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* CLIENT:      ____________________________________      ______________________________________     __________________________ 
                          * LAST NAME                                                                   * FIRST NAME                                                                     Middle 
 

 
* TEST TYPE:  01 EIA TESTS 
 

 

�NOT MEDICALLY INDICATED 

        Test Result:  0 Negative     1 Positive     9 N/D 
 

 
Provided By: 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  02 HIV 1 / 2 COMBINATION TESTS 

 

�NOT MEDICALLY INDICATED 
 
     Test Result:  0 Negative     1 Positive     9 N/D 
 
 

 
Provided By: 

 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  03 WESTERN BLOT / IFA 

 

         

�NOT MEDICALLY INDICATED 
 

    Test Result:  0 Negative     1 Positive     8 Ind     9 N/D 
 

 

 
Provided By: 

 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  04 OTHER HIV ANTIBODY TESTS 

 

�NOT MEDICALLY INDICATED 
 
     Test Code:  01 RIPA    02 Latex Ag     03 Peptide     04 Rapid    11 IgA     12 IVAP     88 Other     99 Unspecified 
 
     Test Result:  0 Negative     1 Positive     8 Ind     9 N/D 
 

 

 
Provided By: 

 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  05 HIV DETECTION / ANTIGEN / VIRAL / LOAD TESTS 

 

�NOT MEDICALLY INDICATED 
 

 

    Test Code:  01 Culture     02 Antigen    03 PCR    04 Repeat PCR    11 NASBA    12 Quant. PCR    13 bDNA    18 Other Viral    88 Other    99 Unspecified 
 
    Test Result:  0 Negative   1 Positive    5 Detectable    6 Undetectable     8 Unknown     9 N/D 
 
    Range:   01 < 500   02 500-1,000   03 1,000-9,999   04 10,000-49,999   05 50,000-99,999   06 100,000-499,999   07 500,000-1,000,000  08 >1,000,000 
 
    Count:  ______________                         Percentage:    ___ ___ ___ %                                         

 

 
Provided By: 

 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 
 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
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* CLIENT:      ____________________________________      ______________________________________     __________________________ 
                          * LAST NAME                                                                   * FIRST NAME                                                                     Middle 
 

 
* TEST TYPE:  06 CD4 (T-HELPER) TESTS 

 

�NOT MEDICALLY INDICATED 
 

      Range:  01 < 200     02 200-499    03 500-749    04 750-999     05 1000-1499       06 >=1500 
 
 

      Count:  ______________                                                                  Percentage:   ___ ___ ___ % 
 

 

 
Provided By: 

 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  20 PREGNANCY TEST 

 

�NOT MEDICALLY INDICATED 
 

    Test Code:  01 Blood         02 Urine                                                   
 
    Test Result:  1 Positive       0 Negative 

 

 
 

Provided By: 

 
 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  AP ANAL PAP SMEAR                    
 

 

�NOT MEDICALLY INDICATED 

    Test Result:   1 Negative   2  Unsatisfactory   3 Benign    4 Atypical Cells Of Uncertain Significance    5 Low-Grade Changes  
 
                          6 High-Grade Changes             7 Squamous Cell Carcinoma Or Adenocarcinoma     
 
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 
* TEST TYPE:  CT CHLAMYDIA 

 

�NOT MEDICALLY INDICATED 
 
    Test Code:    01 Cervix    02 Eye    03 Rectum    04 Throat Culture   05 Urethra    06 Urine   07 Vagina                                              
 
    Test Result:  001 Positive (Abnormal)       002 Negative (Normal)

 

 
Provided By: 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 

 
 
* TEST TYPE:  GC GONORRHEA 

 

�NOT MEDICALLY INDICATED 
 
    Test Code:    01 Cervix    02 Eye    03 Rectum    04 Throat Culture   05 Urethra    06 Urine   07 Vagina                                              
 
    Test Result:  001 Positive (Abnormal)       002 Negative (Normal) 

 

 
Provided By: 

 
__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
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* CLIENT:      ____________________________________      ______________________________________     __________________________ 
                          * LAST NAME                                                                   * FIRST NAME                                                                     Middle 
 

 

* TEST TYPE:  HA HEPATITIS A  
 

�NOT MEDICALLY INDICATED 
 
    Test Code:   01 Total Anti-HAV      02 IgM Anti-HAV       03 IgG Anti-HAV\ 
 
    Test Result:   01 Positive (+)  02  Negative (-)    
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 

 

* TEST TYPE:  HB HEPATITIS B  

 

�NOT MEDICALLY INDICATED 
 
    Test Code:      01 HBsAG  02 Anti-HBs  03 Total Anti-HBc  04 IgM Anti-HBc   05 HBeAg   06 HBeAb  07 HBV DNA 
 
