Specimen Type: Check appropriate specimen and
fill in requested information (Only one sample per form).

PATIENT:

BIRTH DATE: / / SSN #: - -
Oral mucosal transudate ADDRESS:
Serum CITY: STATE: ZIP:
Plasma PHONE: ( ) - GENDER: Female Male
RACE: White Black Asian American Indian / Alaskan Native
Native Hawaiian / Pacific Islander Unknown
ETHNICITY: Hispanic Non Hispanic Unknown
PATIENT ID #:
CLINICIAN: CLINICIAN ID #:
PHONE: ( ) - CLINICIAN'S Signature:
As the clinician providing care to this patient, | request that this test be performed without
) charge to this patient because of the imminent and significant public health threat posed by
DATE COLLECTED: / / the differential diagnosis.
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