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Medical Laboratories | Point-of-Care Testing
REQUEST FOR NEW SERVICES
Date:  _______________
Requestor Name: ________________________________________________________
Requestor Contact Information: ____________________________________________
Requesting Location: _____________________________________________________
Location Type: 
☐ Provider-Based Clinic	☐ Inpatient Unit 
☐ Procedural Area 	☐ Other (describe): __________________
The Requesting Location already has POCT:  
☐ No
☐ Yes; List current testing: __________________________________________

CLIA Certificate: 
☐ There is an existing CLIA Certificate. CLIA # (if known) _________________
☐ I am not sure if there is a CLIA Certificate at this location
☐ I need to apply for a new CLIA Certificate (only need one per building)

POCT Test or Equipment Requested: ________________________________________
Annual Test Volume:  _____________________________________________________
Current or Alternate Lab Testing: ___________________________________________
Required Result Turnaround Time: __________________________________________
POCT Testing Personnel Title (eg: MD, RN, RT, CMA/PCA/PCT): 
________________________________________________________________________
Describe the unmet clinical/medical need: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
New Service Need By Date: ________________________________________________
Budget Funding Source: ___________________________________________________
To be completed by the POCT Office 
Workflow Evaluation:
Current Result Turnaround Time: ___________________________________________
Can Workflow Modification improve Result Turnaround Time?
☐ Yes, describe modification: _______________________________________
☐ No

Financial Analysis: 
	Item
	Cost 

	Equipment  
	$_________ / one-time

	Information Technology 
	$_________ / one-time

	Equipment Maintenance/ Service
	$_________ / one-time   or   year 

	Reagent and Supplies
	$_________ / year

	Accreditation Maintenance
	$_________ / year



Requesting Location Review
Medical Director Approval:       ☐ Yes		☐ No 
Medical Director Name: ______________________________________	Date: ______________

Signature: _____________________________________________________________________
                                     
Administrator Approval:            ☐ Yes		☐ No 
Administrator Name: ________________________________________	Date: ______________

Signature: _____________________________________________________________________

______________________________________________________________________________ 
Medical Laboratories Review 

Medical Director Approval:       ☐ Yes	☐ No 
Medical Director Name: ______________________________________	Date: ______________

Signature:  ____________________________________________________________________
                                     
Administrator Approval:    	  ☐ Yes		☐ No 
Administrator Name: ________________________________________	Date: ______________

Signature:  ____________________________________________________________________ 
PO Box 800788 | Charlottesville, VA 22908-0788 



PO Box 800168  |  Charlottesville, VA 22908-0168  |  Phone 434.924.8507 | Fax 434.243.6814 

image1.png




