Tennessee Department of Health State Lab Accession Label

Division of Laboratory Services (TDH Lab use only, submitting facilities

influenza and Respiratory Pathogen | kTR CT Ot B et s
Panel Submission Requisition q P

form)
*Indicates Required Fields
(Testing will not be performed if required information is missing)
SPECIMEN COLLECTION INFORMATION
*Last Name: *First Name: | MI:
*Date of Birth: *Gender: o Male o Female Pregnancy Status (if relevant): D YONOU

Race: O American Indian O Asian O Black O Hawaiian/Pacific Islander O White O Other | Ethnicity: O Hispanic O Non-Hispanic

Address: *County of Residence:

City. | State. Zip Code: *Date of Collection:

*Specimen Type (please check one):  ONasopharyngeal (Preferred) O Nasal OThroat CBronchial alveolar lavage OSputum
ONasal aspirate ONasal wash ~ OBronchial wash OTracheal aspirate  OLung tissue  OOther (please specify)

Specimen Disqualifications: Do not submit dry swabs, swabs in bacterial culturettes, or swabs that have been used for rapid
testing. Specimens must be kept 2°C - 8°C and received in the Dept of Health laboratory within 3 days of collection or freeze at -
70°C and received within 7 days of collection. Unlabeled or mislabeled specimens cannot be tested; two distinct identifiers
required on each tube.

SUBMITTER INFORMATION

*Submitting Facility: Med Rec/Pat ID Number:

Address: Phone Number: ( )

City. State. Zip Code: Fax Number: ()

O Sentinel Provider Network | O EIP Influenza Hospitals O Medical Examiner Office | O Suspected Novel Influenza

Examples include suspected H3N2v or H7N9.
Specimen must have an answer of “yes”

(Selected facilities in Davidson For prior approval contact:
i ; : ’ to one of the Novel Influenza
and surrounding counties) Virology Dept. @ 615-262-6350 epidemiologic questions.
Call 615-741-7247 for medical consultation
Provider ID Code (e.g. 47XXX) and testing approval if all answers are

“no”.

MEDICAL HISTORY

Date of Symptom Onset: | Have the patient’s symptoms resolved? [0 No [ Yes [ Unknown

Signs and Symptoms: (check all that apply)
[Cough O Sore Throat O Fever > 37.800(1000F) O Febrile but no measured temp [ Diarrhea O Vomiting

Was the patient hospitalized for this illness? O No O Yes 0O Unknown

If yes, was the patient admitted to the intensive care unit? O No O Yes 0O Unknown
Did the patient die from this illness? J No O Yes (Date: ) O Unknown
Did the patient receive seasonal flu vaccine this season? [J No [0 Yes (Date: ) O Unknown

NOVEL INFLUENZA EPIDEMIOLOGY (SECTION INFORMATION ONLY REQUIRED FOR SUSPECTED NOVEL INFLUENZA).

1. Patient attended an agricultural site, auction, or fair (e.g., county fair) in the 7 days prior to becomingill:
ONo [OYes @O Unknown

If yes, name of fair, etc. O Unknown
2. Patient had direct or indirect contact with pigs (at fair or elsewhere) in 7 days before becomingill:
ONo OYes 0[O Unknown

3. Patient had direct or indirect contact with poultry or birds in the 7 days before becomingill:
ONo [OYes @O Unknown

4. During lliness, was patient associated with any of the following (check all that apply):
O Childcare/daycare Facility [ Long-term Care Facility O Correctional Facility [ Hospital O School

Please provide name of Facility:

ADDITIONAL INFORMATION (e.g. rapid flu or prescreening results, other clinical findings, etc.)

LABORATORY SUBMISSIONS

Nashville Central Laboratory: 630 Hart Lane, Nashville, TN 37216 (FedEx, UPS, courier delivery) OR P.O. Box 305130, Nashville, TN 37230 (USPS)

Richard Steece, PHD, D(ABMM), Public Health Laboratory Director Main Line: (615) 262-6300
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Tennessee Department of Health (Tngﬂsiaezﬁf_cﬂﬁﬁ;?iﬁfnes Every blank or section on the form denoted with an asterisk ( £ ) is a required
lrﬂj‘;fr:fgaﬂgé’fgﬁifg’wspixfgjn may place their own labels in open_ field and must have complete information entered for the specimen to be
Panel Submission Requisition requisition spﬂcef;rrmo:ln the back of this processed.
“*ndicates Required Fields » All mandatory asterisks are shown on the form as............ ®
[Testing will not be performed if required information is missing)
S P';iﬂ'i':‘COLLECT'O" INFORMATION hrstvome - Submitter Information (k): Fill in the organization/clinic/institution’s name,
te of Birth: Qender::hﬂsle:Femsle Pregnancy Status (if relevant: DY oNZDU addreSS, etc. —not CliniCianS, names.

