Collection Data Form
FRAEZTR RS

Patient Information Complete form and return it with your sample(s).

BEE I azsmsrmmm—pism -

Last Name: First Name: MI:

B : Z2F: FREZ2ETH :

Date of Birth: Gender (circle one): Male Female
HAERE MR (EE—IE) - 2 E<4
Height: ft in or cm Weight: lbs or kg
55 IR E) 11 v ER & 1 AFT
Patient Address: Patient Phone:

BEH BETHE

O If you were given a paper test requisition/lab order, please return it with your sample(s) to ensure testing is completed.
INREESH AR RERS/ BRERAE - BERTAGEE—EZE - LIRFRRAERMA

Collection 1 (required) £REE 1 (2m) Collection 2 performed) FREE 2 (i)

Flush Time = Start Time Collection 2 Start Time MUST MATCH Collection 1 Stop Time.

SOKRRE = BRtARER FREE 2 BANARSR LB EREREE 1 12 LERSRIARTT o

Start Time: Start Time:

BLARSRS - am BARARER am
Stop Time: Stop Time:

{FIERSR - am SRR - am
Date Collection Ended: Date Collection Ended:

BREAERAE BREAERBE -

Total Volume:* ml Total Volume:* ml

RiREE B BRE=E =7

*Total Volume equals amount of urine in orange jug.
RRERSIMERETNRE -

Medical Information &ja:

Have you ever been diagnosed with either of these conditions? &2 % G128+ T FHEARHAE ?

[J Crohn’s Disease mafgKfE [J Ulcerative Colitis & itHERs% Datediagnosed f832H¥R  /  /
Have you been placed on either diet for the treatment of kidney stones? B2 EE 5T AETHEMFEEF—IERE ?
[] Low Sodium Diet {K$h8X& Datestarted BJZARH#A /) [] Low Fat Diet {£f58X& Datestarted BIEAEH#R  /  /
Have you ever had any of the surgeries listed below? Z2 B 2#ZB T FUEAFM ?
[J Colectomy #ER5tIBRT [J lleostomy EBS:EO1H [] Small bowel resection /J\igtDB&1i [J Gastric bypass B#E F1ii
Date HER _ / / Date HER _ / / Date HER _ / /. DateHES _ / /

Medications/supplements you are taking for the treatment of kidney stones: fEIE#EBIABRBERRIEY/MRE

Name: Started: Ended:

B BasA FER -

Name: Started: Ended:

%18 BAgA - FER :

]

: For Labcorp Use Only.
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Medical Information (continued) sgz:n ()

Name: Started: Ended:
&g BAgA - #ER -
Name: Started: Ended:
2 - BALA - #ER -
Name: Started: Ended:
&g BAgA - #ER -
Name: Started: Ended:
2 - BALA - #ER -
Name: Started: Ended:
&g BAgA - #ER -

Primary Insurance Information

T E R

Insurance Plan Name Phone Number:

Rt EEE BRERAS

Policy, Subscriber or Membership Number: Group Number or Plan Code Number:
fRE ~ RIFASEEIHS EREIRSTEN AT B 1S

Insurance Company Address for Claim Submission:
FARS IR IBBE FREE R (RIR A B AL

City: State: Zip Code:
s M BREESS

Complete this section only if you are covered by insurance under someone else’s policy.
REBEEHMANRERRE - THIEBAS -

Last Name: First Name: Date of Birth:
HE - 2T HAEHE
Your relationship to the Primary Insured (circle one): Self Spouse Child Other

E T EHEARNRIR (BE—IE) EIN iy F& Hits

Secondary Insurance Information  comptete this section only ifyou have additional insurance.
RERBE AN weeanmmms  +mamwss -

Last Name: First Name: Date of Birth:
K ZF HAERE:
Your relationship to the Primary Insured (circle one): Self Spouse Child Other
ETEHEANRR (BE—E) A i3] F& Hits
Insurance Plan Name Phone Number:

RIgEtERE EEEEAS

Policy, Subscriber or Membership Number: Group Number or Plan Code Number:

fRE ~ R A E B5EFS ERSiRsR AT B (S

Insurance Company Address for Claim Submission:

FIRMRHHIRBREREERYRIG A R

City: State: Zip Code:

B M BERS

Return this form with your completed Litholink urine sample.
SHERIRESTEA Litholink FRIGAGEEIZ [ LR -

litholink.labcorp.com

I b 800-338-4333 (M-F, 7:00am~7:00pm CT) (B—ZEF - B FIREFE L4 7:00 E8E L 7:00)
a Co r p ©2025 Labcorp. All rights reserved. ©2025 18R}  {REBFTERER
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