
_________________________________________________	 _____/_____/______
Name	 	 Today’s Date (mm/dd/yyyy)

____________________________________________________________________
Address

____________________________________      ___________	 _________________
City	                 State	 Zip

______________________________	 ___________________________________
Date of Birth (mm/dd/yyyy)	 Phone Number (###) ###-####

____________________________________________________________________
Email Address

     NO! Do not send me ANY ADVANCED SCREEING & WELLNESS info., promos, etc. via email.

     ALLERGY INFORMATION (please check all that apply)
      Latex	    Alcohol	   Betadine	   Other ___________________

      HOW DID YOU HEAR ABOUT US?
        Internet	   Doctor	   Friend	   Newspaper/Flyer/Radio/TV

      Other ______________________________________________________________

REFERRED BY:

_______________________

_______________________
Physician

322744	 	 Acute Hepatitis Panel	 $173
322758 		 Basic Metabolic Panel (8)	   $19
322000 		 Comp Metabolic Panel (14)	  $27
303754 		 Electrolyte Panel	   $19

322755 		 Hepatic Function Panel (7)	 $20
303756 		 Lipid Panel	 $24
235010 		 Lipid Panel w/LDL/HDL Ratio	 $25
322777 		 Renal Function Panel	 $22

Organ or Disease Panel (See reverse for components)

Hematology
005009 	 CBC w Diff w Pit	 $16
115907 	 CBC w Diff w/o Pit	 $15
028142 	 CBC w/o Diff w Pit	 $15
005017 	 CBC w/o Diff w/o Pit	 $15
005058 	 Hematocrit	 $15

005041 	 Hemoglobin	 $14
005249 	 Platelet Count	 $21
005033 	 RBC Count	 $21	
005025 	 WBC Count	 $15
005090 	 WBC Differential	 $15

006049 		 ABO and Rh	 $28
001081 	 	Albumin	 $15
001107 	 	AIkaline Phosphatase	 $12
001545 	 	ALT (SGPT)	 $15
001396 	 	Amylase	 $22
164855 	 	AntinucIear Antibodies	 $39
001123	  	AST (SGOT)	 $18
000810	  	B12 and Folate	 $55
001099	  	Bilirubin, Total	 $22
001040 		 BUN	 $12
001016 	 	Calcium	 $22
002303 	 	Cancer Antigen (CA125)	 $45
007419 	 	Carbamazepine (Tegretol®)	 $45
002139 	 	CEA	 $49
001065 	 	Cholesterol, Total	 $18
001370 	 	Creatinine	 $15
007385	  	Digoxin (Lanoxin)	 $45
004515	  	Estradiol	 $49
004598	  	Ferritin	 $29
004309 		 FSH	 $43
028480 	 	FSH and LH	 $57
001958 	 	GGT	 $25
001818 	 	Glucose, Plasma	 $18
001032 	 	Glucose, Serum	 $18

Alpabetical / Combination Tests
002022 	 	Glucose, 2-hr. PP	 $15
001693	  	Glycohemoglobin, Total	 $25
004556	  	hCG, Beta Subunit, Qual	 $45
004416	  	hCG, Beta Subunit, Quant	 $42
001925 		 HDL Cholesterol	 $22
162289 	 	Helicobacter pylori, lgG	 $49
006395 	 	Hep B Surface Antibody	 $40
143991 	 	Hep C Antibody	 $50
001453 	 	Hemoglobin A1C	 $23
083824 	 	HIV-1/0/2 Antibodies*	 $40
001339	  	Iron	 $12
001321	  	Iron and IBC	 $24
001115	  	LDH	 $15
004283	  	LH		 $49
001404 	 	Lipase	 $25
007708 	 	Lithium (Eskalith®)	 $34
001537 	 	Magnesium	 $22
007823 	 	Phoenobarbitual (Luminal®)	$70
007401 	 	Phenytoin (Dilantin®)	 $44
001180	  	Potassium	 $12
004465	  	Prolactin, Serum	 $42
010322	  	PSA	 $45
004747	  	Prostatic Acid Phos	 $45
001073 	 	Protein Total	 $15

Diagnostic Tests include interpretation by a credentialed radiologist, vascular, or cardiovascular.
000000	 	 Vascular Screening (Carotid, Abdominal Aorta, ABI)	   $99
000000	 	 Cartoid BiLateral	   $45
000000 	 	 Abdominal Aorta	   $45
000000 	 	 ABI Leg Cirulation Screen	   $45
000000 	 	 Heart Screen (Wall Motion Murmers, Etc.)	    $80
000000	 	 All Four Screens	 $179

Diagnostic and Screening Tests

005199 	 	Prothrombin Time (PT)	 $15
020321 	 	PT and PTT Activated 	 $30
005207 	 	PTT Activated	 $16
006502 		 Rheumatoid Arthritis Factor	$25
006072	  	RPR	 $18
006197	  	Reubella Antibodies, lgG	 $31
005215	  	Sed Rate, Westergren	 $14
001198	  	Sodium	 $21
004226	  	Testosterone	 $45

Alpabetical / Combination Tests Continued
007336	  	Theophyline	 $47
330015	  	Thyroid Cascade Profile	 $45
001149	  	Thyroxine (T4)	 $20
001172	  	Triglycerides	 $18
002188	  	Trilodothyronine (T3)	 $45
004259	  	TSH, 3rd Genereation	 $35
001057	  	Uric Acid	 $15
003038	  	Urinalysis Microscopic on Positives	 $15
007260	  	Valporic Acid (Depakene®)	 $45

Other Tests

DIAGNOSTIC TEST
AVAILABLE.

