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NATIONAL PRION DISEASE PATHOLOGY SURVEILLANCE CENTER 

 BILLING REQUISITION FORM 
Please also complete and submit the Test Request Form. 

(Please Print) 

Date of Service/Collection Date:       /          / 

PATIENT INFORMATION 

(As listed on insurance card)  
Patient’s last name: 

 
First: 

 
Middle: 

Patient Account Number/MRN: 

  

Birth date: Sex: Home phone no.: Daytime Phone no.: 

       /          /  M  F (          ) (          ) 

Street address: City: State: 

   

Zip Code: Occupation: Employer: 

   

Employer Contact: Employer Address: Employer Phone no.: 

  (          ) 

Employer City: Employer State: Employer Zip Code: 

   

Diagnosis Code: Referring Physician Name: Referring Physician NPI no.: 

   

 

PRIMARY INSURANCE INFORMATION 

Please also include a copy of the front and back of patient’s insurance card. 

Insurance Name: Policy Number: Group Number: 

   

Subscriber Name: Effective Date: 

        /          / 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other: 

Insurance Address: Insurance City: Insurance State 

   

Insurance Zip Code: 

 

 

SECONDARY INSURANCE INFORMATION 

Please also include a copy of the front and back of patient’s insurance card. 

Insurance Name: Policy Number: Group Number: 

   

Subscriber Name: Effective Date: 

        /          / 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other: 

Insurance Address: Insurance City: Insurance State 

   

Insurance Zip Code: 

 

 
  


