
Practitioner c no le ment 
I authorize the lab to perform testing on my patients from my practice as directed by the individual requisition forms. 

I understand that it is my responsibility to determine the medical necessity of tests I have requested for the 
treatment and/or diagnosis of my patients. I agree to provide diagnosis codes, defined to the highest level of 
specificity, for each test that I order to confirm medical necessity and to enable the lab to bill effectively on my 
patient’s behalf. I understand that the lab will be billing third parties for the tests I ordered using the CPT codes. I 
will provide signed written orders from the patient’s medical records to the requesting party within 72 hours  i  
re uested  

I understand that I can contact the labs’ Clinical Consultant should I have questions regarding the appropriateness 
of tests ordered. 

I understand that the lab reflects the views, recommendations and guidelines outlined in the CMS National 
Coverage Policy. 

    ff  f  p   ( )         
 f                  

 

Regarding Toxicology Testing:
I further understand that according to Medicare, “Confirmation of drug screens is indicated when the result of 
the drug screen is different than that suggested by the patient’s medical history, rescribed medications  clinical 
presentation or patient’s own statement.” 

In addition, routine confirmations of drug screens with negative results will not be covered by Medicare. 
Confirmatory testing is covered for a negative drug/drug class screen when the negative finding is inconsistent with 
the patient’s medical history or current documented medication list. 

      Yes     No

The physician must use a CLIA-waived point of care test or CLIA-approved test (FDA cleared/approved). Results of 
the drug test must be read according to the manufacturer’s instructions. 

In cases of multiple physicians within a group practice, by signing my name below, I represent all physicians. 

 you a e a  ue o  lea e call 720-548-3334.

AUTHORIZATION 

Practitioner’s Representative’s Name Date 

Practitioner’s Representative’s Signature

□ □C estin :
I will be billing for a POC screen.

Each of the parties represents and warrants to the other party in particular with respect to all protected health 
information (as that term is defined under the standards for Privacy of Individual Identifiable Health information 94 
C.F.R. part 164) as amended from time to time, that it is a covered entity (and not a business associate of the other 
party) under the HIPAA Privacy Regulations and that it shall protect the privacy integrity, security, confidentiality and 
availability of the protected health information disclosed to, used by, or exchanged by the parties by implementing 
appropriate privacy and security policies, procedures and practice and physical and technological safeguards and 
security mechanisms, all as required by, and set forth more specifically in, the HIPAA Privacy Regulation and HIPAA 
Security regulation as each may be amended from time to time.

I hereby acknowledge that Insight Laboratories will perform drug testing for patients from my practice as directed by 
the individual patient Tet Requisition Form.