    Test Result:   01 Positive (+)  02  Negative (-)    
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

* TEST TYPE:  HC HEPATITIS C  

 

�NOT MEDICALLY INDICATED 
 
    Test Code:     01 Anti-HCV (EIA)      02 Anti-HCV (RIBA)      03 HCV RNA        04 HCV Genotype 
 
    Test Result For 01 Anti-HCV (EIA) and 02 Anti-HCV (RIBA):   01 Positive (+)  02  Negative (-)    
 
    Test Result For 03 HCV RNA:  01 Positive / Detectable  02  Negative / Undetectable                          
 
    Test Result For 04 HCV Genotype:  01 1a   02 1b   03 1c   04 2a   05 2b   06 2c  07 3a  08 3b  09 4a  10 4b  11 4c  12 4d  13 4e  14 5a  15 6a  16 Other  
 
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

* TEST TYPE:  HP HUMAN PAPILLOMAVIRUS (HPV) INFECTION  

 

 

�NOT MEDICALLY INDICATED 
                        

    Test Code:      01 High Risk Serotypes (16, 18, 31, 45)      02 Other High Risk Serotypes      03 Low Risk Serotypes      04 None Detected 
 
    Test Result:   01 Positive (Abnormal)     02  Negative (Normal)    
 
 

Provided By: __________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

* TEST TYPE:  HS HERPES SIMPLEX VIRUS (HSV) 1/2  

 

�NOT MEDICALLY INDICATED 
 

   Test Code:   01 Antibody Tests      02 Herpes Viral Culture      03 Herpes Virus Antigen Detection Test       05 Tzank Prep 
 
                           04 Polymerase Chain Reaction (PCR) Test 
 
   Test Result:  01 Positive (Abnormal)   02  Negative (Normal)    
 
   Test Result For 04 Polymerase Chain Reaction (PCR) Test:  01  Positive    02 Below Level Of Detection 
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
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* CLIENT:      ____________________________________      ______________________________________     __________________________ 
                          * LAST NAME                                                                   * FIRST NAME                                                                     Middle 
 
 

* TEST TYPE:  PS CERVICAL PAP SMEAR 

 

 

�NOT MEDICALLY INDICATED 

    Test Result:   1 Negative     2 Unsatisfactory     3 Benign     4 Atypical Cells Of Uncertain Significance    5 Low-Grade Changes   
 
                          6 High-Grade Changes               7 Squamous Cell Carcinoma Or Adenocarcinoma    
 

 

Provided By: 

 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

* TEST TYPE:  QF QUANTIFERON TB  

 

�NOT MEDICALLY INDICATED 
 

    Test Result:  1 Negative   2 Positive     3 Indeterminate 
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

* TEST TYPE:  SX SEXUALLY TRANSMITTED INFECTION (STI)  
 

 

�NOT MEDICALLY INDICATED 
 

    Test Result:  001 Positive   002 Negative     003 Indeterminate 
 

 

Provided By: 
 

__________________________________________________________________________________________ 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

* TEST TYPE:  SY SYPHILIS 

 

�NOT MEDICALLY INDICATED 
 

    Test Code:  01 Automated Reagin Test (ART) / Non-Trep.  02 RPR / Non-Treponemal Test    03 VDRL / Non-Treponemal Test   
                       04 Darkfield Microscopy / Treponemal Test      05 EIA / Treponemal Test              06 FTA-ABS / Treponemal Test 
                       07 MHA-TP / Treponemal Test                         08 TPPA / Treponemal Test 
 
    Test Result For 01 Automated Reagin Test (ART) / Non-Trep, 02 RPR / Non-Treponemal Test, 03 VDRL / Non-Treponemal Test: 
 
         001 1:1       002 1:2       003 1:4        004 1:8         005 1:16       006 1:32       007 1:64      008 1:128   
         009 1:256   010 1:512   011 1:1024  012 1:2048   013 Non-Reactive (Normal) 
 
    Test Result For 04 Darkfield Microscopy / Treponemal Test:  
 
         001 Positive (Abnormal)    002 Negative (Normal) 
 
    Test Result For 05 EIA/ Treponemal Test,06 FTA-ABS / Treponemal, 07 MHA-TP / Treponemal, 08 TPPA / Preponemal: 
 
        001 Reactive (Abnormal)      002 Non-Reactive (Normal)      003 Minimal Reactive 
 

 

 
Provided By: 

 

 
__________________________________________________________________________________________ 
 
 

 

* TEST DATE: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

Result Date: 
 

___ ___ / ___ ___ / ___ ___ ___ ___ 
    MONTH             DAY                       YEAR 
 

 

 


