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el L B Covid 19 Test Request Form www.southernmedicalclinic.com

Instruction: Please complete all fields in this request form in BLOCK LETTERS to avoid specimen rejection or delays in processing.

Date and Time of Collection:

Physician Information

Name of Submitting facility

Name of Physician Phone Contact:
Case Definition: [ Suspected case [ Probable Case O Primary Contact

[ Procedure (Indicate Date) [ Travel (Indicate Date)

Patient Info

First Name Last Name
MR Number Date of Birth Age:
Phone Number Email: Sex: [ Male [Female
Address:

Specimen Information

Type of Swab: [ Nasopharyngeal [ Oropharyngeal [0 Throat

Clinical Details

Date of onset of Symptoms:

Please indicate which symptom/s you have been experiencing:
[ Fever [ Sore throat ORunny nose  [Stuffiness OShortness of Breath / Difficulty breathing
[0 Headache [ Muscle aches [ Cough [ Chills [ New loss of taste or smell
[ Vomiting [ Fatigue/ Tiredness [ Diarrhoea  [JAsymptomatic [ Other

Have you had contact with person/s having a confirmed case of Covid 19? O Yes O No O Unknown

Have you been previously been confirmed with COVID-19? [ No [ Yes (Please indicate date)

Underlying conditions(e.g.) high blood pressure, diabetes, immunosuppressant, antimicrobial treatment, etc.

For Laboratory Use Only:

Date and Time of Sample Receipt: Name of Receiver:

Patient ID / DP / PP: Patient Signature:

Approved by: Laboratory Director Version # 4 Document No.: SMSCL(PL)-FR-5.4.3-004 Page 1



