Understanding the Test Requisition o uis oamsban mwmen ZRT Laboratory

Below is an example of our Test Requisition form. It asks important questions about patient health and well-being. Please encourage
your patients to complete all sections on both sides of the form.

1815 W 169t Place, Sute 5050
Beaveron, Oregon 7005

Phone 503,465,245 - FaxS03.465.1635
Inlozrtia, ‘wwzrib.com

Side A Test Reqws'tlon ZRT Laboratory
Section 1 vk lon ez " FIRSTNAME AR -

First Name: Mi

Individual Information: name, address, phone, gender, date
of birth etc. -

City: State: Zip:

Day Phone

Section 2
Current Menstrual Status (women): this is important for Ve
determination of the appropriate expected hormonal 2 CurrntMBnSUnl STl - women only. u

st day of last menses: Hysterectomy:  No Yes Year
range. Resular s ourosFomovas. Mo one B vear
Imegular Cycles Currently Pregnant: ' No Yes

Section 3 No Menstrual Cycles If currently pregnant, list the month of pregnancy:
Symptoms: reported by patient. Symptom severity is key to B e e e
evaluating patient hormonal health. A rating of 0 = none, For Woman
1 =mild, 2 = moderate, 3 = severe is reported in bar graph
form on page two of the test report. This allows correlation
of tested hormone levels with reported symptoms, thus

providing a more comprehensive evaluation.

Hoarseness

Low Blood Pressure

Section 3a

. For Men | |
Basal Body Temperature: basal body temperature is sumesouresn 355 655 oy Sospng 5XZX
. . . N 0Ah2s 0.4.2.3. Mor 0h23
optional and only requested when evaluating thyroid 225 5550 555
d f t' bAh2s 0.4 .23 He 0ha2s
ysfunction. pree (R S 555
0423 01 2 3 RapidAging PP 91
0248 0.4 .25 ] Decr ‘Sweating [EEE ]
LALS. 0.4.2.3  Goiter 0Aa2a3
0422 Ame 0123 Aggressive Behavior 15991
3a Basal BouyTemperatwre  See website for nstructions. 0001
o o o Please continue on the other side.
. D Day2 Doy 3 0001 (We need just a little more information and your signature 100.)
ay 1 ay ay
T T B

M 4 Hormene/MedicationUse Please list any hormone(s) you have used in the INBUENDIII  oo02  o0o2

past two months. Attach separate sheet if needed.
Last Used Times  How Long

Hormone Type Brand Delivery Dosage Date Time  PerDay  Used

Section 4
Hormone/Medication Use: prescribed dosage, and exact
time of last dose are extremely important for accurate
evaluation of test results.

Also list other medications or herbal supplements (black cohosh, etc.) you are taking that may affect hormone levels: (see our web site for detailed information)

5 Sample Collection Date and Time Please lst the date and timef(s) you collected each sample.

Section 5 o

Wor
Collecion Date Col

Sample Collection Date and Time: indicate the date(s) and 6 PANGISAMATOSES  pieas i h ool for 1 pnsss) o s s, slct it o o pnls, s do .

duplicate tests that are in a panel you have already selected

time(s) that each sample was collected. @ Combination (Salva and Blood Spo) Panels

Blood Spot
Gollecion Time.

Comprehensive Hormone Profile Saliva: E2, Pg, T, DHEAS, Cdx  Blood Spot: FT3, FT4, TSH, TPO [ ]
S . 6 Custom Hormone Profile (Please select individual saliva and blood spot tests.)
eCt I on @ saliva Panels Individual Saliva Tests

AM/PM Cortisol ci.ca Estradiol (E2) DHEAS (DS)

Panels and Tests: indicate the individual hormone(s) and/or o S SN
panel(s) tO be tested by checking the appropriate box(es)- Adrenal Function Test C14,DS Estriol (E3) Cortisol Noon (C2)

Hormone Profile | E2,Pg, T,DS, C1 Estrone (E1) Cortisol Evening (C3)
Hormone Profile II E2,Pg, T, DS, C1,C4 Testosterone (T) Cortisol Night (C4)
Sect ion 7 Hormone Profile Il E2,Pg,T,DS, C14
. . . @ Blood Spot Panels Individual Blood Spot Tests
Payment: indicates the Payment Option Compite Ty Proic
Male Hormone Profile | PSA, SHBG, T Free T4 PSA
that you have chosen. t o e
TSH Testosterone, Total (T)

Section 8 I, Fastng

Client Signature: for authorization and/or consent for
laboratory testing. [ [,
7 Payment  Select only one form of payment.
Section 9 Check # Credit Card Bill Insurance - Selected Carriers Only
Amount § ization form) the enclosed authorization form)
Health Provider Information: your name and address will e surance s
829 Cllent Signatu Health Provider Information Diag. Codes

print here. ko o rtror won

1234 Any Street
Anytown, OR 00000

My signature ndicates my request, authorization andlor consent
for laboratory testing. | understand tha tos results are strctly

informational. ZRT Physician’s review of my testrequesls and For Laboratory Use Only
rosults does not ropresent diagnosis or reatment. | am

rosponsible for contacting my personal hoalth care provider for
Tollow-up and iterpretation of my tost resul

oo and ntrpretaton of my st ress 420200501 1516 Cont . ) Gt O ]
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