Test Request Form Guidelines
Below is an example of an Acceptable Test Request Form.  

** Please DO NOT affix labels over data fields.

** Please complete all applicable data fields.
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[image: image1.jpg]MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
MISSOURI STATE PUBLIC HEALTH LABORATORY
IMMUNOLOGY TEST REQUEST

101 NORTH CHESTNUT STREET, PO BOX 570
JEFFERSON CITY, MO 65101

(573) 7561-3334
hitp://health.mo.gov/lab/index.php

SUBMITTER INFORMATION (RESULTS ARE RETURNED TO THIS ADDRESS)

SUBMITTER NUMBER FACILITY NAME

2211 STATE PUBLIC HEALTH LABORATORY
ADDRESS cITY STATE ZIP CODE

101 N CHESTNUT JEFFERSON CITY MO 65101
OUTSIDE FACILITY NUMBER/NAME SUBMITTER CONTACT NAME SUBMITTER TELEPHONE NUMBER

ATTENDING PHYSICIAN / CLINICIAN INFORMATION

ATTENDING PHYSICIAN/CLINICIAN

TELEPHONE NUMBER

ADDRESS [o:hh 4 STATE Z\P CODE
PATIENT INFORMATION (REQUIRED)
PATIENT ID (Enter only a patient identifier here)
123456789
LAST NAME FIRST NAME M.I.
DOE JANE |
ADDRESS cITY STATE ZIP CODE
101 ADDRESS JEFFERSON CITY MO 65102 «
GENDER BIRTH DATE (MM/DD/YYYY) ETHNICITY
[VIremale [male [ wmer [ Fom | 10/18/2014 Oluispanic  [INon Hispanic [ unknown

RACE

White DBIack/African American DAsian DAmen'can Indian/Alaskan Native

DNative Hawaiian/Pacific Islander

D Other D Unknown

MEDICAL RECORD/CHART ID

MEDICAID NUMBER

| O

PATIENT'S COUNTY OF RESIDENCE

COLE

TEST REQUESTED / SPECIMEN TYPE - Check appropriate specimen and fill in requested information

DATE COLLECTED (MM/DD/YYYY)

10/14/2011

SPECIMEN ID (LOCAL USE)

MIPP Site

YPHILIS TESTING V TESTING CHLAMYDIA/GONORRHEA TESTING
Y| serum/Blood Y| serum/Blood Endocervical swab
CSF (Cerebrospinal fluid) Plasma Urethral swab
Oral mucosal Urine
PATIENT HISTORY
PHILIS
Suspected Latent D Previous Reactive
HIV RAPID TESTING
Preliminary Positive
CHLAMYDIA AND GONORRHEA (Check ALL that apply)

Clinical Observation

Reason For Visit (CHECK ONLY ONE)

Female (12-25 yrs) Mucopurulent cervicitis (MPC) or cervicitis Family Planning Comp
New Partner (last 60 days) Cervical Friability STD Screen
D Muitiple Partners :I PID Suspicion Prenatal
Signs/Symptoms :l Urethritis Rescreen
Other Clinical Signs Patient Pregnant
No Exam Yes
[[] None of the above No
Unknown
Treatment Prescribed REMARKS
O Amoxicillin O Erythromycin
Azithromycin/Zithromax Levofloxacin/Levaquin
Cefixime/Suprax |:| Ofloxacin/Floxcin
Ceftriaxone/Rocephin [ other:
O Doxycycline/Vibramycin DATE (MM/DD/YYYY)

MO 580-2948 (07-11)

LAB 159




Below is an example of an Unacceptable Test Request Form.

** Please DO NOT affix labels over data fields.

** Please complete all applicable data fields.
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[image: image2.jpg]MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
MISSOURI STATE PUBLIC HEALTH LABORATORY
IMMUNOLOGY TEST REQUEST

101 NORTH CHESTNUT STREET, PO BOX 570
JEFFERSON CITY, MO 65101

(573) 7561-3334
hitp://health.mo.gov/lab/index.php

SUBMITTER INFORMATION (RESULTS ARE RETURNED TO THIS ADDRESS)

SUBMITTER NUMBER FACILITY NAME

2211 STATE PUBLIC HEALTH LABORATORY
ADDRESS cITY STATE ZIP CODE

101 N CHESTNUT JEFFERSON CITY MO 65101
OUTSIDE FACILITY NUMBER/NAME SUBMITTER CONTACT NAME SUBMITTER TELEPHONE NUMBER

ATTENDING PHYSICIAN / CLINICIAN INFORMATION

ATTENDING PHYSICIAN/CLINICIAN

TELEPHONE NUMBER

ADDRESS [o:hh 4 STATE Z\P CODE
PATIENT INFORMATION (REQUIRED)
PATIENT ID (Enter only a patient identifier here)
123456789
LAST NAME FIRST NAME M.I.
DOE JANE |
ADDRESS cITY STATE ZIP CODE
101 ADDRESS JEFFERSON CITY MO 65102 «
GENDER BIRTH DATE (MM/DD/YYYY) ETHNICITY
[VIremale [male [ wmer [ Fom | 10/18/2014 Oluispanic  [INon Hispanic [ unknown

RACE

White DBIack/African American DAsian DAmen'can Indian/Alaskan Native

DNative Hawaiian/Pacific Islander

D Other D Unknown

MEDICAL RECORD/CHART ID

MEDICAID NUMBER

| O

PATIENT'S COUNTY OF RESIDENCE

COLE

TEST REQUESTED / SPECIMEN TYPE - Check appropriate specimen and fill in requested information

DATE COLLECTED (MM/DD/YYYY)

10/14/2011

SPECIMEN ID (LOCAL USE)

MIPP Site

YPHILIS TESTING V TESTING CHLAMYDIA/GONORRHEA TESTING
Y| serum/Blood Y| serum/Blood Endocervical swab
CSF (Cerebrospinal fluid) Plasma Urethral swab
Oral mucosal Urine
PATIENT HISTORY
PHILIS
Suspected Latent D Previous Reactive
HIV RAPID TESTING
Preliminary Positive
CHLAMYDIA AND GONORRHEA (Check ALL that apply)

Clinical Observation

Reason For Visit (CHECK ONLY ONE)

Female (12-25 yrs) Mucopurulent cervicitis (MPC) or cervicitis Family Planning Comp
New Partner (last 60 days) Cervical Friability STD Screen
D Muitiple Partners :I PID Suspicion Prenatal
Signs/Symptoms :l Urethritis Rescreen
Other Clinical Signs Patient Pregnant
No Exam Yes
[[] None of the above No
Unknown
Treatment Prescribed REMARKS
O Amoxicillin O Erythromycin
Azithromycin/Zithromax Levofloxacin/Levaquin
Cefixime/Suprax |:| Ofloxacin/Floxcin
Ceftriaxone/Rocephin [ other:
O Doxycycline/Vibramycin DATE (MM/DD/YYYY)

MO 580-2948 (07-11)

LAB 159
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