
Instructional brochure

To prepare

• Enclosed materials can only be used by the person for whom the test was ordered. 
If anyone else uses the test, it will be deemed invalid and no results will report. The
name on the Test Requisition form must match the name of the person for whom the
test was ordered.

• Keep others from coming into contact with your blood.
• Keep out of reach of children.
• If you feel faint or dizzy, sit down. If you feel ill, contact your doctor.
• If you do not follow these instructions, you may not get any results.

1. It’s best to perform this screening after fasting for 9-12 hours. This is easi-
est to do first thing in the morning, before you eat or drink anything other than
water, and before taking any regular medications.

3. When ready, place contents on a clean, dry surface.

2. It helps to be hydrated before performing the collection.  Drink 1-2 glasses
of water the night before, and 1-2 glasses of water at least 30 minutes before
you perform your collection.

Mailing instructions
26. Open the Blood Sample Return foil pouch at the notches marked on the
package.

27. Place your dried collection card inside the foil pouch. DO NOT remove the items
from inside the bag foil pouch. They are required for proper testing. Seal the foil
pouch.

28. Place the foil pouch and the completed Test Requisition form inside the pre-
addressed, prepaid return envelope.

29. Mail your specimen by US Postal Service. Be sure to mail your sample the same
day you collect it. Samples not returned promptly may not be tested.

30. Your results should be available online within 7-10 business days, and a paper
copy of your results will be mailed to your home in approximately 3 weeks.

Thank you for completing the collection for your screening.
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Blood Sample 
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Consent for Biometric Screening Test
I understand that my participation in this Biometric Health Screening is voluntary.  I understand that the information provided from the test(s) is considered to be preliminary, involving 
screening assessments only and is not intended as a substitute for the professional advice and care of my physician or healthcare professional.  I acknowledge that I may receive results 
that are considered “abnormal” as well as an explanation for these results. However, I also understand that screening tests can give false positive or negative results for a variety of 
reasons.  The responsibility for initiating a follow-up examination to confirm the results of this screening and obtain professional medical assistance is mine alone, and not that of any 
organization(s) associated with this screening program. If I have any questions or concerns about my results, individual health or circumstances, I will consult my physician or healthcare 
professional.  The results from this screening assessment may vary from screenings obtained from standard reference laboratory analyzers.
I release and discharge Quest Diagnostics, Inc. and their respective shareholders, parent, subsidiaries, officers, directors, employees, franchisees and licensees, together with their 
respective affiliates, laboratory partners, and the program sponsors, the owners/operators of this facility, my insurer, and/or administrative service provider/wellness program provider, and 
the respective parent(s), subsidiaries, affiliates, officers, managers, directors, and employees and agents of each of the above (collectively, the “Released Parties”), from any and all liability, 
damages, claims or causes of action that may arise from my participation in this wellness screening (including a failure of the screening to detect any particular health problem), except for 
such claims or causes of action on account of injury to me resulting solely from the negligent acts or omissions, or willful misconduct, of the Released Party or Parties. This release shall be 
binding upon my heirs, assigns, executors, administrators and representatives. I have read and understand the above information.
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Test Requisition form

Lancets (2)

Bandage

Gauze pad

Collection card

Tape measure

24. Press the gauze on your finger until the bleeding has stopped.

25. Allow the collection card to dry for 30 minutes without exposure to direct
sunlight.

Once your collection is complete

Do you have all of these items? If not, call 1.855.623.9355.

AUTHORIZATION STATEMENT: By mailing your sample, you agree to have your sample tested at clinical laboratory. Your employer will not 
receive your individual information.

Quest Diagnostics, any associated logos, and all associated Quest Diagnostics registered or unregistered trademarks are the property of 
Quest Diagnostics. All third-party marks-® and ™- are the property or their respective owners. ©2018 Quest Diagnostics Incorporated. 
All rights reserved 11/2018.



4. Fill in all required information on 
Tests Requisition form and sign.

5. Remove one of the barcode stickers 
from the form and place it on the back of 
your collection card. If more than 1 card 
is included, please complete this step for 
each card.

Underfill

Overfill

Hemolyzed
(Squeezed 
to hard)

When you massage your finger, you 
must do so gently. Do not squeeze 
the fingertip. Squeezing too hard 
can damage blood cells and 
make collection card unable to be 
processed.

6. If required, measure hips and/or 
waist with the tape measure provided, 
and write down measurements on the
form.

8. Write your name and today’s date on 
the collection card.

9. Remove any rings from fingers and 
wash your hands using warm, soapy 
water. Warm hands improve blood flow. 
You can leave your hands under the 
running water until they warm, then dry 
thoroughly.

