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Credit Card # CVVEXP. Date
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EDTA PLASMA

By signing this form, the medical profession acknowledges that the individual/family member authorized to make decisions for the individual (collectively, the 
“Patient”) has been supplied information regarding and consented to undergo this testing and has been informed that Iron Horse may notify them of clinical 
updates related to these test results (in consultation with the ordering medical professionals indicated). The Patient has further been informed and hereby 
authorizes Iron Horse Diagnostics and its designees to release information concerning testing to their insurer in order to process and/or appeal claims on 
behalf of the Patient. For amounts received directlbehalf of the Patient. For amounts received directly, the Patient agrees to remit payment to Iron Horse Diagnostics for testing services rendered. In addition 
to the above, I attest that I am the ordering physician, or I am authorized by the ordering physician to order this test, or I am authorized under applicable 
state law to order this test.

Medical professional signature Date

Does the patient have other neurological conditions?
Tramatic Brain Injury

Stroke

Other
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