EXAL ] COLOGUARD® ORDER EXACT SCIENCES LABORATORIES, |

145 E Badger Rd, Ste 100, Madison, W 5:
SCIENCES REQUISITION FORM 5 840 870,887 | Erat e

AB O RATO R l ES Stool-based DNA test with hemoglobin immuncassay component NPI: 1629407068 TIN: 46309

Provide '
I{ROVIDER 2 INFORMATION i ORDER INFORMATION

]
i

i This section is not intended to influence the medical judgment of an orderi
vider in determining whether this test is right for any particular patient. T|
lowing codes are listed as a convenience. Ordering practitioners should repe

the diagnosis cade(s} that best describes the reason for performing the test.

1€D-10 Code:
v

gNPI#: l 2 l C—,. 7. g g‘ Z l"] &1 .ZT2.TIandZ12.12(Encounterforscreeningformalignant

neoplasm of colon [212.11] and rectum [Z212.12])

) O Other(s)

b

! Location Address: %Vl MS{' W\V\@ aps o

! ',.} Certification

‘1‘ lam alicensed healthcare provider authorized to order Cologuard, Tk
City, State, Zip: MOV\ G MW’; Pﬂ/ %(/ , I test is medically necessary and the patient is eligible to use Cologuar

v I will maintain the privacy of test results and related information

" (224) 244227 | oo

Phone Number: [ ; ent for|{ Cologuard and to directly contact and colle

i | _ amples from the faatient ppropriate.

! Secure Fax Number*: LZZ‘O 2444 %;0[ (/ /n C?‘B?L ?

{ *To receive results for this order, please provide secure FAX nurmber only | : ri),g Provider signc)ture Date of Order

F
: Healthcare Organization Name:

Provider Name:

i

{
|
]
:

| Patient ID/MRN: Phone Number (required):

O Home O Mobile O wWork

Language Preference (optional):

First Name: {7 Last /Name:
008 (mmvddpyyy): B2 VO W Wer Hvsie o remate |

gShipping Address: l4|5 MWIW WV\’O i Billing Address:
-‘ |

i [Jsarme as Shipping

é.?ity' State, Zip: ﬂMﬁV’d’;ﬂ W?/\/k{j n k1, 2P J City, State, Zip:

' N
PATIENT ETHNICITY AND RACE The completion of this section is optional.

! Is your patient of Hispanic or Latino origin or descent? O Yes %\Jo

Pigase mark one or more to indicate your patient’s race:
; Y hite O Black or African-American O Asian  © Native Hawaiian or other Pacific Islander O American Indian or Alaska Native

i

t Does patient wish Exact Sciences to bill their insurance? ‘ es (comnplete below} O No (patient will self-pay)

1

Policyholder Name: MV\‘ \q‘ cyholder DOB: £7] /1/0 tionship to patient; f OSpouse O Other

é Primary Insurance Carrier: % Type: O vate O Medicare O Medicare Advantage O Medicaid O Tricare

; Claims Submission Address:
I

g Subscriber 1D/Policy Nu mber@(m'% O%%fzﬁ%er: gr‘lwsg Plan:

i Prior-Authorization Code (if available);

' PATIENT AUTHORIZATIONS, ASSIGNMENT OF BENEFITS (AOB) & FINANCIAL RESPONSIBILITIES
|- JU ~

J ! suthorize Exoct Sciences Laboratories (Exact) to bill my insurance/health plan and furnish them with my Cologuard order information, test resuits, ar other informotion requested
i for reimbursement. | assign all righis and benefits under my insurence plans to Exact and authorize Exact to appeai and contest any reimbursement denial, inciuding in any
i administrative or civil proceedingyﬁecessary rsue reimbursemnent. | outhorize all reimbursements to be paid directly to the laboratory in consideration for services performed.
3 ! understand that ! am responsible for GHW t npt paid, ingluding amounts for non-covered services or services determined by my plan to be provided by an out-of-network

. provider. | further understand i+ am& Megigaigienrolige inYa stote where Exact is enrolled as o Medicaid provider, Exact will accept as poyment in full the amounts paid by the
| Medicaid program, plus GHJ:Z(U(CU 3 074 M}/ ent which may be required by the Medicaid program te be paid by me.
F
A

| Patient Signature,/£ "'C/I Date;

or
/
i

For Lab Use Only

7
Eentl;:iorggb%gc Fax COmé)étEd form to 844-870-8875 Sample Collected:__/_/ | Sample Received: _/_/__




