Troponin Blood Test

Patient Name:

Date of Birth:

Gender:

Address:

Contact Information:

Reason for Test (Clinical Indication):
Clinical Symptoms:

Relevant Medical History:

Current Medications (if applicable):
Allergies/Contrast Allergies (if applicable):
Special Instructions (if any):

Test Requested:

[ ] Troponin |

[ ] Troponin T

|:| High Sensitivity Troponin (if available)

[ ] Other (please specify):

Urgency:
[ ] Routine

[] Stat (Specific reason for urgency:

Additional Notes:

Referring Physician’s Name and Signature:
Contact Information:

Date of Request:

Laboratory Name:
Laboratory Address:

Laboratory Contact Number:



Sample Type:
[] Serum

|:| Plasma

[] Other:

Specimen Collection Time and Date:
Receiving Laboratory Staff:

Test Results:

e Troponin Level:
e Reference Range:
Interpretation:

Clinical Assessment and Initial Diagnosis:

Additional Notes:

Physician’s Name and Signature:

Date:
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