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HAEMATOLOGY (Lavender Top: 4 
mls) 
 CBC with Differential 
 CBC with differential and Blood 

Film 
 ESR 
 Hb Electrophoresis 
 Reticulocyte Count 

 

COAGULATION  
(Blue Top: Fill to volume on tube) 
 PT, PTT, INR 
 D-Dimer 
 Fibrinogen 
 Other  

BIOCHEMISTRY /SEROLOGY (Red / Gold Top Tube: 4 mls each panel) 
 Basic Metabolic Profile: Na, K, CL, BUN, Creat 
 Liver Function: AST, ALT, ALP, GGT, T Prot, Alb, Glob, TBili, DBili, IBili 
 Calcium Profile: Ca, Alb, Phosphorous 
 Diabetic Profile: FPG, 2 hr pp, HbA1C 
 Complete Metabolic Profile: Na, K, Cl, BUN, Creat, Ca, Phos, AST, ALT, 

ALP, Alb, TBili  
 Cardiac Profile: hs Troponin I, CKMB, Myoglobin, CPK, AST, LDH 
 Lipid Profile: Trig, Total Chol, HDL, LDL, VLDL 
 Hematinics: Fe, TIBC, Trans Sat, Ferritin, B12, Serum Folate 
 Thyroid Profile 1: FT3, FT4, TSH 
 Thyroid Profile 2: TT3, TT4, TSH 
 Female Sex Hormones: Progesterone, Prolactin, BHCG, FSH, LH, Estrogen 
 Autoimmune Screen: CRP, ANF, Anti-DNA, C3, C4 

 Immunofixation Profile: Prot electrophoresis,  Immunofixation 

 Immunoglobulins: IgA, IgG, IgM 

 Pregnancy: BHCG 

 Amylase 
 Anti CCP 
 ASOT 
 BNP (Purple Top Tube) 
 Cortisol 
 CRP 
 Digoxin 
 HbA1C (Purple Top Tube) 
 H pylori (serum) 
 IgE 
 Lipase 
 Magnesium 
 Monospot 
 Procalcitonin 
 Protein Electrophoresis 
 Quantiferon TB (Green Top Tube) 
 RF 
 Testosterone 
 Uric Acid 
 

BLOOD BANKING  
(Red / Gold Top) 
 Blood Type 
 Crossmatch 
 Direct Coombs Test 
 Indirect Coombs Test 
 

(Red / Gold Top Tube: 4 mls each where appropriate) 
 
TUMOR MARKERS       AFP   BHCG   CEA   CA 125   CA 19.9    CA 15.3    PSA  
VIRAL /STD                     HIV     HSV 1     HSV II     VDRL     Hep B S Ag    Hep C Ab      Hep A Ab          
FEBRILE                           Malarial Parasites    Dengue Ig G/IgM/NS1   Covid Ag   Leptospirosis Screen 
URINE                              Spot Urine Alb/Creat Ratio       Micral Test      
24 hr Urine:                     Protein   Creatinine   Creat Clearance   Calcium   Uric Acid    Phosphorus                        
CSF Profile:                     Cells, Protein, Glucose, Culture 
 
Other Tests:  ____________________________________________________________________________ 

 

Other Tests: 
 
_________________________ 

MOLECULAR (PCR TESTING) 
 Covid PCR (Nasal or Nasopharyngeal Swab) 
 Respiratory Panel  (Nasopharyngeal Swab in saline) 
 Pneumonia Panel   (Sputum, BAL, ETA) 
 Meningitis Panel   (CSF) 
 Gastrointestinal Panel   (Stool)  
 Blood Culture Panel   (Positive Blood Culture) 
 Joint Infection Panel   (Synovial fluid) 

 

______________________________     ____________________________ 
Doctor’s Name                                             Tel / email 
 
_____________________________________________________________ 
Address / Report Destination 
 
_____________________________________________________________ 
Signature 

 
Number of samples sent:            Sample type(s) [tick all that apply]:  Red Top    Gold Top  Blue Top    Lavender Top   Green Top  Urine    CSF  
FOR LABORATORY USE ONLY: 

_________________________________ ___________________________ ______________________________ 
Date and Time of Sample Receipt Number of Samples Received Name of Receiver 
 
Sample type(s) received [tick all that apply]: Red Top   Gold Top  Green Top   Blue Top   Lavender Top  Grey Top   Urine   CSF  Other 
 
Comments: 

 

 

 
___________________________ _________________________________ _______________________      ________________________ 
First Name Last Name Date and Time of 

Collection 
      Collector’s Name 

 
________________ ________________ ________ _____________________________________________________ 
MR Number DOB Sex Patient Address (Include Ward / Room Number) 
 
____________________________________________________________________________________________________________ 
Clinical History 
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