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                                      Account Set-up Form

Thank you for choosing HHLA as your laboratory partner. In order to ensure a smooth transition to our system and allow us to provide the best service possible, please review and confirm the information below.

Education:

	Your in service has been scheduled for the
	
	day of
	
	at
	
	EST   CST   MST   PST


Web only training                                         _____ YES
E-Mail:

Would you like to receive E-mail notifications of notices and updates?
( Yes   ( No

	Name:
	
	E-mail Address
	

	Name:
	
	E-mail Address
	

	Name:
	
	E-mail Address
	


Requisitions:

You have requested that your requisitions be printed with the following information:

	Account Name:
	

	Address:

	

	City:
	
	State:
	
	Zip:
	

	Phone:
	(       )
	

	Fax:
	(       )
	(Where results should be sent)

	Additional Needs:
	

	Contact Person
	Title



                   ___________________________________          ___________________________________
Billing Contact Person
    ____________________________________  Title___________________________________
 

Primary Contract Agencies / Pharmacies:

Do you want contacts listed on your requisition? 
 ( Yes   ( No    If yes, Please provide Fax Numbers.

	Contract Agency/Pharmacy:
	
	Fax Number:

	1. 
	
	
	

	2. 
	
	
	

	3. 
	
	
	

	4. 
	
	
	

	5. 
	
	
	


Physicians:
Please provide us with a list of the top 20-50 physicians you would like loaded into our system with their UPIN numbers and fax numbers. (See Physician Registration Form).

Projected Volume:

Test volume is based on one of the two criteria.  Please provide us with one:
	Number of Pharmacists (FTE’s):
	
	OR
	Number of Patient Visits per Month:
	


Number of Nurses______________              Number of Lab draws a week_________________

Supplies:  

We want all of our clients to have adequate supplies.  However they do represent a high cost to HHLA. Therefore HHLA requires a one time setup fee of $175.00 before your initial supplies can be sent.   
	· $175.00 Set up Fee / _________________________
	                         Signature of Card Holder


	· P.O. _____________
	· Credit Card
	
	
	
	
	

	
	VISA    MC    AM EX
	Number
	
	Exp. Date
	
	Name on card


First shipment will include:         Venipacks:__________ Yes      __________ No
	
	Veni-paks ($2.95/each)
	( Package inside kits
	(  Remove Veni-paks
	P.O. # Required:
	(  Yes

	
	
	( Send in bulk
	
	
	(  No


 The area below will be completed by HHLA
	1
	Starter Case
	Kit Substitution in Starter Case:
	
	Pediatric Kits
	
	

	
	½ Starter Case
	
	
	Blood Culture Kits
	
	


	Additional Supplies:
	
	Multi-Packs
	
	 Standard Kits  
	
	Other:
	
	


	· To Reorder supplies:
	Call:  800-903-3530  ext. 9070

OR
Fax to: (615) 771-0335
OR

On the Web at www.HHLA.com
	· Allow 3 to 5 days for shipment 



Trace Metals Program:  
Would you like to enroll in our Trace Metals Program: ( Yes  (  No    If Yes, Choose frequency  (  3 Month  (  6 Month

 Payers:

Please provide us a list of your most common payers below.



      % of Business
	1. 
	
	
	

	2. 
	
	
	

	3. 
	
	
	

	4. 
	
	
	

	5. 
	
	
	


HIPAA / Web Access:

In accordance with HIPAA requirements, HHLA requires a signed release from all individuals who will need access to patient information on our Web site.  

HHLA is a Medicare provider and therefore deemed a Covered Entity (Not a Business Associate) under HIPAA guidelines. In order to maintain compliance:

1. HHLA requires a signed “Password Request” for all individuals allowed access to patient information via our web site.

2. Patient results will only be released to appropriately identified Client employees or designees.

3. The client is responsible for securing all faxed confidential reports.
I acknowledge that the information provided above is accurate.

	
	
	
	
	
	
	

	PRINTED NAME (Agency Representative)
	
	DATE
	
	PRINTED NAME (HHLA Representative)
	
	DATE

	
	
	
	
	
	
	

	SIGNATURE
	
	
	
	SIGNATURE
	
	


