
 

 

 

 

 

LABORATORY TESTING FORM 

 

 

Patient _______________________________              DOB_________________________ 

 

Date    ____________________________________________________________________ 

 

Diagnosis   ________________________________________________________________ 

 

 

Please perform the following circled tests 

 

 

CBC with Differential, ESR, C-Reactive Protein,  SMA-18,   

 

Glucose, HgbA1C, Lipid Profile,  Homocysteine Level,  PT/PTT,  

    

ANA,   AntiCardioLipin Abs,     ACE,    ANCA (P and C),       RF,   RPR, 

 

FTA Abs,  Lyme Titers, HLA-B27,  HLA-A29,  Toxoplasmosis Titers (IgG, IgM), 

 

Toxocara Titers, Serum Viscosity 

 

 

Other_____________________________________________________________________ 

 

 

Please Fax the results to the appropriate office above. 

 

 

 

Signature______________________________________________  

 


