
McLaren Northern Michigan  
Laboratory Services 
Phone 231.487.4219 

Fax 231.487.7759 
 
 

Add-on Test Requisition 
 

Today’s Date _______________  PA# ______________________ 
 
Patient ___________________________ DOB _____________________ 
 
Diagnosis Code(s) ____________________________________________ 
 
Office Fax ___________________________________________________ 
 
Physician Signature ___________________________________________ 
 
 

TEST TO BE ADDED 
 

______________________________ _____________________________ 

 

______________________________ _____________________________ 

 

______________________________ _____________________________ 

 

______________________________ _____________________________ 

 

Fax this request for additional testing to the Lab.  PLEASE DO NOT CALL 
ORDERS IN. Upon completion, this requisition will be faxed back to notify you 

that we received it and to let you know what if any action we are taking. 
 

 
 

For Lab Use Only 
 
__ Done     ___ Quantity Not Sufficient 
 
___ Specimen too old   ___ Wrong specimen drawn   
 
___ __________________________ 
 
 
Lab Personnel: ___________________________ Date: __________________ 
 

CONFIDENTIALITY NOTICE:  The document accompanying this facsimile transmittal may contain confidential information.  The 
information is intended only for the use of the individual(s) or entity named above. If you are not the intended recipient, you are notified that 
any disclosure, copying, distribution or the taking of any action in reliance on the contents of this facsimile information is prohibited.  If you 

have received this facsimile in error, please notify us immediately at the above telephone number. THANK YOU. 

 


