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State MDL ACCESSION LABEL HERE
 Submit Samples To:  Microbial Diseases Laboratory - C/O Specimen Receiving - 850 Marina Bay Parkway - Richmond, CA 94804 - Phone (510) 412-3700 - Fax (510) 412-3706
                                                                                
  * Select Test Requisition:
  * Patient - Last Name
* First Name
  Age
  Units
  * Gender
  * Date Collected
  * DOB
  City
  County
  State
  Zip
  Suspected Disease 
  Onset Date 
  Onset Date Modifier
 Time
* Material Submitted
  * Source
  * Test(s) Requested
 Submitting Laboratory:
  Submitter's Identification of Organism
 Brief clinical history, symptoms, therapy (e.g. treatment received), treatment outcome
Important: Enter specific lab findings on 2nd page
Description of Specimen
MI
Material Comments
( Please refer to related instruction documents for specific contact information )
Patient Medical Record #
Source Site
Pregnancy Status
Sexual Orientation
Closed 
OF Glucose 
Medium 
Bacterial Culture for Identification-446 - Submitter's Laboratory Findings
Culture made from original clinical sample were:
A = Acid,   K = alkaline,    G = Gas,    NC = No Change
Key
Growth Characteristics
Gram stain
MacConkey
Glucose
Modified
Kinyoun stain
Blood Agar 
Levulose 
Catalase
Hemolysis
Xylose
Oxidase 
Chocolate 
Lactose 
TSI 
Slant/Butt
Aerobic
Maltose
H2S
Anaerobic
Sucrose
LIA 
Slant/Butt 
CO2 
Urea
Nutri Br. 0% salt
Indol 
Nutri Br. 3% salt 
ONPG 
X factor only 
Open 
V factor only 
X & V factor 
Optochin 
Sensitivity 
Immunoassay:
Identification Method:
Other Test or Comments:
 Indicate in the chart below the results of your laboratory examinations of the pure culture isolate by using the pull down menu.
Motility
Citrate
Malonate
Mucate
Dulcitol
Salicin
Base Used:
Morphology:
Fungus Culture for Identification-448 - Submitter's Laboratory Findings
Were antifungal agents used at the time of specimen collection?                  
 None                                  
 Not known     
  Yes, specify agents:
Cultures made from original specimen were:
  
 Pure
                                   
 Mixed 
If mixed, list other organisms present: 
How many colonies of this organism on primary isolation?
 1-10
              
 10-25
               
 25-50
             
 Over 50
How frequently has this organism been recovered?
 Once only
2-5 times                           
 Over 5 times
Was the submitted organism seen in stained smears made directly from clinical material?                      
 Yes
       
 No         
Medium on which organism is being submitted: 
* Date inoculated:
Conditions of incubation prior to mailing:  
Temperature:
Atmosphere:
   Indicate the results of your laboratory examinations of the pure culture being submitted:
Growth Rate
Pigment
Colony morphology 
on SAB  Age:
                        Microscopic Characteristics
Medium:
           Age:
25-30°
37°
Surface
Reverse
SAB
SC
SCC
BBHI
Ferm.
Assim.
CM
Dextrose
Other  tests or comments:
PDA
Galactose
CMD
Lactose
Maltose
EMB
Sucrose
CMT
Trehalose
Urease
Raffinose
V8 Agar
Melibiose
Hair Penetration
Cellobiose
Thiamine
Inositol
Xylose
.
Loeffler
Dulcitol
Gelatin
KN03
SAB   = Sabouraud dextrose agar                                                                         PDA  = Potato dextrose agar 
SC   = Sabouraud dextrose agar + chloramphenicol
                                      CM   = Cornmeal agar
SCC   = Sabouraud dextrose agar + chloramphenicol + cycloheximide                CMD = Cornmeal dextrose agar
BBHI  = Brain heart infusion agar + blood
                           CMT  = Cornmeal tween agar             V8
= Vegetable juice agar
Date received
   Date reported
Bacterial Bioterrorism Agent Identification or Confirmation - Additional Information     
M. tuberculosis complex
Mycobacteriology-Culture Identification-443 - Submitter's Laboratory Findings
Cultures made from original clinical sample were:
  
