
	

	

Laboratory	Assessment	Referral	Form	
Patient	Name:	 	 Report	Date:	 	
Date	of	Birth:	 	 Referring	Practitioner:	 	
Patient	Address:	 	
Phone	(H)	 	 Phone	(W)	 	
Email	 	
City:	 	 Province:	 	 Postal	Code:	 	
Chief	Complaint:	 	
Secondary	Complaints:	
(Please	describe	other	illnesses	or	
complaints)	

	

Allergies		
(Include	medication,	food,	seasonal,	
pets,	cosmetics,	etc.)	

	

Medications	
(Please	list	all	prescription	
medications	currently	being	taken)	

	

Supplements	
(Please	list	all	supplements	currently	
taken	including	vitamins	and	
minerals,	botanicals,	homeopathics,	
amino-acids,	etc.)	

	

Medical	History		
(surgeries,	hospitalizations,	etc.)	

	

Requested	Assessments	
	

BE-TA					Darkfield	Microscopy					Indican				Zinc	Tally					Toxic	Metal		
Circulating	Tumor	Cell	(Maintrac)			Circulating	Tumor	Cell	(Biofocus)	

(Please	circle	one	or	more)	

Please	indicate	your	preferred	method	of	communication	by	checking	one	of	the	boxes	below:	
☐	Fax	(include	number)		:	_________________________________________________________________		
☐	Mail	(include	Address):__________________________________________________________________	
													_________________________________________________________________________________	
													_________________________________________________________________________________	

	
Marsden	Centre	for	Excellence	in	Integrative	Medicine	

Phone:	(905)	508-4498				Fax:	(905)	508-4827	
www.marsdencentre.com			info@marsdencentre.com	


