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Low-Cost Labs and Screening Program - Agreement
	Name:
	[bookmark: Text1]     

	Address:
	     

	City/State/Zip:
	     

	Phone Number:
	     
	Date:
	     
	Confirmation Code:
	     
	EXT
	     



	Email Address:
	     
	Initials
	     


Your Email confirmation will be sent as soon as it is submitted
	CANCER SCREEN
	Fee
	 
	Amount
	CANCER SCREEN
	Fee
	 
	Amount

	Mammography
	40.00
	4930
	     
	Wig
	
	4986
	     

	Diagnostic Mammogram
	60.00
	4930
	     
	Wigs Yes/No
	
	 
	     

	Breast Ultrasound
	40.00
	4930
	     
	Hydrotherapy 
	0.00
	4932
	     

	Low-Dose CT Lung Scan
	25.00
	4919
	     
	Colon Prep Kit 4-Liter
	0.00
	 
	     

	Oral Screening
	10.00
	4949
	     
	Colon Prep Kit SU-Prep
	0.00
	 
	     

	LABS
	 
	 
	
	 LABS
	 
	 
	

	Culture Stool
	15.00
	4920
	     
	Urinalysis With Microscopic Reflex Culture
	10.00
	4920
	     

	 
	
	 
	
	Urine Macroscopic Only (Without Reflex)
	10.00
	4920
	     

	Venipuncture
	10.00
	4920
	     
	
	
	
	 

	Basic Metabolic Panel (BMP)
	11.00
	4920
	     
	Iron
	10.00
	4920
	     

	C-Reactive Protein
	10.00
	4920
	     
	Lipid Panel
	30.00
	4920
	     

	Cancer Antigen (CA) 125
	50.00
	4920
	     
	Lithium
	10.00
	4920
	     

	Coccidioides (Valley Fever) 
	50.00
	4920
	     
	Magnesium
	10.00
	4920
	     

	Complete Blood Count (CBC) With Differential
	20.00
	4920
	     
	Prostate-Specific Antigen (PSA)
	25.00
	4920
	     

	Comprehensive Metabolic Panel (CMP)
	25.00
	4920
	     
	T3 Uptake
	15.00
	4920
	     

	Creatinine
	10.00
	4920
	     
	T4 Free Thyroxine Free
	20.00
	4920
	     

	Folic Acid (Folate)
	20.00
	4920
	     
	Triglycerides 
	10.00
	4920
	     

	Hemoglobin A1c (HGB A1c)
	15.00
	4920
	     
	TSH (Thyroid Stimulating Hormone)
	25.00
	4920
	     

	Hepatic Function Panel (Liver)
	10.00
	4920
	     
	Vitamin B12
	20.00
	4920
	     

	High Density Lipoprotein (HDL) Cholesterol
	10.00
	4920
	     
	Vitamin D
	45.00
	4920
	     

	SCREENING
	 
	 
	 
	SCREENING
	 
	 
	 

	CT Abdomen/Pelvis W/O Contrast
	1,100.00
	4906
	     
	Dexa-Scan
	150.00
	4918
	     

	CT Abdomen/Pelvis W Contrast
	1,200.00
	4906
	     
	Echocardiogram
	300.00
	4914
	     

	CT Angiography W/O
	660.00
	4906
	     
	MRI W/O Contrast
	540.00
	4947
	     

	CT Angiography W Runoff 
	840.00
	4906
	     
	MRI W Contrast
	720.00
	4947
	     

	CT SCAN W/O Contrast
	480.00
	4906
	     
	MRI W/O x2
	1,080.00
	4947
	     

	CT SCAN W Contrast
	660.00
	4906
	     
	MRI W x2
	1,440.00
	4947
	     

	IAC/Orbits W/O Contrast
	480.00
	4906
	     
	Ultrasound
	300.00
	4914
	     

	IAC/Orbits W Contrast
	660.00
	4906
	     
	Ultrasound x2
	600.00
	4914
	     

	XRAY
	 
	 
	 
	XRAY
	 
	 
	 

	1 Views
	58.00
	4995
	     
	6 Views
	143.00
	4995
	     

	2 Views
	75.00
	4995
	     
	7 Views
	166.00
	4995
	     

	3 Views
	85.00
	4995
	     
	8 Views
	190.00
	4995
	     

	4 Views
	95.00
	4995
	     
	9 Views
	214.00
	4995
	     

	5 Views
	119.00
	4995
	     
	10 Views
	238.00
	4995
	     

	 
	 
	 
	 
	Grand Total:
	 
	 
	     



	12 Month Exp Date:
	     
	2 Month Exp Date:
	    




Compensate or Complimentary	Actual – Discount = Total
	Screenings or Labs
	Section
	Actual
	Discount
	Total

	     
	Cancer
	     
	     
	     

	     
	Labs
	     
	     
	     

	     
	Screenings
	     
	     
	     

	     
	X-Ray
	     
	     
	     



	Receipt Number:
	     
	Approval Code:
	     

	Related Code
	     
	Exceptions
	     



Brief Description Cancer Section:
	     



Brief Description Labs Section:
	     



Brief Description Screenings Section:
	     



Brief Description X-Ray Section:
	     



Notes:
	     



I hereby release Havasu Community Health Foundation from all liability. If I do not personally obtain the results of this test, it is my responsibility to contact my physician for said results. This Agreement shall be effective the day it is signed by both parties and expires as noted on this signed agreement.  If I fail to complete my procedure by the expiration date, HCHF will consider my payment as a donation. I understand I will need to sign a new application and make an additional payment to utilize this program once it has expired. 90 cents of every dollar donated supports your charitable program of choice.

Summer or 2nd Address - Payment Responsibility other than the Participant
	Name:
	     

	Address:
	     

	City/State/Zip:
	     

	Phone Number:
	     
	Date:
	     
	Confirmation Code:
	     
	EXT
	     

	Email Address:
	     
	Initials
	     



	Tax-deductible donation
	 

	Havasu Community Health Foundation:
	     

	Cancer Association:
	     

	Total: 
	     



	
	
	     

	Participant/Caregiver Signature
	
	Date

	
	
	     

	HCHF Representative
	
	Date


IN-OFFICE USE ONLY
Payment Method:
	[bookmark: Check1] |_|
	Cash
	 |_|
	Check
	 |_|
	Other
	     
	Check Number:
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