
UNIVERSITY REFERENCE LABORATORY 
680 Ackerman Road, Suite D Rm 405 

Columbus, OH 43201 
Ph: 1-800-227-5062        Fax: 614-293-9280 

ACCOUNT INFORMATION (NEW) Account #: 30980 [Non -Human]

Submitted By:________ Date:_____________ Completion Date:_________ By:________________ Submitted to Lab IS Group: 

______________________  Acct Information: ___ New Account Number: ____________ 

Fee Schedule: __ ACCOUNT   ___GENERAL LAB     

*****************PLEASE FILL OUT BELOW<> ABOVE IS FOR INTERNAL USE ONLY******************** 

            _____ Billing Address: 

Name  ______________________________________________ 

Attention _________  PO:_________________  CFO:____________________________ 

Address: _____________________________________ 

City: ___________________ State: _________ ZIP: _________ 

Main Phone:  ____    Fax Number: ________________ 

     _____ Resulting Address: 

Name  ______________________________________________ 

Attention __________  PO:_________________  CFO:____________________________ 

Address: _____________________________________ 

City: __________________ State: _________ ZIP: _________ 

Main Phone:  ____    Fax Number: ________________ 

Tests requested:  

Reviewed and approved by: _____________________________ Date:_______________ 

Renin: 
EDTA Plasma (LAVENDER) only

Fasting specimens are recommended. Record time of day and the patients posture during blood collection. Centrifuge tubes in a non-
refrigerate centrifuge, separate EDTA plasma from cells immediately after centrifugation, then freeze are -20C instantly. Ship overnight FedEx. 

Run day: Tuesdays   7:00am 

Aldosterone:  

EDTA Plasma (LAVENDER) only

Specific pre and post  with site specific code. Blood should be collected aseptically by venipuncture noting time of day and the position of 
the patient (supine or upright). EDTA samples should be centrifuged in a non-refrigerated centrifuge. Ship overnight FedEx. 

Run days: Tuesdays and Fridays, excluding lab Holidays. Turnaround time: 4 business days


	UNIVERSITY REFERENCE LABORATORY
	Submitted By: Thom Smith________ Date:____10-10-2018_________ Completion Date:_________ By:________________
	City: __Weymouth_________________ State: ____MA_____ ZIP: __02188_______
	City: __Weymouth_________________ State: ____MA_____ ZIP: __02188_______




