
1)Health Care Provider - Facility location (REQUIRED)

2)Test Request Authorized By (TRAB) – Name and 
credentials of ordering clinician/provider (REQUIRED)

***Test results will only be returned to the TRAB at the 
address and facsimile provided***

3)Patient’s First and Last Name (REQUIRED)
  

4)Date of Birth (REQUIRED)

5)Complete address

7)Date Collected (REQUIRED) 8)Time Collected (REQUIRED)

10a)Test Requested/Specimen Source 
(REQUIRED) 

-For Flu/COVID combo PCR testing 
(Diagnostic OR Surveillance). 

10b)Test Requested/Specimen Source 
(REQUIRED) 

-For COVID ONLY PCR testing (write 
COVID) (Diagnostic OR Surveillance). 

-For NON Flu/COVID Respiratory ONLY PCR 
testing (write NIRV). (Surveillance ONLY).

NIRV testing will includes: adenovirus, 
rhinovirus, RSV, HMPV, and parainfluenza 
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11)COMMENTS: Indicate the following:
-Submission reason – Diagnostic OR Surveillance (Diagnostic submission will 

receive reports, surveillance will not). 
-Previous results – Patient test result for Flu, COVID, etc.; including test (i.e PCR, 

rapid, etc). 
-Patient condition – SYMPTOMATIC or ASYMPTOMATIC.

6)Complete patient demographics

9)Onset Date – If symptomatic
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