Interpretations by 
Board Certified

Radiologists and 
Cardiologists.

(See Diagnostic Order Form)

Processing  and Draw Fee       $15.00

TOTAL    $

SIGN RELEASE AND CONSENT FORM (Over)

Need a Lab Closer to Your Work or Home?
Just Ask! 1-800-541-8110

www.MyHealthWay.com

8401 Holly Road • Grand Blanc, MI 48439 • 810-694-6274
1/2 Mile East of I-75 (Holly Road Exit) Enter at Holly Hill Blvd.
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DIAGNOSTIC &
       IMAGING DIVISION

SERVING MICHIGAN FOR OVER 10 YEARS

*NOTE: All laboratory tests performed by LabCorp or Quest Diagnostics.



PATIENT INFORMATION RELEASE & CONSENT FORM 

I understand that test results reported by ADVANCED SCREENING & WELLNESS will be reported directly to me, in the manner 
I have chosen in the “Step 5” box below. I further understand that it is my responsibility to consult my own medical doctor 
for interpretation, analysis, evaluation, and explanation of my test results. I understand that neither ADVANCED SCREENING 
& WELLNESS nor its ordering physician will analyze, evaluate, critique, review or otherwise interpret the results of said tests. I 
agree that ADVANCED SCREENING & WELLNESS, its officers, shareholders, directors, employed physicians, or its other agent or 
employee shall not be liable for any claims including, but not limited to, any claim arising out of or related to, inaccurate, un-
interpreted, misinterpreted or results not received and do hereby expressly forever release and discharge all claims, demands, 
injuries, damage, actions or causes of action.

I certify that I am not a recipient (beneficiary) of Medicare, Medicaid, Tricare or any other government health insurance 
benefits, nor will I seek to be reimbursed by Medicare, Medicaid, Tricare or any other government insurer/payor for the test(s) 
performed. I agree that I am personally financially responsible for payment of fees for all tests ordered and collected by 
ADVANCED SCREENING & WELLNESS at my request.

I understand that the blood and/or urine tests performed at ADVANCED SCREENING & WELLNESS are done at my request 
to be screened through either blood and/or urine testing. I further understand that a physician employee of ADVANCED 
SCREENING & WELLNESS who is licensed under state law to order such testing will do so. I also understand that ADVANCED 
SCREENING & WELLNESS is a collection facility and that the actual testing will be performed by a third party laboratory, 
certified to perform such testing on my urine and/ox blood specimen collected by ADVANCED SCREENING & WELLNESS. 
I understand and agree that ADVANCED SCREENING & WELLNESS will report the results of the testing directly to me, my 
physician, or any health professional I request. I consent and authorize that such disclosure may be made by fax, by mail or by 
direct pick-up. I understand and agree that the services provided by ADVANCED SCREENING & WELLNESS and the test results 
from the Lab will be maintained as confidential, protected health information by ADVANCED SCREENING & WELLNESS as 
required by federal and state law.

I understand that the test results may become part of my medical record. I also understand that an insurance company may 
discover the results of this testing by obtaining a copy of my medical record in accordance with the terms of my insurance 
policy(ies). I hereby consent to the release of my urine and/or blood test results by ADVANCED SCREENING & WELLNESS to me 
in the manner I have chosen below and my physician or any other healthcare provider I designate. I understand that my test 
results will only be provided to other third parties upon my express consent.

All of the above has been discussed with me and I have had an opportunity to have any questions answered that I may have 
regarding my rights to privacy by an employee of ADVANCED SCREENING & WELLNESS. I have received a copy of Notice of 
Privacy Practices, as required by HIPAA from ADVANCED SCREENING & WELLNESS or I have chosen not to receive a copy.

I have read and agreed to all the above terms.

______________________________________________________________________________________________	 __________________
Patient Signature	 	 	 	 	 	 	 	 Date

______________________________________________________________________________________________	 __________________
Witness Signature	 	 	 	 	 	 	 	 Date

CHOOSE PREFERRED METHOD OF RECEIVING THE RESULTS*:  (Choose One)

  US Mail                 Pickup	   Fax ( _____)_____________	   Fax to Doctor ( _____)_____________
* All HIV Tests Must Be picked up in person	 	 	 	 Physician’s Name ___________________

INTERNAL USE ONLY:  (Verification of Results/Letter)

  US Mail                 Pickup	   Fax ( _____)_____________	   Fax to Doctor ( _____)_____________
* All HIV Tests Must Be picked up in person

_____________________
Initial

_____________________
Initial

_____________________
Initial

_____________________
Initial

_____________________
Initial

_____________________
Initial


