
Requisitions – Southwestern Vermont Medical Center  
 
Guidelines for Completing an Outpatient Laboratory Requisition 
REQUIRED PATIENT DATA 

1. Enter patient's FULL LEGAL name, date of birth, and sex. 
2. Use the CLINICAL DIAGNOSIS box to enter all diagnosis codes or descriptions that 

apply for the test(s) being ordered (Refer to guidelines). 
3. For customized physician/group practice requisitions, circle the name of the ordering 

physician. 
4. If the requisition is not customized, enter the ordering physicians name, address and 

telephone number. 
REQUIRED SPECIMEN DATA 

1. If including your patient demographic/insurance sheet, check the PT Data Sheet 
Attached box and skip to the OTHER PHYSICIAN INFORMATION section of the 
requisition 

2. If the PT Date Sheet is not included, enter the patient's telephone number, insurance 
name(s) and insurance policy and/or group numbers. 

3. If the patient has no insurance please write SELF PAY in the Insurance Name #1 box. 
OTHER PHYSICIAN INFORMATION 

1. Enter the name of the patient's PCP/family physician. 
2. Indicate if copies of the report are to be sent to ADDITIONAL physicians.  If the 

physician is out of the service area, please indicate their mailing address for the report 
as well as the phone number in case we need to contact this physician. 

3. Indicate if the test results are to be called or faxed; enter the phone number(s) and 
recipients. 
(It is a HIPPA requirement that all call and fax numbers be accompanied with the name 
of the recipient of the information.) 

4. ALWAYS have the patient sign the requisition to allow SVMC to bill for the services 
provided. 

5. Orders from New York State also need the ordering physician's signature. 
SPECIMEN INFORMATION 

1. For specimens collected in the office, indicate the date and time the specimen was 
drawn.  If SVMC lab is to collect the specimen, leave the date and time fields blank. 

2. Check the box(es) if the patient was or is to be Fasting or Non-Fasting, and if the testing 
is to be run STAT or is a PRE-OP patient. 

3. Mark all the tests needed by placing an "X" in the box(es) next to the test name.  Some 
microbiology specimens will also require a specimen source to be indicated or ask about 
pregnancy or allergy status. 

4. Test orders not on the list of tests may be entered in the OTHER TEST/COMMENTS 
section at the bottom of the requisition. 

NOTES 
1. IF THE PATIENT HAS MEDICARE INSURANCE AND ANY TEST(S) WITH AN "*" 

HAVE BEEN MARKED, MEDICAL NECESSITY MUST BE DETERMINED FOR 
THOSE TESTS PRIOR TO SUBMISSION TO THE LAB AND BEFORE THE PATIENT 
LEAVES THE OFFICE.  There may be additional tests requiring medical necessity 



checking that are not included on the Lab requisition.  Refer to master list of tests 
provided in the Medical Necessity manual. 

2. If a test fails medical necessity checking based on the diagnosis given, the chart or 
physician must be consulted to determine if additional patient diagnoses can be 
provided that warrant the test(s) being done. 

3. Any additional diagnoses provided for the testing must be entered onto the Lab 
requisition in the REASON FOR TEST section. 

4. If the test(s) does not pass medical necessity and no further diagnosis can be provided, 
it is requested that the physician's office print out an ABN, advise the patient of their 
liability, give them the choices available, and have the patient sign and date it.  A copy 

of the ABN should be submitted with the requisition.  Every effort should be made to 
provide a valid diagnosis for the patient. 

5. Not submitting the ABN to the Lab may result in delayed testing and an inconvenience 
to the office practice and patient by unnecessary phone call 
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