
SPECIMEN TYPE

Venous Capillary
DATE COLLECTED (YYYY/MM/DD) 

Accession Number Barcode 
(For SPHL use only)

SPECIMEN ID (SUBMITTERS SPECIMEN ID)

ADDRESS 

GENDER 

BIRTH DATE (YYYY/MM/DD) 

ETHNICITY 

Female Male 

Hispanic Non Hispanic Unknown 

RACE 

TELEPHONE NUMBER ZIP CODESTATE CITY 

Black/African American 

Unknown OtherNative Hawaiian/Pacific Islander 

American Indian/Alaskan Native Asian White 

 LAST NAME  FIRST NAME 

TELEPHONE NUMBER 

SUBMITTER INFORMATION (RESULTS ARE RETURNED TO THIS ADDRESS)
 NUMBER  NAME 

ORDERING CLINICIAN INFORMATION

PATIENT LAST NAME PATIENT FIRST NAME

CLINICIAN FACILITY NAME

ADDRESS CITY STATE ZIP CODE

SUBMITTER TELEPHONE NUMBER SUBMITTER CONTACT NAME 

PATIENT INFORMATION (REQUIRED)

ADDRESS ZIP CODESTATE CITY 

OUTREACH EVENT

ADDITIONAL PATIENT INFORMATION
PARENT/GUARDIAN DAYTIME PHONE NUMBERPARENT/GUARDIAN LAST NAME 

REASON FOR LEAD SCREENING

Routine Screening Symptoms of Lead Poisoning

BILLING INFORMATION - Submitter will be billed $16.50 per sample.  No fee will be charged for Medicaid clients and LPHAs.
PAYMENT SOURCE

Personal Pay Medicaid

MEDICAID NUMBER/DCN

*PROVIDER SIGNATURE ATTESTING CLIENTS INABILITY TO PAY.

Private Insurance 

Unknown Unable to Pay*

Prenatal Screening

Confirmatory Venous Follow-up 

Occupational ===> Employer's Name:

TEST REQUESTED

PARENT/GUARDIAN FIRST NAME 

LAB 13C1MO 580-3135 (4-18)

MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
MISSOURI STATE PUBLIC HEALTH LABORATORY

BLOOD LEAD TEST REQUEST

101 NORTH CHESTNUT STREET, PO BOX 570

http://health.mo.gov/lab/index.php
(573) 751-3334

JEFFERSON CITY, MO 65101

Other
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