
MPV Blood Test

PATIENT INFORMATION

Name:

Date of Birth:

Gender:

Address:

Phone Number:

Email:

MEDICAL HISTORY

Previous diagnosis of blood disorders? [  ]   Yes [  ]   No

Any history of excessive bleeding or clotting? [  ]   Yes [  ]   No

Currently on any medication? [  ]   Yes [  ]   No

If yes, please list current medications:

Any known allergies? [  ]   Yes [  ]   No

Family history of blood disorders? [  ]   Yes [  ]   No

TESTS

Test Conducted

MPV Blood Test

Date Lab Used

FINDINGS

Parameter Result Value Normal Range Basis of Findings

MPV 7.5-11.5 fL



INTERPRETATION

Overall Interpretation:

Recommendations:

Doctor’s Remarks:

CONFIRMED BY

Doctor’s Name & Signature Date
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