U
SPOKANE REGIONAL

HE/ILTH Request for Real-Time RT-PCR

Influenza Testing

Patient Information — Required. Fill out form completely. Please print plainly.

LAB # (Lab use only)

Date received (Lab use only)

Revised 10/2011

Last name:

First name:

MI:

Chart number or other ID:

Male [] Female []

DOB: Age:

County of Residence:

State of Residence:

Zip:

Type of Specimen: [1 Nasopharyngeal swabs
[] Nasal aspirates
[ Bronchoalveolar lavage
] Other:

[] Nasal swabs
[] Nasal washes

[ Bronchial wash

[J Throat swabs
[] Dual nasopharyngeal/throat swabs

[ Tracheal aspirate

Name & Address of Hospital:

Name of Physician:

Date of Onset:

Date of Admission:

Date Collected: Time: AM / PM
Mail Results To:

Provider: Attention:

Address: City: State: Zip:

Phone: Fax:

[ Fax requested. (Reports are mailed unless a FAX report is requested.)

Comments:

Spokane Regional Health District < Public Health Laboratory « MTS# 0001, CLIA #50D0672084
1101 West College Avenue, Room 210 + Spokane, WA 99201-2095 « TEL (509) 324-1440 « FAX (509) 324-1492




