SOUTHERN MEDICAL GLINIC

Laboratory Registration Form

Patient Informatio

Name: Age:
DoB: Tel:

Address:

Genderr M F SMC Reg. No.:

Email address (optional):

Refening Doctor:

Referring Doctor Contact:

Delivery of Results

|, the patient will collect: U
For Doctors outside SMC: Fax / Email to my Referring Dr. O
Fax or Phone contact:

For Doctors at SMC: Send to my refering Dr O

Some medication can affect your test results. Please list your current
Medications

Southemn Medical Clinic will not release results to a third party.

Some tests results may be ready before others. Hold any available results
and notify me when all are ready. Patient Initial:

Patient Signature

Today's Date




