[image: A black background with letters

Description automatically generated]Client:      
[bookmark: Text2]Attention:      
[bookmark: Text3]Fax #:      
[bookmark: Text4]Rep ID#/Date faxed:      
Request to Change Patient Information for Specimens Submitted for Testing with Incorrect Information
Please complete this form with the following information and fax to SBMF Client Services at 574-807-3008. Please call 574-234-4176 x 4288 if you have any questions. For Cytology/Pathology specimens, a correct requisition form must also be completed and faxed along with this form.

[bookmark: Text5]Date specimen was submitted:     

Information on Original Order/Specimen

[bookmark: Text6]Name:      
[bookmark: Text7]Patient ID#/FIN or KEYID# (for computer-linked sites only):      
[bookmark: Text8][bookmark: Text9]Date of Birth:     	SSN:     
Correct Information
[bookmark: Text10]Name:     
[bookmark: Text11]Patient ID#/FIN or KEYID # (for computer-linked sites only):     
[bookmark: Text12][bookmark: Text13]Date of Birth:     	SSN:     
[bookmark: Text14]Address:     
[bookmark: Text15]Billing Information:     
[bookmark: Text16]     
[bookmark: Text17]Comments or Additional Information:     

______________________________________________
Signature and Title of Person Completing this Form/Making Request


Date of Request

	FOR SBMF CLIENT SERVICES USE ONLY (Mark as many boxes as appropriate)
Note: Correcting to a new patient for Surgical and Cytology specimens MUST be completed by the HISTO and CYTO managers. 
Assign a Frontline case to the appropriate manager and attach a copy of the new requisition to the notification email.
[bookmark: Text18][bookmark: Text19][bookmark: Text20]Rep ID#:      	Date Corrected      	Acc#      
[bookmark: Check1][bookmark: Check2][bookmark: Check3]|_| Order Note for documentation |_| AP/CYTO DOC ordered for documentation |_| Original result corrected to See Note
[bookmark: Check4][bookmark: Check5][bookmark: Check6]|_| New order under correct patient resulted |_| Resend result to ESO |_| Patient Combine performed with supervisor approval
[bookmark: Check7][bookmark: Check8][bookmark: Check9]|_| PT COMB test ordered for documentation |_| E-mailed SB online group for SB Online/Interfaced clients (acc# only – they will get info from footnote) |_| Case assigned to Manager of Cytology/Histology and new requisition attached to notification e-mail









Form CF-020852-11 (3/23)FOR SBMF ACCOUNTS RECEIVABLE USE ONLY

Rep ID #:		Date Corrected: 	
Billing credited on incorrect patient
Billing added to correct patient
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