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Monitoring for Adverse Metabolic Effects from 
Antipsychotics: Home Lab Kit Order Form

Antipsychotic medications can be an important part of a child or adolescent's treatment plan. Laboratory monitoring 
of metabolic functioning (e.g. Hemoglobin A1c level, Cholesterol level) is important to monitor for adverse metabolic 
side effects. CCHP and C4K are pleased to announce a new option for our members to complete these labs: an at-
home lab kit from Quest Diagnostics.

Your patient is a member of CCHP or C4K, and they are eligible to receive an at-home lab kit from Quest Diagnostics 
to complete their metabolic monitoring labs. 
In order for your patient to receive an at-home lab kit, 
Please complete this Order form and fax it back to us to (414) 266-4726.

Section 1 – Provider Information

Name of Provider:

Street Address: 

City: State: Zip: 

Phone Number: Fax Number: 

Section 2 – Member Information 

Name (First, M.I, Last): Member ID: 

Parent / Legal Guardian / Caregiver Name: Relationship: 

Street Address: 

City: State: Zip: 

Phone Number: Email Address: 

Section 3 – Order Details

At-Home Laboratory Kit for Hemoglobin A1c and 
LDL-C levels (CPT 83036, 83721) Send one (1) kit to member named above

Provider Signature: Date Signed:

If you have additional questions, please call 414-266-3268.
You can also visit www.chorushealthplans.org/for-providers/labkit

for additional information on this new service.

Chorus Community Health Plans complies with Federal civil rights laws. We do not discriminate based on race, color, national origin, age, 
disability or sex. Si no habla inglés, se programarán servicios de idiomas en forma gratuita. Llame al 1-800-482-8010 (TTY: 7-1-1). Yog hais tias 
koj tsis txawj hais lus Askiv, peb yuav teem sij hawm muab kev pab txhais lus pub dawb rau koj. Hu rau 1-800-482-8010 (TTY: TTY: 7-1-1).
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