Commonwealth of Virginia – Department of General Services
Division of Consolidated Laboratory Services

600 N 5th St. Richmond, Va. 23219
Blood and Body Fluid Request Form
Patient Information  (Please Print)





 

Name__________________________________________   DOB _____/____/______ Age_____  Gender: ○M   ○F  ○ Other  
                   Last
                                    First
                            Middle Initial                    mm      dd      yyyy

                          ○ Unknown 
Pt Address___________________________________________ City_______________, State________ Zip Code _________________ 
City/County of Residence______________________________                               
Medical Record/Chart/Accession#____________________ Patient ID___________________  
Marital Status: ○ single  ○ married  ○ separated  ○ divorced  ○ widowed  ○ unknown 
Race: ○ Black  ○ White  ○ Asian  ○ AI/AN ○NH/PI ○ Unknown ○ Other  ________   Ethnicity: ○ Hispanic/Latino ○ Not-Hispanic/Latino 
                           (check all that apply)   







○ Unknown    
Submitter Information 

Submitter Code # _______________   
Site Code________      FIPS code_____________ 
  Send Report to:

Submitter _______________________________________________        Submitter Phone #______-______-_________
                         (name of Health Dept, Hospital &/or private Clinician)

Submitter Address_______________________________  City ________________, State _______  Zip code____________
Attending Clinician___________________________  Attending Clinician Phone  # ________-________-______________


District or PH Contact____________________________ 
District or PH Contact Phone # _____-________-_________   
Patient Medical History                                                                            






	For ABO Testing

Rhogam given? 

○ yes    ○ no

Date:___/_____/_____

       mm   dd     yyyy



                                                                        *Complete information on back
Commonwealth of Virginia – Department of General Services 
Division of Consolidated Laboratory Services

Blood and Body Fluid Request Form

Patient Name/ Identifier ______________________________________________ DOB ____/____/______                                                           
                     









 mm         dd             yyyy
Specimen Collection Information 
(Please Print)





      
                                                                 am
  Date of Collection____/____/_____ Time ___/___pm    Specimen Collector_______________ 
                                          mm       dd      yyyy
  hr/min


Test Requests [please fill in the circle next to ordered test(s)]









                                                        









DGS-34-100 (Revision date 7/08)








                                                                                                                      







 





Site Type


○ STD        	○ ATS        ○ DCJ           ○ FP        ○ GYN           ○ Priv Phys


○ OB /prenatal care   ○ AHC       ○ Field          ○ IMM     ○ Job Corp.    ○ Peds


○ TB          	○ GMC      ○ CHC          ○ DTC     ○ Refugee       ○ SOI 


○ Hospital	 	○ OCME	○ Student HC      ○ Other__________________        


     





Disease Suspected/Diagnosed:___________________________________ Date of Onset:_________________


Antibiotics/medications affecting interpretation of test results:_____________ Date Given: ________________                            

































































		





                       


				         		


							


*Complete information on back 





Recent Exposures (if applicable)


○ Birds    ○ Mosquitoes    ○Ticks    ○ Other______________








If testing for a vaccine preventable condition.


Vaccine administered: __________(please specify) 


Vaccine administration date: ______________





                                           mm   dd  yyyy





For Chlamydia & Gonorrhea NAAT


              Testing Reason :


○ Screening             ○ PID


○ Diagnosis             ○ Other_________


○ Contact to STD_____________


                          (please specify condition)


Was patient treated? ○ no  ○ yes


If yes for :       ○ CT      ○ GC





For GC culture           


Incubation time:○ 16-24 hr    ○ 24-48 hr                    


                                  ○ Other ___________


Was patient treated? ○ no  ○ yes


            Testing Reason :


○ Screening	    ○ PID


○ Diagnosis	    ○ Test of Cure 


○ Contact to GC        


○ Legal + Chain of Custody


○ Other _____________








For HIV testing


Testing Reason 	Since 1978		Sexual Relations with	                              Additional Risks


○ Volunteer   	(mark all that apply)	○ IDU			       ○ Needle sharing


○ Client  Referral	○ Sex with male	○ Man who had sex with a man	       ○ Hemophiliac/blood recipient


○ Provider Referral 	○ Sex with female	○ Person with HIV/AIDS                    ○ Child of woman with HIV/AIDS


○ Court Ordered	○ IDU		○ Person with other HIV/AIDS risk    ○ Victim of sexual assault


○ Occupational 	○ Sex while using 	○ Multiple heterosexual partners        ○ Health care exposure


    Exposure                     non-injecting drugs ○ Unknown	     	       ○ Multiple heterosexual partners


