C3 Complement Blood Test Requisition

Form
Patient Information
e Full Name: John Doe
e Date of Birth: 01/15/1980 Gender: Male

e Contact Information: johndoe@email.com

Ordering Physician

e Physician's Name: Dr. Jane Smith

e Physician's Contact Information: (555) 789-1234

Patient History (Include relevant clinical indications)

Patient presents with joint pain, fatigue, and a history of systemic lupus erythematosus (SLE).

Insurance Information (if applicable)

e Insurance ID: 789456 Group Number: 12345

e Insurance Provider: XYZ Health Insurance

Lab Information

e Laboratory Name: Anytown Medical Lab

e Laboratory Contact Information: _(555) 987-6543

Test Request
@ C3 Complement Blood Test

() Others:

Additional Instructions (if any)

Patient is fasting for 8 hours before the test.
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Patient Consent and Signature:
I, the undersigned, consent to the C3 Complement Blood Test.

Signature: John Doe Date: 10/12/2023

Submission Instructions

Submit the completed form to the laboratory or healthcare facility responsible for collecting the
blood sample. Ensure all sections are accurately filled out to expedite processing.

2/2



	Text-qwrvzc8Dbh: John Doe
	Text-zosHiEzaGi: 01/15/1980
	Text-acdo0L7u0b: Male
	Text-bSZ8qCIrHS: johndoe@email.com
	Text-r96EzseeHU: Dr. Jane Smith
	Text-_d1ay41Y8F: (555) 789-1234
	Paragraph-XakeqNvROp: Patient presents with joint pain, fatigue, and a history of systemic lupus erythematosus (SLE).
	Paragraph-GZRWNUCKEX: Patient is fasting for 8 hours before the test.
	Text-chaxxo3Y0-: 789456 
	Text-HXZCZbDev0: 12345
	Text-uaYpbak86l: XYZ Health Insurance
	Text-E7J8fTA4sq: Anytown Medical Lab
	Text-S4i7bQoGBF:  (555) 987-6543
	CheckBox-R8bTQYzJ9B: Yes
	CheckBox-7zRseOwznt: Off
	Text-P1wsu6CRWc: 
	Text-xLnoFPDRhg: John Doe
	Text-A6lema6SN8: 10/12/2023