Race: O American Indian O Asian O Black O Hewaiian/Pecific |slander O White O Other| Ethnicity: O Hispanic O Mon-Hispanic

Specimen Comments

Address! = ounty of Residence?
City” [ state: Zip Code: (ate of Collection: e Preferred specimen is a nasopharyngeal (NP) swab
* N _ e _ . o - — = . . , = . . . .
~opecimen Type [pleasachackore): Sssopnenngss) (Pread) = fasal SThrat DBronens shecsriaysge Sopm e If this specimen cannot be obtained, a nasal swab is acceptable.
OMasslaspirate OMasalwash  OBronchialwash OTrachealaspirate  Olungtissue OOther (please specify)
Specimen Disgualifications: Do not submit dry swabs, swabs in bacterial culfureftes, or swabs that have been used for rapid ° For intubated patients, endOtraCheal aSpirates ShOUld be CO”ected.
fesfing. Specimans must be kept 2°C - 8°C and received in the Depf of Health laborafory within 3 days of collecfion or freeze af h | | | d . |
70°C and received within 7 days of collecion. Unlabeled or mislabaled specimens cannot be fested; fwo disfinctidentifiers i Bronc Oalveolar aVage (BAL) an spUtum SpeCImens are also
reguired on each fube. . acceptable‘
SUBMITTER INFORMATION *
= ubmitting Facility: Med ReciPat|D Number: Swab and MEd|a COnSIderatlonS
Address. Phons Number: { ) e Specimens must be collected using swabs with a synthetic tip (e.g.,
City:- | State: Zip Code: FaxMumber [ ) polyester or Dacr0n®)
O Sentinel Provider Network | O EIP Influenza Hospitals O Medical ExaminerOffice| O Suspected Movellnfluenza . .
Exerrples Inchue suspecter i or H7NG e Acceptable swabs have an aluminum or plastic shaft.
(Esieciea taciines In Davigson For prior approval conbact ::P;l}";"“zﬂm'?";:&:::nrd e
=0 smmenang sosmmel Visiear B2t @ SIS | pudamictogie_quectont. e Swab specimen collection vials are to contain 1-3 ml of viral transport
Call §16T417247 for medical concutizbon
] S7aectna approval Mafantwers are media (VTM) containing protein stabilizer and antibiotics to discourage
MEDICAL HISTORY bacterial and fungal growth and to buffer solution.
Date of Sympiom Onset: Have the patient’s symptoms resolved? oMo oYes oUnknown . . . pe .
Sigrsand Syrpboms Checkatan) L ) . Storage and Shipping Specific Reminders
o Coug cSome Throst  oFever=37.8 C _F) oFebrile butno megsuredtemp o Diamhes o Womiting . . .
Was the patient hospitalized for this llness? o Mo oYes oUnknown b ReSpWatorV SpeCImenS ShOU|d be kept at 2°C_8°C and Shlpped on COId
If yes, was the patent admitied to the intensive care unit? oMo o¥es oUnknown packs. Send FedEX Overnight or Via Same/next day COUrier.
Did the patientdie from thisillness? oMo oYes [Date: Jo Unknown . . .
Did the pstient receive sessonsl flu vaccine this sesson? oMo oes (Date: Jo Unknown b RefrlgeratEd SpECImenS need to arrive no Iater than 3 daVS after
NOVEL INFLUENZA EPIDEMIOLOGY (s=cnow FoRMaTiON QuLv REQURED FoR SUSFEGTED NOVEL INFLUENZA). collection or these cannot be tested due to method limitations.
1. Patientatiended ltural site, auction, orfair e.g., fa the 7 da tobe IT: . . . .
BN Dives. B Urmown s oriairfe.g, coumy Rinin ¥= prioria hesemng! e Alternatively, specimens can be frozen at <-70°C and shipped on dry ice
If yes, name of fair, etz O Unknown | h . h I b . h d f ” .
2. Patienthad direct or indirect c ontact with pigs (at fair or elsewhere) in T days before becoming ill: as Ong as these arrive to the state lab within 7_3E rom collection.

Ono Oves OuUnknown Infection Contr0|

3. Patienthad direct or indirect contact with poultry or birds in the T days before becoming ill:

ONo Oves O Unknawn e Health care personnel who collect respiratory specimens from ill

# Duringlllness, was pafient asscoiated with any ofthe following(checkall thatapply): persons should follow standard contact and droplet precautions as
O Childcare/daycare Fadiity [ Longterm Care Facility [ Comectional Fagity [JHospital [ School .
Please provide name of Faiity: recommended for patient care.

ADDITIONAL INFORMATION = g. rspid fiu orprescreening rezults, otherclinical findings, etc)

LABORATORY SUEBMISSIONS
M zshwille Cantral Laboratory: 630 Hart Lane, Mashville, TH 37216 (FedEx, UPS, counier delrvery) OR P.0. Box 205130, Nashville, TN 37230 (USPS)
Richard Siesce, PHD, DIAEMKY, Fublic Heshth Laboraory Direcior W an Line: (675) 2626300
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