COMPANY

PARAMEDICAL FORM

Access

DirectTesting.com

NAME (PLEASE PRINT)

DATE OF BIRTH

LAST FIRST MIDDLE 1
IADDRESS PROOF OF IDENTITY STATE
CITY STATE SS# /DL #

1. Have you, dunning the past 5 years consulted
any physician or practitioner for any reason,
including routine examination or check up?
(If so state date, purpose, illness, injury or
condition and give full name and complete
address of physician and /or hospital. )

2. Do you routinely take medication of
any kind?

(If so, state kind, dosage, frequency and
reason.)

3. A. Do you use tobacco of any kind?
(If so, state type of tobacco and
frequency.)

B. If non-user, have you ever used
tobacco?
(If yes, state type, when last used and
frequency.)

4. Do you have a personal physician?
(If so, list full name and complete address.)

YES

NO

GIVE COMPLETE DETAILS TO ALL "YES" ANSWERS

5. A. Blood Pressure

Left Arm Right Arm

Systolic

B. Pulse (rate per min.)

If answered "No" state reason in section

C. Height (In shoes)

E: Blood Collection
YES NO

Diastolic

D. Weight (clothed)

F: Lab Used:

| declare | have read the foregoing and that my answers are correctly recorded to the best of my knowledge and belief.

Donor Signature

Date



fAVAccess

MEDICAL LABDRATORIES

VITAL SIGNS
Patient Name
Date of Birth: Sex
Height : Weight:
Did you measure client? Yes / No Did you weigh client? Yes / No
Time 1. Leftarm 2. Right arm Pulse
Systalic
Diastolic Irregularities| Y / N

Signature of Client

Signature of Examiner

DATE:

2151 Alternate Al1lA South | Suite 1500 | Jupiter, Florida 33477
Phone: 561.745.1233 | Fax: 561.745.7770 | www.accessmedlab.com



