
 
 

Request for Sweat Test 
 
 

ATTENTION: __________________________________________________________ 
 
Patient Name: ___________________________________________________________ 
 
DOB: ____________________          HC #: ___________________________________ 
      (mm/dd/yyyy) 
 
Address: _______________________________________________________________ 

                _______________________________________________________________ 

 
Phone: __________________________________ 
 
Family Physician: _______________________________________________________ 
 
 
Reason for Referral: _____________________________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

 

Appointment: _______________________________________________ 


