
RESULTS

CPI #

Name

Birthdate

Ordering  MD / CNS: Attending Staff Name:

Collected By:

F3 HOMEMED.F3F JLJ Created 12/99 Revised 9/10

Visit #

UNIVERSITY OF MICHIGAN HOSPITALS REPORTING
LOCATION

CODE:

DR. # DR. #

Collection Date: Collection Time: Date Ordered:AM
PM

PATHOLOGY ORIGINAL HOME MED CLINICAL LABORATORY REQUISITIONUniversity of Michigan Hospital & Health Centers

HOME CARE SERVICES

FLUSH PROCEDURES

Flush catheter lumen with 5 - 10 ml 0.9% sodium chloride after laboratory draw.

Pharmacy Use  ONLY

ICD9 (Diagnosis) Code:

Additional Instructions:________________________________________________

Sex    M    F

__________________________________________________________________

Reviewed by Clinician: _______________________________________________

Date:____________________

2850 S. Industrial, Suite 50
Ann Arbor, MI 48104
800-862-2731

MedHome

MedHome

MedHome

UMHHC - 

Other_________________________________________________________

Other_________________________________________________________

Other_________________________________________________________

Vitamin EVITE

Zinc, BloodZINC

Vitamin D 1,25 DihydroxyDHVD

Triglycerides

PhosphorusPHOS

Parathyroid Hormone, IntactPTHI

PrealbuminPAB

FerritinFRTN

Essential Fatty Acid Profile (C12-C22)FAPEP

Calcium, IonizedICAL

CBCPD

AmylaseAMYL

LipaseLIP

Manganese-RBC  (Specialty 4872 R-Whole blood)SL MISC

CarnitineCARN

ChromiumCR-S

CopperCOPP

CBC, Platelets and Differential Count

Vitamin D 25 Hydroxy

Vitamin A

Iron & Iron Binding Capacity

Vitamin B12

Vitamin B 9 (Folate)

Magnesium

Selenium

Cholesterol

CBC (WBC, RBC, Hemoglobin, Hematocrit) and Platelets

Random

VITB12

Alb, Bili (Total, Direct, Indirect), ALT, AST, ALK & Total ProteinLIVER

Glu, UN, Creat, Sod, Pot, Chlor, Cal, Total Prot, ALB, AST, ALT,
Total Bili, ALK & CO2

Glu, UN, Creat, Sod, Pot, Chlor, CO2 & Cal

CBCP

25HD

VITA

TIBC

TRIG

MAG

FOL

SELEN

FastingCHOL

COMP

BASIC

CHEMICAL PATHOLOGY

HMED #

Catheter Type:____________________________

Dr. Address:_______________________________________________

Dr. Telephone #:____________________________________________

Dr. Fax #:_________________________________________________

Verbal Order Obtained By:______________________________________________

Phone/Page #:_____________________________________________

Requested draw Date: ____________________Time:_____________

FREQUENCY OF LABORATORY ASSESSMENT:
Weekly Q 2 Weeks Monthly Other______________________________

IF TESTING IS PERFORMED AT UMHHC:  DO NOT FAX OR MAIL RESULTS.

XHOM

Peripheral draw required

Normal Results:  Fax to 734-975-1046

Critical Results:  Call 800-862-2731


