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PATIENT DETAIL: 

Patient Name: ____________________________ Gender:   [   ] Male [   ] Female  

Date of Birth: ________________   Home Address_____________________________________ 

Contact Number: __________________ Medical Record No._____________________________ 

 Visit Type: [   ] In patient    [   ] Outpatient      Patient testing condition (if applicable) ________ 

   

REFERRING CLINICIAN DETAIL: 

Referring Physician Name: _____________________ Designation __________________________ 

Department: ___________________Contact No._________________________ Pager No._______  

Email: ________________________ Hospital/Institute: ___________________________________ 

------------------------------------------------------------------------------------------------------------------------- 

Requested Test Description _____________________ Method detail ________________________ 

Specimen type:______________________  

Special condition for specimen collection (if any)________________________________________ 

Referral Laboratory complete information (if available) ___________________________________ 

________________________________________________________________________________ 

Reason for referral: 

__________________________________________________________________________________________

__________________________________________________________________________________________

___________________________________________________________________________ 

Physician Signature: _____________________________________   Date: ________________________ 

 

Informed Consent: I understand and agree that the prescribed test from my Physician will be send to 

Referral Laboratory for testing. 

Patient Name & Signature: __________________________________ Date:____________________ 

Note:  Complete a separate requisition for each patient. 


