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Oregon State Public Health Laboratory 
COVID-19 Test Request Form 

• Required fields are marked with an asterisk (*). Failure to complete these fields will delay testing. 
• Specimens must be labeled with specimen source and two unique patient IDs (full name, DOB, MRN).  
• Please contact the Oregon State Public Health Laboratory with questions at (503) 693-4100. 
 

*Patient Name:    

  Last     First     Middle Initial 
*Date of Birth:       *Sex:       MRN:     

                     MM/DD/YYYY 
*Race:      ☐ American Indian/Alaska Native  ☐ Asian *Ethnicity: ☐ Hispanic 

      ☐ Black/African American         ☐ White   ☐ Not Hispanic  
      ☐ Native Hawaiian or Other Pacific Islander    ☐ Unknown 
      ☐ Other         ☐ Unknown             ☐ Declined   ☐ Declined     

    

Patient Address:      

  Street     City   State   Zip 
 

Patient Phone Number:  
 
*County of           Outbreak #:           Study ID: 
Residence:            

*Submitting  
Facility1:    
  
  
  Name & Address 
 
 
 
     Facility Phone              Fax (If this is first submission, results will be delivered here.) 

 
*Ordering Clinician: 
 

*Facility Contact:  
 
         Name      Phone 
*Date of Collection:                
  
         MM/DD/YYYY           Time AM / PM 
 

*Specimen Source: ☐ Nasal ☐ Oropharyngeal (OP) ☐ Nasopharyngeal (NP) 
          (Aptima kit only permits nasal and OP specimen collection)            ☐ Other: 
    
 

Clinical and Epidemiology Information 
 

*State of Illness: *Indicate group (if applicable):   ☐ Not applicable 
☐ Symptomatic? 
     Onset date:  
 
☐ Asymptomatic? 
 

☐ Deceased / Autopsy  
☐ Farm Worker 
☐ Food Processing Facility / 
Food Handler  
☐ Group Living – Staff 
☐ Group Living – Resident  
 

☐ Healthcare Worker – direct 
patient contact 
☐ Hospitalized – ICU  
☐ Hospitalized – not ICU 
☐ Pregnant  
☐ Unhoused / Homeless 
☐ Other: ______________           

Is this the patient’s first test for 
COVID-19?  
☐ Yes     ☐ No     ☐ Unknown 

 
1   The Submitting Facility will receive the results. If specimen collection is for a congregate care or group living setting, the lab suggests:  

a) For residents, please use the congregate care facility name as the Submitting Facility, and  
b) For staff, please use the Local Public Health Authority as the Submitting Facility.  
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