
GASTROINTESTINAL TEST REQUISITION
CLIA ID # 31D2026917

  

 
Policyholder Name: _________________________________ 
Insurance Name: ___________________________________
Policy #: __________________________
Group #: __________________________
Please provide a copy of the front & back of insurance card(s).

CLINICAL IMPRESSIONS (CHECK ALL THAT APPLY) ENDOSCOPIC CODES

INSURANCE INFO. (Required)

REFERRING PHYSICIAN INFO. (Required)

c Bill Insurance        
c Bill Client        
c Self Pay
c TC/PC

 
CLINICAL HISTORY

c Family Hx of Barrett’s Esophagus
c Family Hx of Cancer (type) _____________________
c Family Hx of H. pylori 
c Personal Hx of Barrett’s Esophagus 
c Personal Hx of Cancer (type) ___________________
c Personal Hx of Idiopathic IBD
c Personal Hx of Lymphoma
c Personal Hx of Polyps

c Anorexia
c Bleeding (type) _____________________
c Change in Bowel Habits
c Chronic Diarrhea
c Colitis Surveillance
c Colorectal Cancer Screening
c Diarrhea (Bloody)
c Diarrhea (Watery)

c Dyspepsia
c Dysphagia
c Heartburn
c Heme Positive Stool
c Iron Deficient Anemia
c Microscopic Colitis
c Nausea

c NSAID Usage
c Polyp/Neoplasm Surveillance
c Pain (type) ___________________
c Reflux
c Screening
c Weight Loss
c Other:_______________________
                  _______________________

c R/O Barrett's Esophagus
c R/O Cancer 
c R/O Candida 
c R/O Crohn’s Disease
c R/O Dysplasia
c R/O Eosinophilic/ Esophagitis

c R/O Fungi
c R/O Gastritis/H. pylori
c R/O R/O Idiopathic IBD
c R/O Mastocytic Enterocolitis

c R/O Micropscopic Colitis
c R/O Parasites

c R/O Sprue
c R/O Viral Inclusions 
c R/O Ulcerative Colitis
c R/O Other: ___________
       ____________________

1. Barrett’s Mucosa K22.70
2. Duodenitis K29.80  
3. Esophagitis K20.9
4. Gastritis K29.70
5. H. pylori B96.81
6. Hiatal Hernia R44.9
7. Ileitis K52.9

8. Erosion K25.9
9. Erythema L53.9
10. Granularity K31.9
11. Mass K31.9 
12. Nodularity K31.9
13. Polyp K31.7
14. Polyposis D12.6 

15. Pseudomembrane K31.9 
16. Stricture K31.89 
17. Ulcer K25.9 
18. Random Biopsy K31.9 
19. Other: ______________
______________________

 
SPECIMEN SUBMITTED

Biopsy Site(s) ICD-10

A

B

C

D

E

F

G

H

I

J

K

SPECIMEN ID:

 
Date of Collection: ____________________  Time of Collection: ____________________
Last Name: __________________________  First Name: ________________  MI: ______
Cell #: ______________________________  Email: _______________________________
Home #: ____________________________  Street Address: _______________________
Apt: ________  City: _______________________________   State: _____ Zip: _________
DOB: (MM/DD/YYYY): _______ / _______ / _____________  SSN #: _________________

Gender Identity and Sexual Orientation
c Male   c Transgender Male  c Straight or Heterosexual
c Female  c Transgender Female  c Lesbian, Gay or Homosexual
c Non-Binary/Genderqueer c Choose not to disclose c Bisexual
      c Other: ________________________

Race and Ethnicity - Select all that apply
c American Indian or Alaska Native c Asian   c Hispanic or Latino
c Black or African American  c White   c Non-Hispanic or Latino
c Native Hawaiian or Other Pacific Islander c Choose not to disclose c Other: ______________

PATIENT INFORMATION - ALL REQUIRED

(SSN # required for self-pay patients only)

300 Columbus Circle, Suite A, Edison, NJ 08837  |  Tel: (866) 909-PATH  |  Fax: (908) 272-1478  |  www.qdxpath.com

 
PROVIDER MUST SIGN to approve testing

Provider Signature: ________________________________________     Patient Signature: _________________________________________
I authorize the release of medical information related to services provided herein to my health plan/
insurance carrier and authorize payment directly to QDx Pathology Services and/or lab services 
provider. I assume responsibility for payment of charges not covered by my healthcare insurer.

CMS requires physician signature on all requisitions. QDx Pathology Services is responsible for 
verifying signature prior to performing testing.
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call ������ME�IC��E (���������������TTY: ��������������). 

Signature: Date:

Laboratory Tests Reason Medicare May Not Pay

NOTE: If Medicare doesn’t pay for items checked or listed in the box below, you may have to pay. Medicare does not pay for everything, even some care that 
you or your health care provider have good reason to think you need. We expect Medicare may not pay for the items listed or checked in the box below.

          OPTION 3:  I do not want the Laboratory Test(s) listed above, I understand with this choice I am not responsible for 
payment, and I cannot appeal to see if Medicare would pay.

          OPTION 2:  I want the Laboratory Test(s) listed above, but do not bill Medicare.  You may ask to be paid now as I 
am responsible for payment.  I cannot appeal if Medicare is not billed.          

 OPTION 1: I want the Laboratory Test(s) listed above. You may ask to be paid now, but I also want Medicare billed 

What you need to do now:
�  
�  
�  

Form CMS������ (�����)


