Authorization for Outside Labs Form

Chapel Hill Pediatrics and Adolescents, PA

Date:____________________

As the physician ordering laboratory tests for my patient, _______________________, with the date of birth _______________________, to be drawn at Chapel Hill Pediatrics and Adolescents, PA, I agree to be fully responsible for the interpretation of these tests and the medical management of this patient in regards to these tests. I understand that Chapel Hill Pediatrics and Adolescents, PA will only be responsible for obtaining the lab test and reporting the test results to me. I have given Chapel Hill Pediatrics and Adolescents, PA the contact information for me and my practice and indicated how I wish to receive these lab results on the above mentioned child. As the ordering physician for these lab tests, I will also take responsibility to explain the results to the child’s parent/guardian.

Name:________________________________________________________________________________

Signature:____________________________________________________________________________

Medical Practice:____________________________________________________________________

Phone number:______________________________________________________________________  

For Chapel Hill Pediatrics and Adolescents, P.A. use only

Date of Appointment:__________________________

Time of Appointment:_________________________

