
Fertility 
Specialists 

OF TEXAS 

Semen Analysis Laboratory Requisition I Please FAX to 214-618-7838 

Patient Name: _______________ _ Physician Name: 
Last First Last First 

SSN: XXX-XX- _____ DOB: _______ _ Phone#: Fax#: 

Phone#: _______ _ 

Partner Name: ____________ _ 
Physician Signature: 

Last First 

Identity Verified By: _____________ _ Date of Collection: 

Driver's License#: _____________ _ Days of Abstinence: 

Receiving Technologist: ____________ _ Time Collected: 

Accession#: ________________ _ Time Received in Lab: 

Collection Site: [ ] On-site [ ] Off-site Post Vasectomy: [ ] Yes [] No 

Collection Method: [ ] Masturbation [ ] Seminal Collection Kit [ ] Other: _______________ _ 

Collection: [ ] Complete Sample [ ] Incomplete Sample - please explain: ________________ _ 

Sperm Source: [ ] Ejaculated [ ] Epididymal [ ] Testicular 

Laboratory Tests Requested 

[ ] Complete Semen Analysis (89322) 

[ ] Sperm Cryopreservation (89259) 

[ ] Semen Cultures (008003/008680) 

Diagnosis (ICD-10 Codes) 

[ ] Infertility Testing (Z31.41) 

[ ] IUI (Z31.89) 

[ ] IUI Sperm Preparation with Husband Sperm (58323/58322) [ ] Fertility Preservation (V26.82) 

[] IUI Sperm Preparation with Donor Sperm (5823/58322) []Other: _____________ _ 
[ ] IVF /ICSI Sperm Processing 

Patient Authorization: 

I authorize Fertility Specialists of Texas to process the semen specimen I have produced on-site or off-site. I verify 

that the specimen is properly labeled and is mine. 

Patient Signature: _____________ _ SSN #: XXX-XX-___________ _ 

Partner/Spouse Authorization: 

I authorize Fertility Specialists of Texas to process the semen specimen my husband/partner produced off-site. I verify 

that the specimen is properly labeled and was produced by my husband/ partner. 

Partner/Spouse Signature: _____________ _ SSN #: XXX-XX-__________ _ 
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