
ALPHA-1 ANTITRYPSIN TEST REQUEST 
FORM

Patient Information

Full Name: _______________________________Date of Birth: ___________________

Address: _______________________________________________________________

Sex: _______ Phone Number: _____________Email: ___________________________

Referring Healthcare Provider

Name: __________________________________________

Clinic/Hospital: __________________________________________

Phone Number: ________________________ Fax: ____________________________

Reason for Test Request

Describe why the Alpha-1 Antitrypsin Test is requested, e.g., symptoms, family history, etc.

Test Information

Laboratory or Facility: __________________________________________________

Preferred Appointment Date: ________________ Preferred Time: _______________

Patient Instructions (if any): ______________________________________________

Consent and Authorization

I, the undersigned, hereby consent to undergo the Alpha-1 Antitrypsin Test. I authorize the 
collection of a blood sample and using my medical information for diagnostic and treatment 
purposes.

Patient's Signature: ______________________________ Date: ________________

For Healthcare Provider's Use Only

Test Date: _______________

Test Results: ________________________________

Interpretation:

Recommendations/Follow-up: ___________________________________________
 

Referring Healthcare Provider's Signature: __________________ Date: ______________
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