________________________________________
City______________________________State__________Zip_______________
Phone _______________________Date of Birth______________ Sex: □ M  □ F
______________________________________________________
     X   Wellness Panel (HLTPL/HA1C) / 1 gold & 2 lavender




$38.00 

(Includes Comprehensive Metabolic Panel, Lipid Panel, Complete Blood Count, Hemoglobin A1C)

 
(80053, 80061, 85027, 83036/Z00.00)







_____Blood Type (ABORE) / pink (86900/ Z00.00)





$10.00

_____C-Reactive Protein Screening (HSCRP) / gold (86141/ Z00.00)



$20.00 

            *included in Cardiac Profile

_____Lipoprotein A (LIPOA) / gold (82172/ Z00.00)





$25.00

            *included in Cardiac Profile

_____PSA – Males age 40 & over (PSAS) / gold (84153/ Z00.00)



$20.00

_____Thyroid Stimulating Hormone (TSH) / gold (84443/ Z00.00)



$20.00

            *included in Thyroid Profile

_____Vitamin B12 (B12N) / gold (82607/ Z00.00)





$30.00

_____Vitamin D (VITDT) / gold (82306/ Z00.00)





$25.00
_____Anemia Profile (RETIC, IBC) / gold & lavender (85045, 83550/ Z00.00)


$20.00

_____Arthritis Profile (ANABI, RAQT, CRPQT) / gold (86038, 86431, 86140/ Z00.00)

$60.00
_____Cardiac Profile (HSCRP, LIPOA) / gold (86141, 82172/ Z00.00)



$40.00

____Thyroid Profile (TSH, T3T, T4) / gold (84443, 84480, 84436/ Z00.00)


$38.00
NON-LAB TESTING

_____Colocare Kit / (82270/ Z00.00)







$10.00
_____Vitamin B12 shot (96372/ Z00.00) Lot #:_____________ Exp:___________


$15.00

Amount Due $ _________   □ Cash  
□ Check # ______
 □ Credit _________









   Last 4 # _________
I have been provided with and acknowledge my understanding of how Franciscan WorkingWell meets all HIPAA requirements and regulations.  I have had an opportunity to review the “Notice of Privacy Policies” and have received a printed copy.

I understand that I am being provided treatment in the State of Indiana and I agree that if I should have any claim with regard to my care or treatment, such will be decided in accordance with Indiana law and such action will be brought and decided in a Court in the State of Indiana.

In the event of an abnormal result, my signature below indicates that I have given Franciscan WorkingWell my permission to contact me at the number I have provided above. 

I have read this form or have had it read to me and understand it, and I consent to the above activities.


_____________________________________________________________________

Signature







Date
Blood Pressure 





_____/_____
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