
Resolve mdx 
for UTI, Prostatitis, and STI 

Ordering Physician 

1. Test Ordered: 

Patient Information 

Name: 

Address: 

City: 

Email 
Address: 

Date of Birth: 

Month 

MRN/Patient ID: 

Custom Testing 

Test Requisition Form 

First Last 

State: Zip: 

Phone: 

Sex: 

Day Year M Other 

V Resolve mdx UTI Testing
(Comprehensive UTI testing, unless 
Custom Testing indicated, at right) STI Testing only Selected Testing 

Add STI Testing 

2. Specimen Information (Only urine specimens accepted): 

Collection Date: Is patient currently on antibiotic? 

Month Day Year 

3. Required Billing Information (At least 1 ICD-10 code is required per test ordered): 

UTI ICD-10 Code{s): 

(Physician must include ICD-10 diagnosis to document medical necessity for UTI test.) 

Z87.440 - Personal history of urinary (tract) 
infections 

N30.00 - Acute cystitis w/o hematuria 

N30.01 - Acute cystitis with hematuria 

N30.20 - Other chronic cystitis w/o hematuria 

Copy of Insurance card (front and back) required. 

N30.80 - Other cystitis w/o hematuria 

N30.81 - Other cystitis with hematuria 

Other: 

Yes No 

(See back page for pathogen 
and resistance gene options) 

STI ICD-10 Code{s): 

{Physician must include ICD-10 diagnosis to document 
medical necessity for STI test.) 

A54.9 - Gonococcal infection, unspecified 

A64 - Unspecified sexually transmitted disease 

A74.9 - Chlamydia! infection, unspecified 

Other: 

Payment Type: Private Insurance Medicare Medicaid Patient Self-Pay Client (contract required) 

Name of insurance: Member ID: 

Include copies of both sides of insurance card(s). If two cards are submitted, indicate which is primary. 

4. Authorization and Statement of Medical Necessity: 

I hereby authorize testing and confirm that an informed consent has been obtained, if required by state law. I confirm that this is medically necessary and the results will be used 
in the medical management decisions for the patient. I hereby attest that the person listed in the Ordering Physician space above is authorized by law in the relevant jurisdiction to 
order the test requested herein. I confirm that I have on file the patient's assignment of benefits authorizing insurance benefits to be paid to ancillary healthcare service providers, 
such as mdxhealth. I further instruct mdxhealth to retain this completed test requisition as part of the patient medical record. I authorize mdxhealth to release the information on 
this form, and other information provided by me, or on my behalf, necessary to process a claim for this service. 

Ordering Physician Signature (No stamped signatures) Date Month Day Year 

Submitting this form constitutes a Certification of Medical Necessity and a certification that you have obtained consent 
for mdxhealth to release the test results and relevant medical information to the patient's insurance carrier as part of the 
coverage and reimbursement process. 

Place Patient Label Here 

mdxhealth 
Superior care made easy. Streamline your workflow while maintaining a high level of care. Mdxhealth delivers comprehensive solutions with dedicated support. 

P: 866.259.5644 • F: 949.788.0014 • E: cs@mdxhealth.com • www.mdxhealth.com 

© 2025 Mdxhealth S.A. All rights reserved. PL-FORM-0095-R11 
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