Free Light Chains Test (FLC) Request Form

Patient Information

e Patient Name:
Date of Birth:

Gender:

Address:

Phone Number:

Email:

Clinical Information

¢ Reason for Test:

¢ Clinical History:

Physician Information

¢ Physician Name:
Medical License Number:

Address:

Phone Number:

Email:

Specimen Details

¢ Date and Time of Sample Collection:
e Specimen Type:
e Specimen ID (if applicable):
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Additional Instructions

Patient Consent

I hereby confirm that the patient has been informed of the necessity of this test and has given
her informed consent for the Free Light Chains Test to be performed.

Physician’s Signature:

Patient’s Signature:
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