
ICD-10 CODES 

REFERRING PHYSICIAN TO BE CONTACTED WITH RESULTS AND/OR QUESTIONS 
Referring Physician 	 Referring Institution				    Phone	 Fax

Address			   City		  State	 ZIP	 Country	

	  

	 Patient Name:	 Last	 First	 MI

		 Birthdate:		  Gender:    M    F

	 Ordering Doctor:	 Last 	 First	 NPI#

If patient or insurance information is not included or attached to this form, your 
facility will be billed. For Medicare patients classified as a hospital inpatient or 
outpatient on the date of service, charges must be billed to the referring client.

ICD-10 Codes are required for billing. When ordering tests for which reimbursement will be sought, 
order only tests that are medically necessary for the diagnosis and treatment of the patient.

VA NON-CONTRACTED TEST REQUISITION

                      
Fasting    

 
Non-Fasting	 Collected By				    Collection Date		  Collection Time   am   pm	

	 Patient Address	 City		  State	 ZIP	 Home Phone #

	 Policy Holders Name	 Primary Insurance (Card Name)	 Primary Policy/Contract #	 Primary Group #	 Policy Holders DOB

	 Policy Holders Name	 Secondary Insurance (Card Name)	 Secondary Policy/Contract #	 Secondary Group #	 Policy Holders DOB

	 Bill To:	   Client/Referring Institution	  Patient/Insurance

		    Medicare =   In Patient on DOS  	  Out Patient on DOS	   Non Patient on DOS

Use this form to request non-contracted tests that require separate approval and invoicing

	 REQ26v20260218 V-REFR

	 Client

	 Ward

ADDITIONAL INSTRUCTIONS AND/OR TESTS

REFERENCE LABORATORYPO# TEST

 STAT

Michigan Medicine 
Laboratories (MLabs)
mlabs.umich.edu
800.862.7284
FAX: 734.936.0755

SPECIMEN SHIPMENTS ONLY:
N-LNC Specimen Processing, 2800 Plymouth Rd, 
Bldg 35, Ann Arbor, MI 48109-2800

VAAA

VAMS

VA Ann Arbor Healthcare System (734) 845-5138 (734) 845-3207

2212 Fuller Rd Ann Arbor MI 48105 USA
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