 Pure
                                   
 Mixed 
If mixed, list other organisms present: 
Bacteria
Mold
Yeast
Another mycobacteria
How many colonies of this organism on primary isolation?
 1-10
              
 10-25
               
 25-50
             
 Over 50
How frequently has this organism been recovered?
 Once only
2-5 times                           
 Over 5 times
 Was M. tuberculosis complex ever recovered from the patient prior to this specimen?                      
 Yes
       
 No         
Medium on which organism is being submitted: 
* Date inoculated:
Incubation Conditions prior to mailing:  
Temperature:
Atmosphere:
7H10 slant
LJ slant
Indicate the results of your laboratory examinations of the pure culture being submitted.
Colony morphology on 7H10:
LJ:
42º
30º
 25º
35º
Growth
negative
positive
Niacin
Tween hydrolysis
Nitrate reduction
Semiquant. Catalase
Arylsulfatase 3 day
Tellurite reduction
MacConkey agar
Iron uptake
Urease
5% NaCL
in light
in dark
Pigment
Utilization of
negative
positive
negative
positive
> 45 mm
< 45 mm
1+
negative
negative
positive
negative
positive
negative
positive
negative
positive
negative
positive
Mannitol
Inositol
3+
2+
Sodium citrate
Other tests or comments:
Laboratory results of other procedures:
negative
positive
M. avium complex             
negative
positive
M. kansasii                       
negative
positive
M. gordonae                     
negative
positive
DNA Probes:
Cellular morphology and acid-fastness:
Submitting Laboratory's Findings
 Other specimen type (Approval required). Specify specimen type: :
RIF resistance not detected
First-line drug susceptibility testing (DST) by MGIT (INH, RIF, EMB, PZA)
Result 
MGIT   
Other method:
Xpert® MTB/RIF
 (µg/ml) 
MTBC detected
MTBC not detected
Mutation(s) detected by probe(s):
Note: In the specimen submission, please include Xpert printouts containing Ct values and/or graph.
A
B
C
D
E
RIF resistance detected
Comments:
Resistance detected in 1st line drugs
Requested for clinical reasons
Patient is from a region with high prevalence of drug resistance TB. 
 Pyrosequencing (PSQ):  1st Line Panel (INH and RIF associated loci)
Patient is a contact of an individual with drug resistant TB.
Patient is not responding to treatment or was previously treated for TB.
Patient has wide exposure to others or potential exposure to vulnerable population. 
Mixed culture. 
DST failed due to low growth.  Specify DST method used:
 Other reason(s).  Please specify:
* Indicate reason(s) for PSQ submission below:
Patient is known to have adverse reactions to critical anti-TB drugs.
Non-viable culture. 
Xpert® MTB/RIF detected RIF resistance.
Note: If PSQ is requested for a subsequent specimen, the collection dates should be at least 2 months apart from that of the previous specimen
 (µg/ml) 
Pyrosequencing (PSQ): 2nd Line Panel (fluoroquinolones)  Note: Injectable drugs associated loci performed upon request.                                                                               
Pyrosequencing (PSQ): MTBC ID.  Please specify reason(s)
Test(s) Requested
Second-line DST by MGIT (MFX, AMK, CAP, ETA)
 Other Test(s).  Specify:
Sample Type Submitted
 7H10    
7H11
 MGIT    
7H9
Many
 Sediment (PSQ only)
AFB smear result:                                  
 Date of subculture:
 4+
 3+ 
 2+ 
 1+ 
Specify medium submitted: 
 Negative (Approval required) 
 LJ  
VT
MP
 Rare 
Few
 Other culture (specify):
Alternative first-line DST by MGIT (RIF, INH, PZA, MFX)
Mycobacteriology-Drug Susceptibility Testing of MTBC (CA only)-444 - Additional Information
 Mycobacterium tuberculosis complex identified. Specify method used:
Drug 
Isoniazid
0.1
Isoniazid
0.4
Rifampin
1
Ethambutol
5
Pyrazinamide
100
Feces for Bacterial Culture-414 - Additional Specimen Information
Culture Independent Diagnostic Test (CIDT)
