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South Bend Medical Foundation 
Client:


530 North Lafayette Boulevard
South Bend, IN 46601-1098 
Attention:


Fax #:


Request to Change Patient Information for Specimens
Submitted for Testing with Incorrect Information

Please complete this form with the following information and fax to SBMF Client Services at (888) 950-7263 or 234-3983.  Please call (800) 950-7263 or 236-7263 if you have any questions. For Cytology/Pathology specimens, a correct requisition form must also be completed and faxed along with this form.

Date specimen was submitted:

Information on Original Order/Specimen

Name:

Patient ID#/Requisition # (for computer-linked sites only):

Date of Birth:

SSN:

Correct Information

Name:

Patient ID#/Requisition # (for computer-linked sites only):

Date of Birth:

SSN:

Address:

Billing Information:


Comments or Additional Information:


Signature and Title of Person Completing this Form/Making Request

Date of Request

FOR CLIENT SERVICES USE ONLY

NOTE:
If testing is for Histology/Surgical Records, make no changes.  Footnote in OID that the request was received and forwarded to Surgical Records for handling.   Then forward all paperwork to the Surgical Records Manager.

Tech ID #:

Date Corrected:

Acc#

 FORMCHECKBOX 
  Footnoted
 FORMCHECKBOX 
  Print to ECRO 
 FORMCHECKBOX 
  New PAR to Match Old
 FORMCHECKBOX 
  CMB

 FORMCHECKBOX 
  PRGD
 FORMCHECKBOX 
  Billing Fixed
 FORMCHECKBOX 
  CCC/CRP to Client
 FORMCHECKBOX 
  Frontline Case

 FORMCHECKBOX 
  E-mailed SB Online group for SB Online/Interfaced clients.

 FORMCHECKBOX 
  Copy of new requisition sent to Manager of Cyto / All information sent to Surgical Records Manager.

**Send all paperwork to Optical Imaging once completed. (be sure to note acc# in space indicated above)**

Optical Imaging—Scan as a doctor requisition
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