Advanced Diagnostic Laboratories National Jewish Health® SHIP TO: National Jewish Health
Microbiology Laboratory
Client Services | 800.550.6227 | 303.270.2175 fax | njlabs.org 1400 Jackson Street, Room K422

Denver, CO 80206

Microbiology Diagnostics Requisition

‘ 1. PATIENT INFORMATION

Patient Name (Last, First) beB__ _ /_ _/__ _
[ IMale [ IFemale [ |Neutral/Other [ JUnknown

Address City State Zip

Phone Ethnicity Race

2. BILLING INFORMATION - INSTITUTIONAL BILLING ONLY 3. REPORT DELIVERY INFORMATION

National Jewish Health Advanced Diagnostic Laboratories does not bill patients -

directly or third-party health insurance. Visit njlabs.org or call for details. [Isame as Billing Address

Client 1D Client 1D

Client Name Client Name

Address Address

City State Zip City State Zip
Phone Secure Fax Phone Secure Fax

4. SPECIMEN INFORMATION
[ JRaw Specimen OR  [_]Culture Medium:
Submitted By Phone Fax

Submitter Specimen # Actual Specimen Collection Date Collection Time

5. SPECIMEN SOURCE

[ | Biopsy/Tissue: please specify [ ] Ear/Eye (EAR/EYE) ] Sputum (SPUTM) [T other Sterile Fluid: please specify
[_] Fine Needle Aspiration (FNA) [ Stool

[ ] Nasal Aspirate/Wash (NWASH) | [ | Throat Swab (THROA)

[1Blood (BLOOD) [ ] Nasal Swab [ ] Tracheal Aspirate (TA) [] other:

[IBronchial [ ] Nasopharyngeal Swab (NP) [ Urine (Catheter)

[ ]Bronchoalveolar Lavage (BAL) [] Sinus (SINUS) [_] Urine (Midstream/Clean Catch)

[_JcXBLD | Blood Culture [ ]CXLEG [ Legionella Culture [ cXSIN | Sinus Culture [ ] CXURI | Urine Culture

[ ]exTIp Catheter Tip (picc line, etc.) |[] CXMYC l(\gzggmzf,n::u(s)tullyt:re ] CXFLD | Sterile Fluid Culture Wound Cuttre (Decol
LJcxesF _ | Cerebrospinal Fuid Cutture put into transport [ ]cXSTO | Stool Culture Llcxowo (in?:llj:dingu:?];irot?gsp)
[Jcxck | cystic Fibrosis Culture Z}ec"é‘jlevgg’;’;l’)o"e hour

_IcXeNv | Environmental Culture [J CXTHR | Throat Culture []CXSWD Wound Culture

" JCXGRA | Group A Strep Culture | CXRES | Respiratory Culture | CXTIS | Tissue Culture (Superficial)

1. FUNGAL CULTURES 8. DIRECT EXAMS

KOH Test
9. MOLECULAR TESTING INTERNAL USE ONLY

[ INMRSD | MRSA/MSSA Nasal PCR

[ JSMRSD | MRSA/MSSA Skin PCR
[JRPCOV | Respiratory Panel with COVID
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