EXACT COLOGUARD® ORDER EXACT SCIENCES LABORATORIES, LLC

SCIENCES o REQUISITION FORM B ino a0 | Exaeaiabscom

Stool-based DNA test with hemoglobin Immunoassay component NP 1629407069 TIN: 463095174

BOVIDER INFORMATION 1 ORDR INFORMATION

, H 5 L i . This section is not intended to influence the medical judgment of an ordering
i Healthcare Organization Name: _. ‘ - provider in determining whether this test is right for any particular patient. The
following codes are listed as a convenience. Ordering practitioners should report
the diagnosis codels) that best describes the reason for performing the test.

i Provider Name: _ : :
: : : o 1CD-10 Coda:

NPi#| . | S P R R P G @ 71201 and Z12.12 (Encounter for screening for malignant
' i N ‘ : : neoplasm of colon [212.11] and rectum [212.32])

EERS O Otherfs)

Certification |
. i L . . {am a licensed healtheare praviderauthorized toorder Cologuard. This
City, State, Zipt . . — - test is medically necessary and the patient is eligible to use Cologuard. :
i T - i will maintain the privacy of test results and related information as |
T T AT T iged HIPAA. pauthorize Exact Sciences Lahoratorias to obtain -

Phone Number: ... . AR

Location Address: ‘

ent for {Zologuard and to directly contact and collect

m the(b‘a ient apppropriate.
N7

rl']w‘g Provider Sig'nét;r; Date of Order

! Secure Fax Number* _-=

t *To receive results for this order, please provide secure FAX number only

1 Patient ID/MRN: sty -7 | Phone Number (required}:

i , CHome OMobile OWork
{ First Name: L Last Name: o

! : : - Language Preference {optional):

| DOB (mm/ddfyyyy): - - Sex OMale O Female

% Shipping Address: D St LU Billing Address:

x [[15ame os Shipping

%

! City, State, Zip: , City, State, Zip:

]
. PATIENT ETHNICITY AND RACE The completion of this section is optional.
Is your patient of Hispanic or Latino origin or descent? O Yes O No

Please mark one or more to indicate your patient's race:

i QO White OBlackor African-American O Asian O Native Hawaiian or other Pacific Islan

der O American Indian or Alaska Native
KA 4 g P

"dind P

i Does patient wish Exact Sciences to bilt their insurance? 'O__Yes (complete below)

| policyholder Name: - ... . . Policyholder DOB:._*. - Relationship to patient: OSelf OSpouse O Other

| Primary Insurance Carrier: .~ Type: O Private Ol@lediéare O Medicare Advantage O Medicaid O Tricare

E Claims Subrmission Address:

 subscriber ID/Policy Number: -~ .. Group Numberi . Plan:

Prior-Authorization Code (if available}.
J PATIENT AUTHORIZATIONS, ASSIGNMENT OF BENEFITS {AOB) & FINANCIAL RESPONSIBILITIES

It quthorize Exoct Sciences Laboratories {Exact) to bill my insurance/heaith plan and furnish them with my Cologuard order information, test r_ca_sults. or other informotion requeste
| for reimbursernent. | assign all rights and benefits under my insurance plans to Exact and authorize Exact to appeal and contest any refmburgemer!t deniol, chrudmg in an
'1 administrative or civil proceedings necessary to pursue reimbursement. | authorize oll reimbursements to be paid directly to the labaratory in consnderat[on for services performe:
% | understand that | am responsible for any amount not paid, including amounts for non-covered services or services determiqed by my plon to be pmwded by an out-of-networ
l provider. I further understand that if | amn a Pedicoid enmwaaﬂ s earolisd @5 a Medicaid provider, Exact will accept as paymant in full the amounts paid by th
! nt which m: .

Medicaid program, plus ony deductible, jhstrrance or co required by the Medicaid progrom to be peid by me.

- Patient Signature: \L jj‘\é?(\ . : Date:
Sl For Lab Use On
FRM '300‘4}?1%" Fax completed form to 844-870-8875 sarmple Collected: __f [ Sample Received: _L_/ .







