
Vitamin E or Tocopherol Test
Patient’s Full Name: 

Date of Birth: 

Gender: 

Contact Information: 

Healthcare Provider (if applicable): 

Reason for Test: 

Additional Symptoms or Relevant Medical History: 

Additional Notes: 

Physician’s Notes: 

Ordering Physician’s Name and Signature:

Laboratory Name:

Laboratory Contact Information: 

Date and Time of Sample Collection:

Test Results

Vitamin E Levels: _____________________________

Flag (Notable Deviations): ______________________

Reference Range: ____________________________

Interpretation: 

Additional Notes (recommendation, next steps, etc.):

Referring Physician’s Name and Signature: ______________________ 

Date: ___________________________
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