10. Choose a finger. Select a finger that 
has no calluses, numbness, or bumps.

11. Use the alcohol prep pad to clean 
the tip of the finger. Allow finger to air dry.

12. Remove the cap of the lancet by 
gently twisting and pulling.

13. Hold the lancet horizontally on your 
fingertip, to the left or right of the center. 
See X’s on image for proper placement. 
Be sure you have proper placement 
before you apply any pressure.

14. When ready, press the lancet firmly 
against your finger and do not release it 
until you hear a click.

15. Important: each lancet can only be 
used once. Return the cap and discard 
the used lancet when complete.

16. To help blood flow, lightly massage 
your finger downward, starting from 
the base and stopping before you reach 
your finger tip.

17. Use gauze to wipe the first drop of 
blood away.

18. Lightly massage your finger again, 
starting from the base and stopping 
before the fingertip, until the next drop 
of blood appears.

19. Let this droplet fall freely into the 
small square on your collection card. Do 
not dab your finger on the card.

20. Continue to let blood droplets fall 
freely into this square until the blood 
has reached the specified line of the 
rectangle. This usually takes 4 to 5 
large drops of blood. Do not place blood 
directly within the large rectangle, 
the droplets from the square will be 
absorbed and will naturally move into the 
large rectangle.

21. If more than one card was included 
in your screening, complete these steps 
for each card. You may need to use the 
second lancet and a second finger to 
complete the additional card.

22. When filled correctly, your card 
should look like the above image.

23. If you feel you have made an error 
in your collection, of if your card looks 
like any of the follow examples of a poor 
collection, you can call 1.855.623.9355 
for new materials. If your collection card 
is filled improperly, you may not receive 
results from your screening.

7. Write in your most recent blood 
pressure measurement on the form.

To preform the collection

Important:

TESTS

93839 DBS COMP 93858 DBS BIOME

TEST REQUISTIONCLIA# 23D0664147

Quest Diagnostics, Inc.
www.QuestDiagnostics.com
Phone:888.240.0962
FAX: 248.397.1504
Customer Service: 844.598.7966

27175 Haggerty Road
Novi, MI 48377

Use this Test Requisition for 
only the Event ID listed above.

FIRST NAME MI

GENDER

MALE

LAST NAME

DAYTIME TELEPHONE NUMBERDATE OF BIRTH

STREET ADDRESS

PARTICIPANT ID/UNIQUE ID

CITY STATE ZIP CODE

MONTH DAY YEAR

- -

/

FEMALE

COLLECTED BY

PARTICIPANT SIGNATURE

AUTHORIZING PROVIDER NPI/PROVIDER ID:

DATE

DATE COLLECTED

HOURS SINCE
LAST FOOD/DRINK

HEIGHT WAIST

HIPS

BLOOD 
PRESSURE

ft
(Whole Numbers Only)

(Whole Numbers Only)

(Whole Numbers Only)

(Whole Numbers Only)

SYSTOLIC DIASTOLIC

in

lbs

in

in
WEIGHT

TIME COLLECTED AM / PM

FOR PROCESSING ONLY

RESULTS

IMPROPER FILL CLOT/NO SEP MISSING
RECEIVED

CARD
1 CARD

02 SCRUB DESICCANT FOIL BAG
2 CARDS 3 CARDS UCUP 24U

Consent for Biometric Screening Test
I understand that my participation in this Biometric Health Screening is voluntary.  I understand that the information provided from the test(s) is considered to be preliminary, involving 
screening assessments only and is not intended as a substitute for the professional advice and care of my physician or healthcare professional.  I acknowledge that I may receive results 
that are considered “abnormal” as well as an explanation for these results. However, I also understand that screening tests can give false positive or negative results for a variety of 
reasons.  The responsibility for initiating a follow-up examination to confirm the results of this screening and obtain professional medical assistance is mine alone, and not that of any 
organization(s) associated with this screening program. If I have any questions or concerns about my results, individual health or circumstances, I will consult my physician or healthcare 
professional.  The results from this screening assessment may vary from screenings obtained from standard reference laboratory analyzers.
I release and discharge Quest Diagnostics, Inc. and their respective shareholders, parent, subsidiaries, officers, directors, employees, franchisees and licensees, together with their 
respective affiliates, laboratory partners, and the program sponsors, the owners/operators of this facility, my insurer, and/or administrative service provider/wellness program provider, and 
the respective parent(s), subsidiaries, affiliates, officers, managers, directors, and employees and agents of each of the above (collectively, the “Released Parties”), from any and all liability, 
damages, claims or causes of action that may arise from my participation in this wellness screening (including a failure of the screening to detect any particular health problem), except for 
such claims or causes of action on account of injury to me resulting solely from the negligent acts or omissions, or willful misconduct, of the Released Party or Parties. This release shall be 
binding upon my heirs, assigns, executors, administrators and representatives. I have read and understand the above information.

