Commonwealth of Virginia

Department of General Services

Division of Consolidated Laboratory Services

Richmond, Virginia

DCLS Influenza Test Request Form

	*THIS FORM IS NOT FOR USE WITH INFLUENZA SURVEILLANCE TESTING. CONTACT DCLS FOR INSTRUCTIONS TO SUBMIT INFLUENZA SURVEILLANCE SAMPLES.*

	PATIENT INFORMATION
	SUBMITTER INFORMATION

	Last Name: 
	Submitting Facility:

	First Name:
	M.I.
	Address:

	Birth Date:       /        /
	     Male       Female   
	City:

	Address:
	State:
	Zip code:

	City:
	State:
	Zip code:
	Phone:
	Fax:

	County:
	MRN:
	Attending Clinician:

	Patient ID:
	External ID:
	Attending Clinician Phone:

	Race:
	Ethnicity:
	Hispanic/Latino                                                                                                              Non-Hispanic/Latino
	Public Health Dept Contact:

	Phone:
	Pregnant:
	Yes                                                       No
	Public Health Contact Phone:

	PATIENT MEDICAL HISTORY

	Disease Suspected/Organisms Suspected/Diagnosis:

	Date of Onset:         /       /
	Deceased Date:         /       /

	Signs/Symptoms:          Asymptomatic          Body Aches         Conjunctivitis       Cough          Diarrhea        Fatigue      Fever/Chills           

	Headache        Nausea/Vomiting       Pneumonia        Runny/Stuffy Nose       Sore throat        Other: 

	Recent Exposure:          Influenza-infected person        Birds/Poultry       Cows/Dairy       Other:

	Vaccine Administered:
	Vaccine Administration Date:                 /       /

	Antibiotics/Antiviral Used:
	Antibiotics/Antiviral Start Date:             /       /

	Origin country (if not USA):

	Recent Countries visited outside USA:
	Dates:       /        /            to         /        /

	Recent States visited inside USA:
	Dates:       /        /            to         /        /

	Role of Patient (ex. Food handler, daycare provider):

	ADDITIONAL INFORMATION
	*Place Medical Patient Label, if applicable*
	*DCLS STATE LAB USE ONLY*

	
	
	

	
	
	

	
	
	

	
	
	

	


TEST REQUEST SECTION ON PAGE 2 MUST BE COMPLETED PRIOR TO SUBMITTING SPECIMENS

	Patient Name / Identifier ___________________________________                   Date of Birth ____ / ____ / ________

	

	TEST REQUEST

Check box next to desired test, specimen(s)/transport media, and requested information. 

Complete only one test section for the patient.

	

	       SUSPECTED H5N1 (AVIAN INFLUENZA) / SUSPECTED NOVEL INFLUENZA*¥ €

	VDH Designated Outbreak/Tracking # (if applicable): 



	ACCEPTABLE SPECIMEN TYPES (check all that apply) - REQUIRED
	CURRENT PATIENT STATUS (check one) - REQUIRED

	
	Nasopharyngeal (NP) swab
	
	Hospitalized (Admitted)

	
	Combined Nasopharyngeal (NP)-Oropharyngeal (OP) swab
	
	Hospitalized - Intensive Care Unit (ICU)

	
	Conjunctival swab
	
	ER visit / Outpatient / Urgent Care

	ACCEPTABLE TRANSPORT MEDIA (check one) - REQUIRED
	
	Health Department Clinic

	
	Viral Transport Media (VTM)
	Date of Collection - REQUIRED:            /                  /                             

	
	Universal Transport Media (UTM)
	Time of Collection - REQUIRED:                 :                                              (military time)

	

	        ACCELERATED INFLUENZA A SUBTYPING*¥ - For patients admitted to hospital only

	VDH Designated Outbreak/Tracking #: RES989FluAccSub


	ACCEPTABLE SPECIMEN TYPES (check all that apply) - REQUIRED
	CURRENT PATIENT STATUS (check one) - REQUIRED

	
	Nasopharyngeal (NP) swab
	
	Hospitalized (admitted):       (   Unsubtypeable result     (   Initial subtyping needed

	
	Nasal wash/aspirate
	
	Hospitalized (ICU):                 (   Unsubtypeable result     (   Initial subtyping needed

	ACCEPTABLE TRANSPORT MEDIA (check one) - REQUIRED
	INFLUENZA TEST USED at HOSPITAL (check one) - REQUIRED

	
	Viral Transport Media (VTM)
	
	BioFire Respiratory Panel   / Ct value (if available):

	
	Universal Transport Media (UTM)
	
	Cepheid Respiratory Panel / Ct value (if available):

	Date of Collection - REQUIRED:            /                  /                             
	
	ePlex Respiratory Panel      / Ct value (if available):

	Time of Collection - REQUIRED:             :                    (military time)
	
	Rapid Antigen
	
	Other:

	

	      INFLUENZA A UN-SUBTYPEABLE TESTING *¥

	VDH Designated Outbreak/Tracking # (if applicable): 



	ACCEPTABLE SPECIMEN TYPES (check all that apply) - REQUIRED
	REASON for SUBMISSION (check one) - REQUIRED  

	
	Nasopharyngeal (NP) swab
	
	Suspected Avian (H5N1) or Novel Influenza€
Yes*

	
	Nasal wash / aspirate
	
	Influenza A subtype EQUIVOCAL / Influenza  A subtype NOT DETECTED 

	ACCEPTABLE TRANSPORT MEDIA (check one) - REQUIRED
	INFLUENZA TEST USED at HEALTHCARE FACILITY (check one) - REQUIRED

	
	Viral Transport Media (VTM)
	
	BioFire Respiratory Panel / Ct value (if available):

	
	Universal Transport Media (UTM)
	
	ePlex Respiratory Panel / Ct value (if available):

	Date of Collection - REQUIRED:            /                  /                             
	
	Other:

	Time of Collection - REQUIRED:             :                    (military time)
	
	

	

	       OUTBREAK/DIAGNOSTIC SEASONAL INFLUENZA TESTING *¥

	VDH Designated Outbreak/Tracking # (if applicable): 



	ACCEPTABLE SPECIMEN TYPES (check all that apply) - REQUIRED
	CURRENT PATIENT STATUS (check one) - REQUIRED

	
	Nasopharyngeal (NP) swab
	
	Hospitalized (Admitted)

	
	Nasal wash/aspirate
	
	ER visit / Outpatient / Urgent Care

	ACCEPTABLE TRANSPORT MEDIA (check one) - REQUIRED
	
	Health Department Clinic

	
	Viral Transport Media (VTM)
	
	Community Clinic
	
	Other:

	
	Universal Transport Media (UTM)
	Date of Collection - REQUIRED:              /                  /                             

	
	
	Time of Collection – REQUIRED:                      :                                              (military time)


* = All specimens must be stored refrigerated at 2-8°C and transported to DCLS on frozen ice packs.
¥ = All specimens must be received at 2-8°C and within 72 hours of collection, samples may be rejected if received outside of these criteria.
                                        € = VDH approval and advanced notification to DCLS is required prior to submission. 















Document #:62064
Revision: 1
Date Published: 07/09/25
Issuing Authority: Group Manager

Page 1 of 2      

Title: DCLS Influenza Test Request Form
Document #:62064
Revision: 1
Date Published: 07/09/25
Issuing Authority: Group Manager

Page 2 of 2      


