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CLIENT REQUEST FOR NAME / DEMOGRAPHIC CHANGE 
 

TO:  _____________________     FAX NUMBER: __________________ DATE: ____________ 

 

ACCOUNT NAME: _________________________________________ ACCOUNT NUMBER:  __________ 

 

RE:  PATIENT NAME: ________________________________________________________ 

 

ACCESSION NUMBER(S): _________________________________________________________ 
 

 

**WE CANNOT ISSUE A CORRECTED REPORT UNTIL THIS FORM IS SIGNED AND RETURNED** 

 

    *Requisition and specimen(s) were received at Physicians Laboratory on _____________________, 
                                                                                                                                                                 (DATE OR DATE RANGE) 

    and labeled as _______________________________________________________________. 
(PATIENT FULL NAME AND DOB) 

 

It is noted that upon initial receipt at Physicians Laboratory, all identifying patient information on the specimen and requisition matched exactly. 
 

PLEASE COMPLETE ALL APPROPRIATE FIELDS: 

 

   Correct Last Name: _________________________  Correct First Name: ________________________  M.I: _____ 

 

   Correct patient address:  ___________________________________________________________ 

    

   City: ___________________State:  ________  Zip:  ____________     Correct Gender:     M         F 

 

   Correct Date of Birth: ________ / ________ / __________              Species: _______________________  

 

   Chart Number: _______________________           Phone Number:______________________________________ 

 

   Correct Insurance and ID Number: _____________________________________________________ 

 

   Correct ICD 10 Code(s): 

 
PERSON ATTESTING TO THE INFORMATION: _____________________________________________________________________________ 

                                                                                                                      (PLEASE SIGN AND DATE) 

 

**PLEASE COMPLETE AND FAX FORM TO (402) 884-8610 AS SOON AS POSSIBLE** 
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PLACE ACCESSION LABEL HERE 

 

FOR INTERNAL USE ONLY: 

 

 

COMPLETED BY: 

___________________ 
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