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TEST REQUISITION FORM

iR Test Name/Test Code

(Please refer to the Directory of Services for cormed tname andspecimen type)

_ Last Name: C1GATe : Mecdium \‘\PE ir 4
: Male [0 Female [ j‘ i\\\\\\}&\\}\v\a\}\\\
aw”[jﬂ“[llai

_inches, LMP____

Ilm Umunnuml mwn ‘ 9.

Instructions to Laboratory/Clinical Information

ALAS\L
s gl s e

Sample / vial 1ype [ Vials ID Barcode

[ ] ePlatform

) use onl

B C8F
1 Fluid
[J BAL
[ Sputum R S e
[ Urine

[J Stool

] Swab
[J Others

only)

] _’CjFrozen

Total No. of Vials/Container:
Specimen Ccllection Information

Date: “‘ e T . ©

Fasting: Yes [] No [ ] Fasting Period Hrs
Ol'n .

Collection by:

| Urine Volume: __ml Hrs,

ton including but not limited 10 any \\llhlllml\ disease information etc. as may be
will be kept contidential and will not be made publicly available Further |
the future | agree 1o the access of my medical records and specimen for
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