
BT Test Order/Draw Form Authorization 
 

Provista Diagnostics, Inc. 
6225 North 24

th
 Street, Suite 150 

Phoenix, AZ  85016   Phone:  602-224-5500 

Provista Diagnostics Use Only: 
 

Date Rec’d:         /        /          Rec’d Time:   __________ PDI ID: __________        
 

 

Yellow Sections: Draw Lab / PSC Use Only 

Lab Accession/ID No: Physician Acct  ID: Draw Time:  Date of Collection 

              /             / 

 

Patient Last Name: First: MI: Patient DOB: Sex: Patient ID: 

      

Address: Phone: 

Medical Reason/Necessity: Annual Well Check and/or 

  Under 50 or dense breasts    BRCA Test positive or Family History   Previous breast cancer, breast biopsy or breast procedure 
  Breast Implants/Augmentation   On Hormonal Therapy / Breast Tenderness   Benign or fibro-glandular breast conditions 

 

Physician Name (Printed): Physician Signature: Physician Address: 

   

Telephone Number: Fax Number: Reporting E-Mail Address (if applicable): 

Patients: Please complete the following medical profile.  
 

1. Age _____  
2. Have you ever used hormonal birth control?   Yes  No 

3. Have you ever used hormonal replacement therapy?  
 Yes  No 

4. Check all relatives which have had breast cancer: 
 Grandmother  Sister 
 Mother  Aunt 
 Cousin  Daughter 
 No Family History  Unknown 

 

5. What is your current menopausal status:  
 Pre-menopausal (still having periods) 
 Peri-menopausal (last period within last year) 
 Post-menopausal (last period over a year ago)  

6. Please check your ethnic origin  
 American Indian or Native Alaskan 
 Asian  Black/African American 
 Hispanic or Latino 
 Native Hawaiian or Pacific Islander 
 White/Caucasian 

BT Test® Eligibility Information:   
If at time of test, the patient is NOT : Pregnant or nursing, receiving chemotherapy or radiation, 
on antibiotics (2 weeks prior),  or diagnosed with an inflammatory disease* (see below). 

Additional Eligibility Consideration 
At practitioner’s discretion if the patient:  Is under 35 years of 
age, or has had cancer within last ten years. 

*Inflammatory Diseases: Patient with Autoimmune Disease(s),e.g. Addison’s, Celiac disease, Grave’s disease, Goodpasture’s syndrome, HIV, Hachimoto’s Thyroiditis,  Lupus, Multiple 
Sclerosis,  Polymyalgia,  Raynaud’s,  Scleroderma and  Sjogren’s disease, are NOT eligible to take this test Unless under control through medication.  NOTE: Fibromyalgia is OK. 

 

LAB /PSC Use Only - Accounting Codes: Sample will not be processed without Insurance or Credit Card Payment Information. ATTACH COPY OF INSURANCE CARD. 

INSURANCE INFORMATION:  Please note that -- Medicare Does Not Cover This Test And Requires A Cash Payment.  AHCCCS Requires Pre-Approval. Otherwise, 
Cash Payment Is Required (See Credit Card Information Below). By signing below, the patient Authorizes Provista to Contact Health Insurance Carrier, Release 
Confidential Medical Information, Assigns Insurance Benefits To Provista & Accepts Account Financial Responsibility. 
Patient’s Signature: Relationship To Policy Holder: (Circle One) 

 Self      Spouse     Dependent        Other (Explain): __________________ 

CREDIT CARD INFORMATION – Required for CASH Payments (i.e. Medicare, No Insurance Coverage & AHCCCS Patients without Pre-approval) 

Cash Payment for the BT Test is $249.00 to be charged to the following credit card as follows ( Check one); 
           One-time payment of $249, or  3 monthly payments of $83/each. 

Same as Patient Name, or __________________________________________________ 

CREDIT CARD NUMBER: (Visa, MasterCard, American Express, Discover)               CARD EXPIRATION DATE:                          CARD CVV CODE:  

|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|                    Month: |___|___|   Year: |___|___|           |___|___|___|___| 

 
 

Bill Blood Draw Service:    [X]  904905 -  Provista Diagnostic Services Phlebotomist’s Initials: 

Insurance Company/Underwriter/Carrier: Group/Plan#: 

Insurance Plan Name/Administrator: Insurance I.D.#: 

Claims Address: 

Policy Holder’s Name: Policy Holder’s Date of Birth: Policy Holder’s Employer: 
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Arizona-based Blood Draw Patient Service Center Locations 

 

Laboratory Sciences of Arizona Patient Service Centers:   See following pages for all 70 LSA/SQL Patient Service Center Locations 

 
St. Joseph’s Reference Laboratories Locations  (No Appointment Required, Call for Facility Hours) 

Phoenix: 500 W. Thomas Rd. #370, Phoenix, AZ 85013, 602-406-3993 

Mesa/Chandler: 1950 S. Country Club Dr., Mesa, AZ  85210, 480-835-2333 

Scottsdale: 7350 E. Stetson Dr. #128, Scottsdale, AZ  85251, 480-663-8343  

East Mesa: 5602 E. Main St., Mesa, AZ 85205, 480-641-1585  

West Phoenix: 4225 W. Glendale Ave. #B200, Phoenix, AZ 85051, 623-934-5600  

Surprise: 14973 W. Bell Rd., Surprise, AZ  85374, 623-251-5486  

 
 
 

States Other Than Arizona -  Blood Draw Instructions  
 

Provista will work with qualified blood draw locations and provide the specimen processing procedures required for the BT Test and 
shipping of the specimen to the laboratory.  Please contact us in advance to arrange for coordination of the blood draw at: 

 
1-888-649-6636 (Toll Free) or 1-602-224-5500 (Office). 

 
The BT Test is available as a federally recognized CLIA Reference Laboratory Developed Test through Provista Diagnostics Inc. only, 

and 
Is currently available in all states except the following four: CT, FL, NV and NY 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 



Page 3 of 4 

 

 
 



Page 4 of 4 

 

 
 

 
 
 


