
915 Busse Road
Elk Grove Village, IL 60007 

Phone: (224) 209-2866VIRAL PCR 
Testing Request Form

PATIENT INFORMATION
STATE ID/DR LIC:
Last Name *
First Name *
Date of Birth *

Gender *
Address *
City, State, Zip *
Phone *
Email*

INSURANCE INFORMATION

PROVIDER INFORMATION
Provider Name
Provider Name/NPI
Account Number
Address
City,State,Zip

Payor * Medicaid Medicare Facility Diagnosis Code(s)

Other:

ID Number *

COVID

Group *

NO 
INSURANCE* 
Social Security No.
or
Driver's License No.

PATIENT ATTESTATION PROVIDER ATTESTATION
I certify that I am providing a nasal or saliva sample for analysis. I certify 
that the specimen identified on this form is my own, and that the specimen 
is neither contaminated nor altered. I certify that the information on this 
form is accurate. I authorize Meditech Clinical Services, Inc. to bill my 
insurance on my behalf and that benefits be paid directly to Meditech 
Clinical Services, Inc. I authorize Meditech Clinical Services, Inc. to
release the necessary information for billing, as well as release results to 
my provider. I understand that Meditech Clinical Services, Inc. may be an 
out of network provider with my insurance/health plan. If my insurer 
releases payment directly to me, I consent to endorse payment and 
forward to Meditech Clinical Services, Inc. within 30 days of receipt.

THE PROVIDER SHOULD ONLY SELECT THOSE TEST(S) FOR
WHICH MEDICAL NECESSITY EXISTS AND IS DOCUMENTED IN
THE PATIENT CHART. THE PROVIDER REPRESENTS THE 
TESTING SELECTED ON THE REQUISITION IS MEDICALLY 
NECESSARY FOR THE PATIENT.

Patient Signature: Date: Provider Signature: Date:

Lab Use Only
Samples received by: Initials: Date:

Sample Type: Sample Notes:

African American Caucasian

Native American Other

Ethnicity: Hispanic

TESTING REQUESTED
Non-Hispanic

* IMPORTANT Please print all information
clearly as any illegible information will
delay results.

Race: Asian

A Hispanic

Male Female

James Miller, MD 1861503468

Z20.828

�

Facility Information Name:

Last Name:

Medical ID:

Diagnosis Code:

Notes:

Cash/Check:

Private Insurance Name:

Temperature:

Name on CC

Policy ID:

Collector’s Signature:

CC#:

Uninsured/Other:

Date:

Account #:

Expiration Date:

Signature:

Security Code:
*For uninsured, please provide your SSN#:

Group ID:

First Name: M.I.:

PATIENT INFORMATION

INSURANCE INFORMATION

TESTING INFORMATION

PRIVATE PAY INFORMATION

Provider Name / NPI:

Phone:

Phone:

Fax:

Fax:

Address:

Address 1: Apt #:

Address:

Provider Signature: Date:

City:

City:

State:

State:

Zip:

Zip:

Samples received by (Initials):

Sample Type:

Date:

LAB USE ONLY:

Phone:

Race:

Email:

Date of Birth:        Gender:

Ethnicity:

City: State: Zip:

CLIA ID# 14D2228088

915 Busse Road, Elk Grove Village, IL 

60007 Phone: (224) 209-2866, Fax: 

COVID Testing Request Form

PATIENT INFORMATION
STATE ID/DR LIC:
Last Name *
First Name *
Date of Birth *

Gender *
Address *
City, State, Zip *
Phone *
Email*

INSURANCE INFORMATION

PROVIDER INFORMATION
Provider Name
Provider Name/NPI
Account Number
Address
City,State,Zip

Payor * Medicaid Medicare Facility Diagnosis Code(s)

Other:

ID Number *

COVID

Group *

NO 
INSURANCE* 
Social Security No.
or
Driver's License No.

PATIENT ATTESTATION PROVIDER ATTESTATION
I certify that I am providing a nasal or saliva sample for analysis. I certify 
that the specimen identified on this form is my own, and that the specimen 
is neither contaminated nor altered. I certify that the information on this 
form is accurate. I authorize Meditech Clinical Services, Inc. to bill my 
insurance on my behalf and that benefits be paid directly to Meditech 
Clinical Services, Inc. I authorize Meditech Clinical Services, Inc. to
release the necessary information for billing, as well as release results to 
my provider. I understand that Meditech Clinical Services, Inc. may be an 
out of network provider with my insurance/health plan. If my insurer 
releases payment directly to me, I consent to endorse payment and 
forward to Meditech Clinical Services, Inc. within 30 days of receipt.

THE PROVIDER SHOULD ONLY SELECT THOSE TEST(S) FOR
WHICH MEDICAL NECESSITY EXISTS AND IS DOCUMENTED IN
THE PATIENT CHART. THE PROVIDER REPRESENTS THE 
TESTING SELECTED ON THE REQUISITION IS MEDICALLY 
NECESSARY FOR THE PATIENT.

Patient Signature: Date: Provider Signature: Date:

Lab Use Only
Samples received by: Initials: Date:

Sample Type: Sample Notes:

African American Caucasian

Native American Other

Ethnicity: Hispanic

TESTING REQUESTED
Non-Hispanic

* IMPORTANT Please print all information
clearly as any illegible information will
delay results.

Race: Asian

A Hispanic

Entera

Male Female

James Miller, MD 1861503468

Z20.828

�

Collector Signature: Date:

Temperature:

LABEL HERE

SPECIMEN INFORMATION
Specimen Type/Source: Nasopharyngeal swab (NP)

*Collection Date & Time: ____ / _____ / _____  ___ : ___ AM/PM

TEST MENU
SARS-CoV-2,RT-PCR,
NP (COVID-19)

    Fax: (217) 336-2413

CLIA ID# 14D2228088

FLU A & FLU B,RT-PCR,NP

 
FLU A & FLU B/RSV PCR 
PANEL,RT-PCR,NP

RSV,RT-PCR,NP

COLA ID # 31382

Form vpcr 3 Revised date: 5/13/2023

FLU A & FLU B / RSV /
COVID-19 PCR 
PANEL,RT-PCR,NP
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