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Instructions for shipping 
PTH Plasma Samples

11 Mailing box will be sent one day before 
scheduled draw date.

Mailing box will include:

- Dry Ice
- Absorbent Paper
- FED-EX shipping form
- Packaging Tape
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     Wrap the frozen specimen bag(s) with the 
absorbent paper.       Remove enough dry ice 
to accomodate the specimen bag(s).      Place 
the wrapped specimen bag(s) inside the 
styrofoam box, replacing as much of the 
removed dry ice as possible. 
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NOTE:�
Use care�
when�
handling�
DRY ICE �
    (see enclosed warning)
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     Replace the lid on the styrofoam box and seal 
with the tape provided.      Place the styrofoam 
box back into the cardboard shipping box.      Seal 
the shipping box with tape. 
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       Fill out the "Sender's name and Address", "Approximate weight of the dry 
ice" and the "Consignee" then Affix the diamond dry ice sticker to the top of 
the box.      Fill out the "FROM" portion of the FedEx shipping label (including 
sender's name, phone number and address) and apply to the side of the box.  
Call FedEx for pick up at 800-463-3339*.
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From

Approximate
Weight of 

Dry ice
Sender's Address

Consignee - SCL
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Safety is a number one priority.  Always 
wear proper personal protective equipment.

** Saturday delivery available.
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Instructions for processing PTH Plasma samples.

Centrifuge the EDTA purple top tube at 
3000 rpm for 10-15 minutes.3

Minimum requirement is 2 ml plasma.6

After centrifugation,      carefully pipet off 
the plasma       into a cryo vial / 
polypropylene tube�
without dislodging �
the cells.
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     Place the plasma inside biohazard bag    
and      seal the bag.       Place the 
requisition form on the outside pocket of 
the biohazard bag.
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Place the biohazard bag with the specimen 
in the freezer.8

Specimen is stable @ -20 degrees celsius for 30 days.

Note:
Processing should be completed within one
hour of the blood collection.

          Mark and label each tube accordingly�
                                          and attach sticker�
                                          supplied on the�
                                          requisition form�
                                          which corresponds �
                                          to the correct patient.
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The specimen requirement for the PTH �
Assay is     EDTA Lavender/Purple Top.�
     Fill the tube with blood and      invert the 
tube 5 times gently to prevent foaming. 
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Facility Name and Address
Patient Name 
Patient ID/SSN
Date Of Birth
Date and Time of Collection
Requesting Physicians 
UPIN number and address.
Billing information 
A copy of patient's insurance card.
Diagnosis Code or ICD 9 Code.
The desired test marked.

1 Fill out the requisition completely to avoid 
processing delays of specimen.

The following information
must be provided:

Safety is a number one priority, always wear
proper personal protective equipment.
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n MEDICARE n MEDICAID/MED-CAL n OTHER

MEDICARE/MEDICAID #

INSURED ID # GROUP #

INSURANCE COMPANY

ADDRESS

CITY STATE ZIP

n MEDICARE n MEDICAID/MED-CAL n OTHER n CLIENT

MEDICARE/MEDICAID #

INSURED ID # GROUP #

INSURANCE COMPANY

ADDRESS

CITY STATE ZIP

SCANTIBODIES Clinical Laboratory
Medical Director: Frank Wesley Hall, M.D.
9236 Abraham Way • Santee, CA 92071
Phone: (800) 365-5166 • (866) 249-1212
Fax: (619) 596-7674

PATIENT NAME (LAST) (FIRST) (M.I.)

PLEASE PRINT
COLLECTION DATE________—________—________  TIME ________________

Month Day Year

n Serum n Plasma n Whole Blood n Other

n Fasting (Hours) ___________________ n Phlebotomist’s Initials ______________
PATIENT ADDRESS

n PLEASE FAX RESULTS TO: (             )

ICD-9 CODE
1 2 3 4

CITY STATE ZIP

SSN PHONE

BIRTHDATE SEX MRN#

REFERRING PHYSICIAN U.P.I.N. # 
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FOR LABORATORY USE:

n ROOM TEMPERATURE    n REFRIGERATED n FROZEN    RECEIVED BY____________________________________    DATE/TIME _______________________________________  

WHITE COPY: LAB    YELLOW COPY: BILLING    PINK COPY: KEEP FOR YOUR OWN RECORDS

When ordering tests for Medicare and Medicaid patients, please select only those tests which are medically necessary for the diagnosis 
or treatment of the patient. Medicare DOES NOT pay for routine screening.

621-B

TEST CODE 

(    ) 11100

(    ) 11000

(    ) 1000

TEST

CAP PTH ASSAY

TOTAL PTH ASSAY

COMPREHENSIVE PROFILE
CAP PTH ASSAY
CIP VALUE
CAP/CIP RATIO

REQUIREMENTS

1ML FRZ EDTA PLASMA

1ML FRZ EDTA PLASMA

2ML FRZ EDTA PLASMA

CPT CODE

83970

83970

83970 X2

FACILITY NAME AND ADDRESS PHONE:


