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Please FAX to 803-933-6339 and *give the patient an additional  copy* 

( 803) 256-4107
 1910 Blanding St. 

Co lumbia,SC 29201 
1013 L ake Murray Blvd. 

Irmo, SC 29063 

*Patient - please fill your NAME and DATE OF BIRTH before visiting the office*

FOR (NAME): ______________________________________________________________________

DATE OF BIRTH:________________________

Address: ___________________________________ Date: __________

Request for a blood test for me_____tal ion l______eve______ls of whole blood C___O___BA___LT a___n___d C______HROM___I___UM_

STOP TAKING VITAMINS AND MINERAL SUPPLEMENTS 1 WEEK PRIOR TO TEST. 

We request that test be performed at the patient’s local QUEST laboratories, if possible. 

_Left hip pain (M25.552) 
_Right hip pain (M25.551) 
_Unspecified hip pain (M25.559) 

If you require an electronic prescription, please call: 803-933-6127 

DIAGNOSIS: 
(choose one 
that applies) 

_OA, left hip (M16.12) 
_OA, right hip (M16.11) 
_OA, unspecified hip (M16.10) 

16




