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myClinicalLabs Access Cancellation

I would like to cancel my access to the myClinicalLabs program.

Patient Name: _____________________________________________________

myClinicalLabs ID Card Number: _______________________________________

Date of Birth: ______________________________________________________

Address: __________________________________________________________

__________________________________________________________

Signature: ________________________________________________________

Date: ____________________________________________________________

[For CLH Use]

Collected by: ____________________ Collection Date: ______________________________
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