
This Space is for Alaska State Virology Lab Use Only

Fairbanks 
Alaska State Public Health Laboratory 
P.O. Box 60230 
Fairbanks, AK  99706-0230 
Office:  371-1000   After Hours:  855-371-1001 
HIPAA Compliant Fax:  907-474-4036    

          Fairbanks Lab Request Form v11/01/2016

I. Patient Information:  Preprinted Labels are Recommended 
 Identifiers on the specimen itself should match the Lab Request exactly. 
 At a minimum, the specimen should be labeled with two identifiers: 
 1. The patient's full first and last name OR unique ID 
 2. The patient's date of birth (DOB) OR other identifier 

   Last Name:        First Name:       MI:

  Unique Patient ID  (Chart #, Prison #):       Other Identifier

  DOB  (MM/DD/YYYY)            Gender:                              Race:

        DOD 
 (Date of Death) City/Village  

 Medicare #:        Medicaid #:  

II. Submitter Information - Report results to:

Facility Name:  (Hospital/Clinic/Corrections, etc.)                Phone Number

Ordering Clinician:                                                Physician UPIN:

Mailing Address:                                                                    FAX# (HIPAA Compliant)

City:             State:           Zip:

  ICD9/ICD10 Diagnosis Codes:                            Special Project Code

Date Shipped

Serum/Plasma 
Respiratory Specimen in UTM  
(indicate type in box to the right) 

Describe Recent Travel History                                                                                           

Inpatient Outpatient Long Term Care Pregnant Unknown

Describe Patient Status (check all that apply):

Influenza vaccination status               

Flu Shot Nasal Spray NOT Vaccinated Unknown Status 

  Name of Rapid Influenza Kit Used                Rapid Influenza Result    
*If a novel strain of influenza, norovirus, or a vaccine preventable 
disease: symptomatic measles, mumps, rubella, varicella zoster (chicken 
pox or shingles) is suspected, consult the Section of Epidemiology before 
shipping specimens to the laboratory.   Contact the Section of 
Epidemiology at 907-260-8000 or 1-800-478-0084.  
Name of Epi Contact: _______________________________________

*Other__________________________

If the desired test is not on this form, please review the Anchorage Public 
Health Lab Request Form (http://dhss.alaska.gov/dph/Labs/Documents/
publications/AncSupplyReq.pdf).Contact the laboratory to request testing 
for Biological/Chemical Terrorism Agents.

Rubella virus (check specimen type below)

Varicella Zoster (herpes zoster) IgG Antibody 

Rubella IgG Antibody 

Rubeola virus (Measles) IgG Antibody

Mumps virus IgG Antibody

Genotyping only - known HCV+ patients only

Screen - positive results reflex to genotyping

Hepatitis C Virus (check one box below)
Perinatal  - SOA Epidemiologic Program, surface antibody & antigen

Symptomatic, Exposures, or Previous Positives - core antibody & surface 
antibody & antigen

Prenatal - core antibody & surface antigen

Immunization Check - core and surface antibody

Screen - core antibody only, positives reflex to surface antibody & antigen

Immunization Check - Total antibody Symptomatic -Total & IgM antibody

Hepatitis A Virus (check one box below)

Immunization Check (check all that apply)

Hepatitis B Virus (check one box below)

Date Frozen

Respiratory Viral Panel (RVP) PCR 

 Collection Date:                                                Collection Time:

III. Specimen Information 
All specimens should arrive w/in 7 days of collection & be shipped on frozen packs. 

Vaccination Status 

Date of Rash  or Parotitis (mumps only) 

Varicella Zoster Virus (chicken pox or shingles)

Rubeola virus (Measles) (check specimen type(s) below)  

Mumps virus (check specimen type below)

*Norovirus PCR      Specimen Type:

*Vaccine Preventable Diseases  
All specimens referred to CDC reference lab. Check all that apply:

IV. Virology Tests Available Please refer to our Test Directory http://dhss.alaska.gov/dph/Labs/Documents/LaboratoryTests.pdf to 
determine acceptable specimen types for the tests listed below.

HIV screen Rapid HIV Kit Used: Rapid HIV Result:

Herpes Simplex Virus Serology 

 RSV (A & B), Adenovirus (B/E and C), Rhinovirus, Metapneumovirus, Parainfluenza 
(1,2,3,4), Coronavirus (NL63, OC43, HKU1, 229E)Raw Stool Raw Vomitus

NP swab in UTM Throat swab in UTM 

Buccal swab in UTM Throat swab in UTM 

Throat swab in UTM NP swab in UTM

NP Aspirate in UTM Serum (must accompany a UTM specimen)

Dry Swab - Skin Lesion (NO UTM) Scab

Urine

Influenza PCR 

Other Specimen Type

http://dhss.alaska.gov/dph/Labs/Documents/publications/AncSupplyReq.pdf
http://dhss.alaska.gov/dph/Labs/Documents/publications/AncSupplyReq.pdf
http://dhss.alaska.gov/dph/Labs/Documents/LaboratoryTests.pdf
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          Fairbanks Lab Request Form v11/01/2016
I. Patient Information:  Preprinted Labels are Recommended
 Identifiers on the specimen itself should match the Lab Request exactly.
 At a minimum, the specimen should be labeled with two identifiers:
The patient's full first and last name OR unique IDThe patient's date of birth (DOB) OR other identifier
   Last Name:                                First Name:                       MI:
  Unique Patient ID  (Chart #, Prison #):       Other Identifier
  DOB  (MM/DD/YYYY)            Gender:                              Race:
        DOD
 (Date of Death)                                   
City/Village                                 
 Medicare #:                                                                     
 Medicaid #:                                                                     
II. Submitter Information - Report results to:
Facility Name:  (Hospital/Clinic/Corrections, etc.)                Phone Number
Ordering Clinician:                                                        Physician UPIN:
Mailing Address:                                                                    FAX# (HIPAA Compliant)
City:                                             State:           Zip:
  ICD9/ICD10 Diagnosis Codes:                            Special Project Code
Describe Recent Travel History                                                                                           
Describe Patient Status (check all that apply):
Influenza vaccination status                       
  Name of Rapid Influenza Kit Used                Rapid Influenza Result    
*If a novel strain of influenza, norovirus, or a vaccine preventable disease: symptomatic measles, mumps, rubella, varicella zoster (chicken pox or shingles) is suspected, consult the Section of Epidemiology before shipping specimens to the laboratory.   Contact the Section of Epidemiology at 907-260-8000 or 1-800-478-0084. 
Name of Epi Contact: _______________________________________
If the desired test is not on this form, please review the Anchorage Public Health Lab Request Form (http://dhss.alaska.gov/dph/Labs/Documents/publications/AncSupplyReq.pdf).Contact the laboratory to request testing for Biological/Chemical Terrorism Agents.
Hepatitis C Virus (check one box below)
Hepatitis A Virus (check one box below)
Immunization Check (check all that apply)
Hepatitis B Virus (check one box below)
 Collection Date:                                                Collection Time:
III. Specimen Information
All specimens should arrive w/in 7 days of collection & be shipped on frozen packs. 
*Vaccine Preventable Diseases 
All specimens referred to CDC reference lab. Check all that apply:
IV. Virology Tests Available Please refer to our Test Directory http://dhss.alaska.gov/dph/Labs/Documents/LaboratoryTests.pdf to determine acceptable specimen types for the tests listed below.
 RSV (A & B), Adenovirus (B/E and C), Rhinovirus, Metapneumovirus, Parainfluenza (1,2,3,4), Coronavirus (NL63, OC43, HKU1, 229E)
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