Quick Guide to filling out the MDCH (Michigan Department of Community Health)
Laboratory Test Requisition for 2009 Novel Influenza A (H1N1) PCR Test

Important: To run the test without delays, we must have both of the following:

1. This laboratory requisition form (see next page) with complete and correct information.

e The information on this form must match the specimen tube exactly

e For example, if the patient’s name is “Daniel” do not write “Dan” on the tube and Daniel” on the
requisition.

e For CLIA requirements and patient safety, we cannot make changes to the identifying information
when testing has been completed.

e Other agencies such as your local health department may require additional forms for approval,
patient history, or for other public health purposes. However, these other forms cannot be used as a
substitute for this requisition when sending tests to the Michigan Department of Community Health
laboratory in Lansing.

AND
2. The specimen correctly labeled with:
e patient name or other unique identifier
e patient date of birth
e date and time of specimen collection

Please double check the information on the specimen and the laboratory requisition
form before you send them to us for testing.

Download a copy of the MDCH Laboratory Test Requisition form at
http://www.michigan.gov/documents/DCH-0583TEST REQUEST 7587 7.pdf

Turn to Page 2 for step-by-step directions on how to fill out the form.

—

Check for updates on our MDCH laboratory web page at
http://www.michigan.gov/mdch/0,1607,7-132-2945 5103-213906--,00.htm|

View the current testing algorithm at
http://www.michigan.gov/documents/mdch/2009-2010 Influenza Algorithm 289121 7.pdf
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Boxes 1 — 4 Enter Your information (You are the submitter)
Boxes 5-10 Enter Patient Information

Boxes 11-14 Enter Specimen Information
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Bureau of Laboratories Michigan Department of Community Health

PO Box 30035 3330 North Mantin Luther Eing Jr. Blvd.  Lansing Michigam 43808
Laberatory Records: §17-335-8059 Fax: 517-3 Web: ETTPwww Michizan gov/mdchlab

-0E71 Techrical Information  517-335-8067

TICE Sangh =

AGENCY - SUBMITTER INFORMATION ENTER EFIC CODE IF KENOWN =550

Baturn Resalts to 1 Plozs 2
247

- 3

CONTACT PERSON/ NATIONAL
REFEREING PEYSICIAN/ PROVIDER
FROVIDER. NAME IDENTIFIER:

FATIENT INFORMATION - NAME (LAST, FIRST, MIDDLE INITIAL OR UNIQUE IDENTIFIER) Must Match Specimen Label Exactly

| 5 | |

SUBMITTER'S PATIENT # -IF APPLICAELE |
] t —

6 Frey M Fwaivw‘.ar)mcn
PATIENT"S CITY-RESIDENCE CODE | GENDER

R—"{E‘J DBLACK/AA 0 WHITE I NATIVE AMERICAN ORALASKAN CASIAN JHAWAILANPI O UNKNCWN I OTHER (SPECIFY)

MEDICATD or
PLANFIRST #

HISPANIC OYES ONO OUNKENOWN
ARASDESCENT OYES ONO JUNENOWN

AN —

g

8

£l O O ¥

DATE OF EIRTH

SUBMITTER'S SPFECIMEN #. IF APPLICABLE

SPECIMEN INFORMATION - INDICATE TEST REQUESTED - SEE REVERSE IF NOT LISTED BELOW

SPECIMEN INFORMATION - INDICATE TEST REQUESTED - SEE REVERSE IF NOT LISTED BELOW

0001 2 AFB Slide’Culmre-Clinical Spacimen

0005 T AFE Idsntfication - Cultural Isolate

0102 I Fungzal Identificaton - Culmral Isolate 1 l
0200 2 Asrobic Culfure Colue 05 m Brvme

0501 I Parasitology — Stool

0601 I SaimoneilaShigella Serotypme-Human

0551 T Exteric Examination

0673 0 C rachomaris (Won-culmre)
20200 EIV- Oral Mucoszl Transudate
2100 0 Syphilis (USE Tast)

2107 0 Syphilis TP-FA pe ses eesrocys s’
2210 0 Herpas Simplex Vims - Culura
2500 0 Fubella IzG

1515 0 Fungal Serology Comp. Fix

J Other-Specify Test CodeName:NOVel Influenza A PCR = Other-Spacify Test CodeName:

2600 0 Measles IzG

2610 0 Mumps IgG

2620 0 Varicella Zoster [z
2740 J EBsAE Compine 81 o Boverss

1745 T Heparits C Screen

1760 0 EBS - ANTI (Anti-HBs)

1810 D Rabies AB Serology compiuses

Cl £l B 5] v 3

DATE COLLECTED

Y

¥
| TIME COLLECTED ‘

Quick Guide to MDCH Flu Test Requi
Page 2 of 2

sition Sept 09, 2009

ru
IXDICATE SPECIMEN SOURCE BELOW
J Bromchial T Gastric T Plasma O Spumm O Urine O Wheole Bleod
O Cemvix O MNasopharvagesl 1 2 Z Serum C Throat O Food - Specify:
d CSF 0 Oral Mucosal Transudate O Stool O Urethra O Orther - Specify:
SERUM STATUS - f Applicable 0 Acuee T Convalescen: “MDCH Prior Approval Given By: 1 4***
INDICATE TEST EEASON BELOW
T Diagnosis O Surveillance T Suspected Outbreak — Specify:
O Crther — Specify: 1 Q
=0
STD* O Symptoms O Prenatal Visit 0 Infected Parmer I Parmer Risk T History of STD (< 3years) T Age recommendad for Testing
J“Plan First'” Cliert 0 Madicatd other than Plan First 0 Refest
OQUTBREAK [DENTIFIER (Foedboms ONLY - If Applicable) ORGANISM SUSPECTED (If Applicable)
TV Tt T 500 T e AR AR T

1. Name of Facility / Office

and Mailing address
(This is where we will send
the lab report)

2. Facility Telephone
3. Facility Fax

4. Name of a Person*
(* From your office or facility, in case
we have questions)

5. Patient’s Name (Last,

First, M.l.) OR another unique
identifier. If using an identifier other
than patient name, be sure to keep a
record so that you can match the
results to the patient later.

6. City where the Patient

lives (we send a copy of our results
to the local health department)

7. Patient's Gender
write in M or F

8. Patient’s Date of Birth
(MMDDYYYY)

9. Onset Date of illness
(MMDDYYYY)

10. Race/Ethnicity

(if known)

11. Test Requested
Check “other” box, write in
Novel Influenza A PCR (no test
number is needed)

12. Specimen Source:
Check appropriate box, usually:
Nasopharyngeal

13. Reason for Testing
ICU, pregnant & severely ill,
patient with unusual & severe
presentation, death, outbreak
investigation by local health dept

***|f approval process instituted***
14. Name and Agency of the
person who approves testing***

***if applicable. See testing
algorithm for details***



