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Mycobacteriology
Smear & Culture

PATIENT INFORMATION:
Name (Last, First, MI)

BODegAecaRxeS# ytiruceS laicoS

Home Address

ytnuoCedoC piZetatSytiC

Send Report To:

Submitter

Street Address (PO BOX)

edoC piZetatSytiC

Requesting Physician (if other than submitter)

Specimen Information:
Date of Collection_______________

Clinical Specimen Referred Specimen
_______________:ecruoSmutupS

Bronchial Washing
Gastric fluid Hospital or Laboratory reference number
Urine (if applicable______________________)
CSF
Other, please specify_____________________

Is the patient on anti-tuberculosis drugs? Yes No

Laboratory Findings:

Laboratory Number:


