
 

 

(a)(1) Results reported from calculated data. 
 
(a)(2) Results and patient-specific data electronically reported to network or 
interfaced systems. 
 
(a)(3) Manually transcribed or electronically transmitted results and patient-specific 
information reported directly or upon receipt from outside referral laboratories, 
satellite or point-of-care testing locations. 
 
Interpretive Guidelines §493.1291(a)(3) 
 
Manually transcribed or electronically transmitted results from an outside referral 
laboratory or from within the laboratory system (e.g., satellite or point-of-care testing 
locations) must be periodically verified for accuracy and timely reporting. 
 
D5803 
(Rev. 166, Issued: 02-03-17, Effective: 03-03-17, Implementation: 03-03-17) 
 
§493.1291 Standard:  Test report 
 
(b) Test report information maintained as part of the patient’s chart or medical 
record must be readily available to the laboratory and to CMS or a CMS agent 
upon request. 
 
Interpretive Guidelines §493.1291(b) 
 
The test report information should be legible, understandable, and complete. 
 
D5805 
(Rev. 166, Issued: 02-03-17, Effective: 03-03-17, Implementation: 03-03-17) 

 
§493.1291 Standard:  Test report 
 
(c) The test report must indicate the following: 
 

(c)(1) For positive patient identification, either the patient’s name and 
identification number, or a unique patient identifier and identification 
number. 
 

Interpretive Guidelines §493.1291(c)(1) - (c)(6) 
 
Use D5203 for deficiencies related to specimen identification problems. 
 
When used on the test report, the patient’s name must be accompanied by an 
identification or accession number.  When for confidentiality purposes a patient’s name is 
not used or when the identity of the person is not known, a unique patient identifier and 


