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ANMC LABORATORY FIELD REQUISITION
Alaska Native Medical Center Laboratory

4315 Diplomacy Drive, Anchorage, AK 99508
Phone: (907) 729-1200, Fax: (907)729-1227

All Information in yellow/red fields is required.  Use full names (NO ABBREVIATIONS).
Field Requisition and Specimen Requirements Info Available at: http://anmc.org/services/laboratory
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CT/GC/Trich - Endocervix (APTIMA)
CT/NG - Male Urethra (APTIMA)
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Direct Antiglobulin Test (DAT)

Fecal Immunochemical Occult Blood 
Test (PolymedCo)

Subscriber/Member # Carrier Code

Plan Name or # Group #

http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory
http://anmc.org/services/laboratory

	Table 1

	Spouse: 
	Child: 
	CHEMISTRYRow1: 
	CHEMISTRYRow2: 
	CHEMISTRYSST_2: 
	CHEMISTRYRow3: 
	CHEMISTRYSST_3: 
	CHEMISTRYRow4: 
	CHEMISTRYSST_4: 
	CHEMISTRYRow5: 
	CHEMISTRYSST_5: 
	CHEMISTRYRow6: 
	CHEMISTRYSST_6: 
	CHEMISTRYRow7: 
	CHEMISTRYSST_7: 
	URINALYSISSST: 
	CHEMISTRYSST_8: 
	URINALYSISSST_2: 
	CHEMISTRYRow8: 
	URINALYSISCOAGULATION: 
	CHEMISTRYRow9: 
	COAGULATIONSST: 
	URINALYSISBLUE: 
	CHEMISTRYRow10: 
	COAGULATIONSST_2: 
	URINALYSISBLUE_2: 
	CHEMISTRYRow11: 
	COAGULATIONSST_3: 
	CHEMISTRYRow12: 
	COAGULATIONSST_4: 
	COAGULATIONSST_5: 
	CHEMISTRYRow13: 
	COAGULATIONSST_6: 
	Source of Specimen REQUIREDBLUE: 
	Source of Specimen REQUIREDHEMATOLOGY: 
	CHEMISTRYRow14: 
	HEMATOLOGYSST: 
	Source of Specimen REQUIREDLAV: 
	HEMATOLOGYSST_2: 
	Source of Specimen REQUIREDLAV_2: 
	CHEMISTRYRow15: 
	HEMATOLOGYSST_3: 
	Source of Specimen REQUIREDLAV_3: 
	CHEMISTRYRow16: 
	HEMATOLOGYSST_4: 
	Source of Specimen REQUIREDSMEAR: 
	CHEMISTRYRow17: 
	HEMATOLOGYSST_5: 
	Source of Specimen REQUIREDLAV_4: 
	CHEMISTRYRow18: 
	HEMATOLOGYSST_6: 
	Source of Specimen REQUIREDLAV_5: 
	CHEMISTRYRow19: 
	Source of Specimen REQUIREDHEPATITIS AND SEROLOGY: 
	CHEMISTRYRow20: 
	CHEMISTRYRow21: 
	HEPATITIS AND SEROLOGYRow1: 
	Source of Specimen REQUIREDSST: 
	Source of Specimen REQUIREDSST_2: 
	CHEMISTRYRow22: 
	HEPATITIS AND SEROLOGYRow2: 
	Source of Specimen REQUIREDSST_3: 
	CHEMISTRYRow23: 
	Source of Specimen REQUIREDSST_4: 
	HEPATITIS AND SEROLOGYSST: 
	Source of Specimen REQUIREDSST_5: 
	CHEMISTRYRow24: 
	HEPATITIS AND SEROLOGYSST_2: 
	CHEMISTRYRow25: 
	CHEMISTRYRow26: 
	HEPATITIS AND SEROLOGYRow5: 
	Chlamydia  N gonorrhoeae  TrichomonasSST: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_2: 
	CHEMISTRYRow27: 
	HEPATITIS AND SEROLOGYSST_3: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_3: 
	CHEMISTRYRow28: 
	HEPATITIS AND SEROLOGYSST_4: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_4: 
	HEPATITIS AND SEROLOGYSST_5: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_5: 
	CHEMISTRYRow29: 
	HEPATITIS AND SEROLOGYSST_6: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_6: 
	CHEMISTRYRow30: 
	HEPATITIS AND SEROLOGYSST_7: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_7: 
	CHEMISTRYRow31: 
	HEPATITIS AND SEROLOGYSST_8: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_8: 
	CHEMISTRYRow32: 
	HEPATITIS AND SEROLOGYSST_9: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_9: 
	CHEMISTRYRow33: 
	HEPATITIS AND SEROLOGYSST_10: 
	Chlamydia  N gonorrhoeae  TrichomonasSST_10: 
	CHEMISTRYRow34: 
	HEPATITIS AND SEROLOGYSST_11: 
	CHEMISTRYRow35: 
	HEPATITIS AND SEROLOGYSST_12: 
	CHEMISTRYRow36: 
	HEPATITIS AND SEROLOGYSST_13: 
	MISC  OTHERRow1: 
	CHEMISTRYRow37: 
	TRANSFUSION MEDICINESST: 
	ADDITIONAL TESTS  NOTES  24 Hour Urine VolumePink: 
	CHEMISTRYRow38: 
	TRANSFUSION MEDICINESST_2: 
	ADDITIONAL TESTS  NOTES  24 Hour Urine VolumePink_2: 
	CHEMISTRYRow39: 
	TRANSFUSION MEDICINESST_3: 
	ADDITIONAL TESTS  NOTES  24 Hour Urine VolumePink_3: 
	CHEMISTRYRow40: 
	TRANSFUSION MEDICINESST_4: 
	ADDITIONAL TESTS  NOTES  24 Hour Urine VolumePink_4: 
	Maiden Name: 
	CHEMISTRYSST: 
	Provider's Last Name: 
	Patient's First Name: 
	Date of Birth: 
	Patient's Last Name: 
	Diagnosis Codes: 
	Medical Record #: 
	Source: 
	Peripheral: 
	Group #: 
	Member #: 
	Carrier Code: 
	SS#: 
	Insurance Co: 
	Insured's Name: 
	Gender: 
	Collection Time: 
	Collection Date: 
	Fax #: 
	Phone #: 
	Provider's First Name: 
	Clinic's Name: 
	Self: 
	Client: 
	Medicaid: 
	City/Village: 
	Employer's Name: 
	Employer's Number: 
	CC: 
	Provider #: 
	Worker's Comp?: 
	Plan #: 
	Medicare 1: 
	Medicare 2: 
	Cath 1: 
	Cath 2: 
	Other 1: 
	Other 2: 


