Biochemistry and Immunology Department, Addenbrooke's Hospital, Cambridge

SAS REFERRED THYROID
FUNCTION TESTING

fﬂf

IR efaning Hospital and Address for reports Patient D etails
Sumame:
First nam e
O B. Sex
MHS Mo,
Referting Hospital Patient Mo,
Fetering Dr.
Referring Dr. signature Feferring Hospital Lak Mo,
Contad telephone no. Sample Date

|Previous refermal for investigations of abnormal TFT |

If Yes please give previous Addenbrooke's Hospital
Specimen Mumber, or date, of presvious sample, JF known.

Chinical D etails (2.9, drugs (thyoid and athers), current clinical detailz, brief m edical higtory). Please attach further
summary sheets if necessaty. Also details of any presvous interference fudies performed.

Drugs Delete az sppropriste and provide details of the doss Mo drug inform ation availakble
Thytroxine T3 I Amiadarone Heparin
Carhimazole Cther drugz and dose
FTL [please lizh)

ﬁe‘fﬂ'l‘il]ﬂ labroratory results, including instruments and reference ranges. Incude resuts from other assays
zuch as Tatal T4, TRPO, TR AR, SHBG, alpha subunit, and attach further summary sheets if neceszary.

Date Reference range

Instrument

T5H

Free T4

Free T3

Amalysis required |f specific assays and work required please state, otherwze please leave blank and the work
done will be based on the details and results provided.

Postal Address for samples and enguiries — REFTFT Servdce, Dept. of Clinical Biochemistry, Box 232,
Addenbrooke's Hospital | Hills Road, Cambridge CB2 DGG
Far enquities telephone 01223 217157 or 01223 217156 oremail  dasid halsalli@nhs.net




