
Blood Test Request Form
Patient Name 

Date of Birth 

Patient ID / MRN 

Requesting Physician 

Physician Contact 

Date Requested 

Requested Tests

 CBC (Complete Blood Count)
 CMP (Comprehensive Metabolic Panel)
 Lipid Panel
 Hemoglobin A1C
 Other

If Other, please specify 

Clinical Information / Reason for Test 

Sample Collected By 

Sample Collection Date & Time 

Physician Signature 

Date 
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