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Lab Use Only

i Diagnostic Soiutons Labaratory
Diagnostic 5495 Shilon Rd Ste 101
Solutions Alpharetta, GA 30005
aboratery Phone: 677-485-5336
iy Fax: 470-239-5017

Ao TECHNOL:
www.dagnosticsolutionsiab.com

0lD248572

Practice Information Ordering Clinician

DNA Diet and Lifestyle
5610 N Frostwood Parkway
Peoria, IL61615
Phone:513-364-0904

Account Number: 11969

(MM/DDYYYY)

Cr10.9 Abdeminal Pain, unspectied [JKss.0 Irritable Bowel Syndrome wiDisrrhea O
[JR14.0  ~bdominal Osstension (gaseous) [JK58.8  Irrtable Bowsl Syncreme wio Diarthea O
Cr19.7 Diarrhea, unspecified [JK59.00  Constipation, unspactied 0

Test Information (Select Only One) CPT Codes
LIGI-MAP  (Inciudes Gl Pathogens and H. pylori)
87482, 87799x3, 87798 X3, 82274, 83993, 82656, 63516 X2, 83520x2
GI-MAP plus Zonulin

9x3, 87798 X3, 82274, 83993, 82656, 53616 x2, 83520x2
[JGI Pathogens 87789 x3. 87798 x3

[JH. pylori &
[Jzonulin (©
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82274 Fecal Immunochemical Testing

82656 Pancrealic Elastase, ELISA

83516 Fecal Secretory IgA, IgA Gliadin, ELISA
83520 Immuno Assay quant, Eosinophil Derived Neurotoxin, Zonulin
83993 Calprotectin, quantitative ELISA

87482 DNAquant, Candids

87799 DNA quant, Giardia, E. histolytica, H. pylori
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(Middle Inal)

* Patlent Name: (First)

(Last)
* Patlent Date of Birth: (MM/DD/YYYY) Gender: M
* Date Sample Collected: (MM/DD/YYYY)

*Phone:  ( ) -
* Emall:
* Malling Address:
(City)
{County}
Patient / Responsible Party Acknowledgment

| authorize the payment of all medical benefits to be paid directly to
Diegnostic Solutions Laberatory. | understand that the test(s) listed on this
form will be out-of-network for my health plan and acknowledge my financial
responsibility according to the applicable billing guidelines. If Diagnestic
Solutions Labaratory participates with my health plan, | understand that my
payment will be applied toward the patient respensibility after my health plan
has processed the claim, | understand that the test ordered by my clinician
may be deemed not medically necessary, experimental, or investigational by
my health plan. If my insurance company denies payment for any reason, |
authcrize the services to be performed and to be financially responsible for

Date: MMDDYYYY)

Signature:

CreditCard Type: Q0 VISA QO MasterCard 0O AmEx

Card Number:

Exp Date: (MMDDIYYYY) / !
CCvit: Billing Zip:

Name on Card:

Signature:

By signing this section, you are authorizing Diagnostic Solutions Laborstory,
LLC to charge your card for the payment type selected.
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Name: (First)

(Last)
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(City)

{County}
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