
Stool Test Requisition Form 
(GI-Map w/ Zonulin, H. Pylori, Candida, Calprotection) 

To view our instructional video visit:  

www.VitalleoHealth.com/test-collection 
support@vitalleohealth.com 

Patient Information (Please Print Clearly) 

Sample Collection Date & Time (Required for Sample Processing)  SAMPLE MUST BE MAILED WITHIN 24 HRS. 

First Name:  __ __ __ __ __ __ __ __ __ __ __ __  

Last Name:  __ __ __ __ __ __ __ __ __ __ __ __  

Email:  __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __  

Phone:  ( __ __ __ )  __ __ __ — __ __ __ __  

Address:  __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ 

City:  __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __  

D.O.B:  __ __/__ __/__ __ __ __

Age: _____ 

Gender:  [  ]  M      [  ]  F 

Height:  __  ft  __ inches 

Weight:  __ __ __  lbs 

Waist:  __ __   inches 

State:  __ __ __ __ __ __ __ __ __ __ __ __           Zip Code: __ __ __ __ __  

 Date:  __ __ / __ __ / __ __ __ __ Collection Time: __ __ : __ __    [  ]  am   [  ] pm 

Current Menstrual Status (Women Only) 

First day of last Menstrual cycle:  __ __ / __ __ / __ __ __ __ Hysterectomy? [  ] No    [  ] Yes | If yes, year? __ __ __ __ 

 Length of Cycle: _____ days Ovaries Removed? [  ] No    [  ] Yes | If yes, year? __ __ __ __ 

 Please choose the option that best describes your cycles: Currently Pregnant? [  ] No    [  ] Yes | # of weeks ________ 

 [  ]  Regular Cycles   [  ]  Irregular Cycles   [  ]  No Cycles Currently on Birth Control? [  ] No    [  ] Yes 

Medication Use (Please include any birth control methods) 

Example 

Medication Type 

Testosterone 

Brand 

XYZ Cream 

Delivery 

Topical 

Dosage 

20 mg 

Last Used 

mm/dd/yyyy 

Times Per Day 

1 

How Long Used 

1.5 yrs 

 Please provide other medications on a separate sheet if necessary. Include all supplements as well. 

My signature indicates my request, authorization and/or 
consent for laboratory testing. I understand that test re-
sults are strictly informational. The Lab's review of my test 
requests and results does not represent diagnosis or treat-
ment. I am responsible for contacting my personal  health 
care provider for follow-up and interpretation of my test 
results. 

x ________________________________________________ 
   Patient / Guardian / Guardian Relationship Signature 

  Patient Signature 

For Laboratory Use Only 

Physician Information (Please print administering physician and NPI #)

Physician Name: ______________________________________ NPI #: ______________________________________ 

Stool Sample Collection 

Collection Vial  

DSL # 7727 

DSL # 7727 




