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STREET ADDRESS: SUBMITTER ADDRESS:

CITY: STATE: zIp: SUBMITTER PHONE NUMBER

DOB: GENDER PREGNANT ETHNICITY REQUESTING PHYSICIAN/CLINICIAN & NPI #
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VIROLOGY
[] Rabies DFA

O Chikungunya PCR

0 Chlamydia/GC NAAT

[0 Dengue PCR

O Influenza A&B PCR

O Measles PCR

[J Norovirus PCR

O STEC PCR

[] Flavivirus Detection by
Trioplex PCR

] Mumps PCR

0 MPOX PCR

|:| Respiratory Pathogen PCR
Panel

0 SARS-CoV-2/FLU/RSV PCR

O Cryptosporidium/Giardia DFA
[ mMalaria/Blood Parasite ID
[ Ova and Parasite
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[JAFB Culture & Sensitivity
CJAF Culture for ID, Mycobacterium

[J M. tb Culture for Title 17
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