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“ H I P O K R A T E S ”
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SKIEROWANIE DO LABORATORIUM

...................................................................................

Proszê o wykonanie wymienionych niżej badañ 

u Pana (i) .....................................................................................................................,lat .................

Adres ..................................................................................................................................................

PESEL     ............................ telefon ........................................ 

Badanie

1 ....................................................................

2 ...................................................................

3 ...................................................................

4 ...................................................................

5 ...................................................................

6 ...................................................................

.................................................................
czytelny podpis i pieczątka lekarza

beta-druk  tel./fax 71 301 90 00/01

........................, dnia ................... 2012 r.
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