T 119 HYPERCALCEMIA T 214 SCOLIOSIS [ 408 UVERCANCER 7o aumsm 5 1004 MENSTRUAL BREAST SORENESS
] 120 HYPOGLYCEMIA 0 216 FIBROMYALGIA 0 410 ULCERS - GASTRIC CJ 704 DEPRESSION C 1005 MENSTRUALCRAMPS
[] 121 INFECTIONS (BACTERIAL) Cl218 LupUS [ 411 ULCERS - DUODENAL 0 705 HOSTIUTY ] 1006 MENSTRUAL IRREGULARITY
£l 122 INSOMNIA 0] 413 IRRITABLE BOWEL SYNDROME 0 706 LEARNING DISABILITY 0 1007 PROLONGED MENST. FLOW
[] 123 IMMUNE DEFICIENCY (AIDS) CARDIOVASCULAR 0 707 MEMORYLOSS 0 1008 DECREASED MENST. FLOW
[] 124 MONONUCLEOSIS 301 ANGINA RENAL 0] 708 SCHIZOPHRENIA 0 1009 PREMENSTRUAL SYNDROME
[l 125 PSORIASIS []302 ARTIOSCLEROSIS [J 500 BLADDER DISTURBANCES 0] 710 MANICDEPRESSION 0 1011 FIBROCYSTIC DISEASE
] 126 PERODONTAL DISEASE []303 ATHEROSCLEROSIS (0 501 CALCIUM OXALATE STONES [] 1013 ENDOMETRIOSIS
[l 127 SCLERODERMA {7304 HYPERCHOLESTEROLEMIA {3 502 CALCIUM PHOSPHATE STONES 0 1014 OVARIANCYSTS
PROFILE AND LANGUAGE REQUESTED
To Avoid Processing Delays Check Profile Desired
[ Profile 1: Test Results Only [ Profile 4: Test Results and Patient Report Only
[J Profile 2: Test Results, Patient Report, Doctor Report, Dietary and {1 Profile (Specify either Profile 5, 6, 10 or 16)
Supplement Recommendations (Please refer to Service Brochure for further Details)
[ Profile 3: (For Retest Only) Test Results, Patient Report, Dietary and
Supplement Recommendations LANGUAGE:
LABORATORY PAYMENT PLAN MV Expires:
[ Prepay With Check No.: ] Bill To My Account; [ sendC.OD.
SUPPLEMENT REQUEST
(] No Supplements Requested (] One Month Supply (J Two Month Supply [ Three Month Supply
SUPPLEMENT PAYMENT PLAN MV Expires:
O Prepay With Check No.: (JBilTo My Account: [J sendC.OD.
COMMENTS

FORM MUST BE COMPLETED IN ENTIRETY BY HEALTH CARE PROVIDER. FAILURE TO DO SO MAY RESULT IN PROCESSING DELAYS.

I understand that the interpretation or other information derived from the trace mineral analysis of the patient's hair, and the recommendations if implemented, will be based entirely upon my
professional judgement and knowledge of the patient involved.

I also hereby certify that the above information provided by this office is complete and accurate to the best of my knowledge.

PHYSICIAN/CLINICIAN DATE



