Children’s Hospital Los Angeles
Alexander R. Judkins, MD
Department of Pathology & Laboratory Medicine

Pathologist-in-Chief and Laboratory Director )
4650 Sunset Boulevard Ch I Id re n S
Los Angeles, CA 90027 H i I
Phone: 323.361.2423, 877.543.9522 0 s P T a
Fax: 323.361.6157 LOS AMNGELES.

CLIA Number: 05D0542989
California State License: CLF260

CAP Number: 9277593 877-KIDZLAB (543-9522)

| Facility Contract Set-up Form |

Please fill out form completely.
*Indicates Required Fields

| 1. Billing Information- to be completed by accounts payable dept |

*Hospital / Laboratory Name:
*Mailing Address:

*City: *State *Zip Code:
*Accounts Payable Contact *Phone

*PO #

Fax *Email

(Static emails only- for example: accountpayable@chla.org)

Please mark form of payment:

|:|ACH (please provide ACH form to PLMFinance@chla.usc.edu)

|:|Check (Remit checks to address on invoice)

[ICredit Card (All charges will need to be done via phone- contact PLMFinance@chla.usc.edu)
[ ] other (please specify):

(Require pre-approval before contract can be established)

2. Reporting Information- only 1 secure fax is authorized
(Results delivery method)

*Hospital / Laboratory Name:
*Medical Director Name:
*Medical Director NPI #:
*Mailing Address:

*City: *State *Zip Code:
*Contact Name: *Send Out Phone:
*Send Out Fax: Email:

3. FOR INTERNAL USE ONLY

Date Received
STAR Name:
STAR Contract Account Number:

Please email the completed form to:
PLMcontractregistration@chla.usc.edu and
PLMFinance@chla.usc.edu
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