xxi.  Scheduling Request (SR)

Kimberly Legg Corba, D.O.





1150 Glenlivet Drive • Suite A17 Allentown, PA 18106





 	    610-530-9155 • Fax 610-530-4495





Scheduling Request





NAME:	DATE:  	





DIAGNOSIS:  	





The physician has recommended that you schedule the following appointment:





TEST:	 SPECIALIST:	 PHYSICAL THERAPY:   	


Please schedule appointment within	weeks





Scheduled   	





Physician Signature: 	





Place of Service/ Scheduling info given  	





Patient Responsibility:


Please remember to take this script with you to your appointment.


Please remember all prior authorizations and referrals require a minimum of 72 hours notice.


LAB:         STAT          FASTING





BMP	LIVER FUNCTION PANEL	T3 UPTAKE


CBC W/ DIFF	HGB A1C	FREE T4


CMP	LIPID PANEL	TSH


CULTURE OF 		PSA	URINALYSIS


DIGOXIN LEVEL	PTINR	URINE MICROALB GLUCOSE	SED RATE (ESR)	VITAMIN D 25 HYDROXY





OTHER LABS 	





Physician Signature: 	


Drawn in office   Date:  	


Rx for lab given


Acknowledgement: I acknowledge and understand these instructions, have received information needed and accept responsibility for scheduling the above appointment/tests.





Date:	Patient Signature: 	
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