Quest Diagnostics, the associated logo, and all associated Quest Diagnostics marks are the registered trademarks of Quest Diagnostics. All third party marks—® and ™— 
are the property of their respective owner. © 2000-2016 Quest Diagnostics Incorporated. All rights reserved.

Sample Client

Sample Participant
10101 Renner Blvd.
Lenexa KS 66219

123456692000000 123456692000000

123456692000000 123456692000000

123456692000000

S A M P L E

A R T I C I P A N TP X

1 1 0 1 9 7 60 9 9 9 9 9 9 9 9 9 9

1 0 1 0 1 R E N N E R B L V D .

L E N E X A K S 6 6 2 1 9

1 2 3 4 5 6 7 8 9

1 Card

Medical Director: Dr.Jason Bhan, NPI 1841295896, a PWN Health authorized physician

(X) 93839 DBS COMP
(X) 93858 DBS BIOME

TESTS

TESTS

93839 DBS COMP 93858 DBS BIOME

TEST REQUISTIONCLIA# 23D0664147

Quest Diagnostics, Inc.
www.QuestDiagnostics.com
Phone:888.240.0962
FAX: 248.397.1504
Customer Service: 844.598.7966

27175 Haggerty Road
Novi, MI 48377

Use this Test Requisition for 
only the Event ID listed above.

FIRST NAME MI

GENDER

MALE

LAST NAME

DAYTIME TELEPHONE NUMBERDATE OF BIRTH

STREET ADDRESS

PARTICIPANT ID/UNIQUE ID

CITY STATE ZIP CODE

MONTH DAY YEAR

- -

/

FEMALE

COLLECTED BY

PARTICIPANT SIGNATURE

AUTHORIZING PROVIDER NPI/PROVIDER ID:

DATE

DATE COLLECTED

HOURS SINCE
LAST FOOD/DRINK

HEIGHT WAIST

HIPS

BLOOD 
PRESSURE

ft
(Whole Numbers Only)

(Whole Numbers Only)

(Whole Numbers Only)

(Whole Numbers Only)

SYSTOLIC DIASTOLIC

in

lbs

in

in
WEIGHT

TIME COLLECTED AM / PM

FOR PROCESSING ONLY

RESULTS

IMPROPER FILL CLOT/NO SEP MISSING
RECEIVED

CARD
1 CARD

02 SCRUB DESICCANT FOIL BAG
2 CARDS 3 CARDS UCUP 24U

Consent for Biometric Screening Test
I understand that my participation in this Biometric Health Screening is voluntary.  I understand that the information provided from the test(s) is considered to be preliminary, involving 
screening assessments only and is not intended as a substitute for the professional advice and care of my physician or healthcare professional.  I acknowledge that I may receive results 
that are considered “abnormal” as well as an explanation for these results. However, I also understand that screening tests can give false positive or negative results for a variety of 
reasons.  The responsibility for initiating a follow-up examination to confirm the results of this screening and obtain professional medical assistance is mine alone, and not that of any 
organization(s) associated with this screening program. If I have any questions or concerns about my results, individual health or circumstances, I will consult my physician or healthcare 
professional.  The results from this screening assessment may vary from screenings obtained from standard reference laboratory analyzers.
I release and discharge Quest Diagnostics, Inc. and their respective shareholders, parent, subsidiaries, officers, directors, employees, franchisees and licensees, together with their 
respective affiliates, laboratory partners, and the program sponsors, the owners/operators of this facility, my insurer, and/or administrative service provider/wellness program provider, and 
the respective parent(s), subsidiaries, affiliates, officers, managers, directors, and employees and agents of each of the above (collectively, the “Released Parties”), from any and all liability, 
damages, claims or causes of action that may arise from my participation in this wellness screening (including a failure of the screening to detect any particular health problem), except for 
such claims or causes of action on account of injury to me resulting solely from the negligent acts or omissions, or willful misconduct, of the Released Party or Parties. This release shall be 
binding upon my heirs, assigns, executors, administrators and representatives. I have read and understand the above information.

Quest Diagnostics, the associated logo, and all associated Quest Diagnostics marks are the registered trademarks of Quest Diagnostics. All third party marks—® and ™— 
are the property of their respective owner. © 2000-2016 Quest Diagnostics Incorporated. All rights reserved.

Sample Client

Sample Participant
10101 Renner Blvd.
Lenexa KS 66219

123456692000000 123456692000000

123456692000000 123456692000000

123456692000000

S A M P L E

A R T I C I P A N TP X

1 1 0 1 9 7 60 9 9 9 9 9 9 9 9 9 9

1 0 1 0 1 R E N N E R B L V D .

L E N E X A K S 6 6 2 1 9

1 2 3 4 5 6 7 8 9

1 Card

Medical Director: Dr.Jason Bhan, NPI 1841295896, a PWN Health authorized physician

(X) 93839 DBS COMP
(X) 93858 DBS BIOME

TESTS

Print name and date here


