) 3885 C d Plowy NW STE #550 To create your new practitioner account with Infinite Allergy Labs,
restwood Pkwy kindly download, fill out, and send back the attached form via email.

N Duluth, GA 30096
Tel: (678) 971-5256 .
I N F I N I T E Fax: (678) 905-1495 Please email your completed form to
support@infiniteallergylabs.com support@infiniteallergylabs.com

ALLERGY LABS 1-833-FOOD ALLERGY New Account

Account Information

CLINIC NAME:

ADDRESS 1: FLAT, SUITE, BUILDING, FLOOR: (Specify when applicable)
CITY: STATE: ZIPCODE:

PHONE: FAX: EMAIL:

Shipping Address for Kits:
Does the account address remain same for shipping kits? DYes D No (if vary pls specify below)  How you heard about us?

ADDRESS 1: (For shipping kits) FLAT, SUITE, BUILDING, FLOOR: (Specify when applicable)

CITY: STATE: ZIPCODE:

Office Contact Information
CONTACT NAME: CONTACT TTLE:

PHONE: FAX: EMAIL:

ESTIMATED MONTHLY KIT VOLUME:

Physician Signature Record
PLEASE INCLUDE ALL PROVIDERS WHO ARE AUTHORIZED TO ORDER LAB TESTING. By signing, | voluntarily consent to on-board with Infinite Allergy Labs as a client for ordering Infinite Allergy tests.

LAST NAME, FIRST NAME NPI# TITLE SIGNATURE DATE
LAST NAME, FIRST NAME NPI# TITLE SIGNATURE DATE
LAST NAME, FIRST NAME NPI# TITLE SIGNATURE DATE

Are any practitioners in your office PECOS registered? D Yes I:l No In order for Infinite Allergy Labs to bill Medicare on the patient's behalf, escribiné doctor MUST be PECOS registered.

Are providers authorized and licensed to order lab testing cross state? I:l Yes No Would you prefer to receive updates and special emails? Yes No

Billing Information

BILLING TYPE: DINSURANCE D CLINIC D PATIENT

CREDIT CARD INFORMATION
NAME ON CREDIT CARD:

CARD TYPE:

CARD NUMBER:

EXPIRATION DATE: SECURITY CODE:

Reporting Preferences
) . NOTE: To ensure effective management of group account practices for report access, a single email address must be provided on the new account form. This
REPORTING METHOD WEB PORTAL (PORTAL SITE: HTTPS://INFINITELABSPORTAL.WAVEFRONTSOFTWARE.COM) eemail address will serve as to generate the LIMS portal for accessing group practice reports. This centralized communication approach aims to streamline access,

maintain consistency, and ensure compliance with HIPAA and PHI guidelines, preserving confidentiality. Accounts/facilities can internally redirect

CHOOSE 6 LETTER/NUMBER COMBINATION (NOT CASE SENSITIVE) communications to individual providers as .

DESIRED USERNAME: DESIRED PASSWORD:

Shipping Information

DAILY PICKUP NEEDED: D YES D NO

PICKUP TIME NEEDED: LOCATION OF PICKUP:

SALES REP: SALES REP EMAIL: DATE:

Infinite Allergy Labs is pleased to accept commercial insurances that offer Out-of-network (OON) benefits, provided the remaining OON deductible is $3000 or less. We also accept Medicare Part B for tests prescribed by a
PECOS-enrolled practitioner and Medicaid GA, CO, AZ, SC, NV, VA, AL and more states to come!.

We don not accept HMOs or insurance policies that have no available OON benefits.

For patient eligibility verification, please reach out via email to eligibility@infiniteallergylabs.com. We are here to assist you.

Infinite Laboratories | 3885 Crestwood Pkwy NW STE # 550, Duluth, GA 30096 | Tel: (678) 971-5256 | Fax: (678) 905-1495 12/11/2023
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