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Physician order form 
This form is to be filled out by the patient’s referring physician (when the physician is not at MIT Medical) 
to authorize MIT Medical to perform certain tests. Please bring the completed form with you to your 
appointment at MIT Medical. 
 
 
PATIENT INFORMATION 
 
Name__________________________________________ Date of birth __________________________ 
 
 
Address ________________________________________ Phone ______________________________ 
 
 
ORDERING PHYSICIAN’S INFORMATION 
 
Name_________________________________ Phone _________________ Fax ___________________ 
 
 
Office address ________________________________________________________________________ 
 
 
SERVICES/TESTS ORDERED 
 
Test(s) requested ______________________________________ ICD-10 / DSM code ______________ 
 
Standing order? □ Yes □ No If yes, indicate frequency: ___________________________________ 
 
Comments: 
 
 ________________________________________________________________________________ 
 
_________________________________________________________________ 
 
 
Physician Signature __________________________________   Date______________ 
 
 
 
____________________________________________________________________________________ 
For Laboratory Use: 
 
Patient MR# _____________________Date results faxed _________________  Initials ______________ 
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