IGF-1 Test Request

Patient Information

e Patient's Full Name:

Date of Birth:

Gender:

Address:

Phone Number:

Insurance Information:

Clinical Indications
Please provide the clinical reasons for this test, such as growth concerns, symptoms, or the
need for monitoring growth hormone therapy.

Testing Requirements

e IGF-1 Test
e Please ensure accurate collection and processing of the blood sample.

¢ Notify me promptly with the test results upon completion.

Additional Instructions
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