URMC REQUEST FOR NEW TEST TO BE
LABS ADDED TO SEND-OUT TEST FORMULARY

Directions: Please complete and For Information and Results Call
sign thi§ form. Fax (585) 475-0862 Pathology and Lab Medicine
or email to: Client Services (585) 350-2600
laboratorydiagnosticscommittee@urmc.rochester.edu option 3
Doctor:
TEST NAME:
Address:
METHODOLOGY:
RECOMMENDED
TESTING LAB:
Phone:

Please provide a detailed explanation of how the addition of this test to the send-out formulary will
influence clinical management, treatment plans, and patient care.
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