○ Retest		○ Sex for drugs/money 		       	       ○ No acknowledged risk


○ Immigration	○ STD diagnosis                             


○ Community Screening		     Country of Origin: ___________________________


○ Other_____                                           Previously Tested for HIV? ○ No  ○ Yes, negative ○ Yes, Positive               


Pre-test information ○ Yes  ○ No       ○ Yes, Inconclusive  ○ Yes, Preliminary positive  ○ Yes, unknown   ○ Declined                


Counselor # ___________ 			Previous DCLS Lab # ________________


				





HIV Rapid Test Results:  ○  Positive


                                                   	 ○  Negative


   Date _________________________            ○  Indeterminate


             mm/dd/yyyy    


Rapid Test Lab # _________________


     





For Hepatitis  


                     Testing Reason


○ Volunteer               ○ Occupational  Exposure


○ Partner Referral     ○ Community Screening 


○ Provider Referral   ○ Retest


○ Court Ordered       ○ Known Risk  


  Jaundice? ○ yes   ○ no    


  -------------------------------------------------------


 Pregnant? ○ yes ○ no  


 Greater than 32 weeks? ○ yes  ○ no 


Perinatal case # _______





For Rubella Screening





Pregnant?


○ yes 


○ no








Purpose for Syphilis Testing


 ○ Screening            ○ Prenatal	     


 ○ Retest                  ○ Contact w/ known case 


 ○ Diagnosis            ○ Treatment    


 ○ Symptomatic      ○ Other __________________________


                                     











For Sickle Cell


Previous transfusion? ○ yes   ○ no


Date of transfusion: ____/____/_______


                                           mm     dd     yyyy


Reason for testing:


○ Routine                ○  Premarital       


○ Prenatal                ○ Family  Planning        


○ Family Study      ○ Amnio Patient


○ Confirm known disease or trait 


○ Other_________________________





For Blood Lead





○ Capillary     ○  Initial specimen


○ Venous 	      ○  Follow-up specimen





 Medicaid?  ○ Yes    ○ No


Parent/Guardian ________________





Parent/Guardian


 Phone number _________________





Follow-up specimen? ○ yes   ○ no


Date of previous specimen: ___/___/______


			 mm   dd     yyyy


Previous specimen #: ___________





For CT/GC


CT/GC NAAT Source: ○ cervix  ○ urethral  ○ urine 


                                         ○ vaginal      


GC Culture Source:      ○ cervix    ○ urethral (male)


     ○ throat    ○ rectal   


     ○ other ______________








         








Specimen Information for DCLS: 


Outbreak related? □ no  	     □ yes   Outbreak Number: ______________________


Role of Patient (ex. Food-handler, patron, etc.)_______________________________________________________


Other information __________________________________________________________________





        ○ ABO type & screen (red top, no additive: can not share tube) (DCLS test # 2095)


	 ○ Blood Lead (EDTA tube) (DCLS test #2092) 


	 ○ Chlamydia-NAAT (Gen Probe swab) (DCLS test # 2060)	         ○ Legionella Ag (urine) (DCLS test # 1988)              


        ○ CT/GC- NAAT (Gen Probe Swab) (DCLS test # 2059)              ○ Lyme Ab (red top, no additive) (DCLS test # 1989)       


       ○ Gonorrhea- NAAT (Gen Probe swab) (DCLS test # 2061)         ○ Rubella Immunity Screen (red top, no additive) (DCLS test # 1997)                              


       ○ Gonorrhea culture (preincubated jembec) (DCLS test # 1963)    ○ Sickle Cell Screen   (EDTA tube) (DCLS test #2090)       			 


   Hepatitis					                	


        ○ Hepatitis B surface Ag (red top, no additive) 


        ○ Hepatitis B Core total Ab (red top, no additive) 


        ○ Hepatitis B Core IgM Ab (red top, no additive)


        ○ Hepatitis B surface Ab (red top, no additive)  


        ○ Hepatitis B surface Ab Quantitative (red top, no additive) [Perinatal only]            


        	              


    Syphilis    									      		


        ○ RPR (syphilis screen) (red top, no additive) (DCLS test # 1995)         


        ○ VDRL (CSF) (DCLS test # 1774)    


     	○* TPPA (red top, no additive) (DCLS test # 2000)   *Must have DCLS approval prior to submission   


       	○* FTA  (red top, no additive) (DCLS test # 1772)    *Must have DCLS approval prior to submission          		         	  		


        HIV			 


        ○ HIV-1/HIV-2 plus O (red top, no additive) (DCLS test # 1985)        													





		 


            


			


	 


				


               Form 	Form Expiration Date 8/31/07








                          


    									             


		