Please check all bacterial agents detected
Raw sequence data 
Other (specify):
* Test Requested by:
* Email:
Tests requested:
Whole Genome Sequencing Primary Analysis
Whole Genome Sequencing Test Request-WGSR - Additional Information
Batch Analysis
Sample handling
☐
Processed   
☐
Stored   
☐
Rejected
Comments
Date issued:_______________
No report was requested
Report requested
Report
☐
☐
 (Do not write below this line) 
Comments
Check this box if this sample is part of a batch of samples for combined Secondary Analysis.
Whole Genome Sequencing Secondary Analysis
* Local Health Jurisdiction (LHJ) of Healthcare Facility:
Mycobacteriology-Specimens for Isolation and Culture-402 - Additional Information
Additional Specimen Information
Additional Clinical Information
Patient Treated with TB Medications ?
Additional Comments
Submitting Laboratory's Findings
Mycobacteriology-Drug Susceptibility Testing of MTBC (Outside CA)-TBREF - Additional Information
Method used for MTBC Identification: 
RIF-resistance*: 
* Note: If RIF-resistance detected, please request MDDR at CDC.  Do not request for PSQ at MDL
First-line DST Performed?
Test(s) Requested
Comments:
 Date of subculture:
Specify medium submitted: 
 Other (specify):
7H9,
 LJ,  
Many
Few,
 Negative (Approval required) 
 Rare, 
AFB smear result:                                  
 4+
 3+, 
 2+, 
 1+, 
 Other (specify):
Other. Contact Mycobacteriology for approval before submitting.
DNA (PSQ only)
DNA. Contact Mycobacteriology for approval before submitting
Note: Contact Mycobacteriology for approval if any of the above is selected.
MGIT
MP
7H10
VT
7H11
Genotyping Referral (Automatically Included)
RVCT # (if available)
 Other reason(s).  Please specify:
Contact Mycobacteriology for approval if this selection is chosen.
DST failed due to low growth.  Specify DST method used:
Reason for PSQ submission
Non-viable culture.  (Only PSQ will be performed)
Reason for PSQ submission
Mixed culture. 
Reason for PSQ submission
Patient has wide exposure to others or potential exposure to vulnerable population. 
Reason for PSQ submission
Patient is not responding to treatment or was previously treated for TB.
Reason for PSQ submission
Patient is known to have adverse reactions to critical anti-TB drugs.
Reason for PSQ submission
Patient is a contact of an individual with drug resistant TB.
Reason for PSQ submission
Patient is from a region with high prevalence of drug resistance TB. 
Reason for PSQ submission
* Indicate reason(s) for PSQ submission below:
Sample Type Submitted
If PSQ is requested for a subsequent specimen, the collection dates should be at least 2 months apart from that of the previous specimen.  Specify the collection date of the previous specimen:
Reason for PSQ submission
Yes       
D
Was 
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Botulism Exam-176 - Submission Form Page 2
Contact
Information
Phone Number:
Email Address: 
Fill out this b
ox for
submission of a 
B
acterial 
C
ulture
: 
Culture purity
:
Pure
Mixed
Collection 
S
ource
:
Culture 
M
edium 
S
ubmitted
:   
Date of Inoculation: 
Incubation
Temperature: 
Incubation 
Atmosphere: 
Other 
N
otes
:
Comments
p
T
NOTE
:
All botulism testing must be approved by CDPH Division of Communicable Disease Control Subject Matter Experts or Duty 
Officer 
PRIOR
to submission. Specimens submitted without approval will not be tested.
Complete this Section for Submission of Serum
Yes       
No
id your laboratory perform botulism testing on this sample?
ns for list of interfering drugs. 
rugs
ensilon test before serum was collected?
Yes      
No
No
(antitoxin) 
efore HBAT
dministration?    
ollected 
serum
Was 
a
b
c
given a
atient 
Was 
Parasitology-416 - Additional Test Information
Plasmodium Species Multiplex PCR Panel (P. falciparum/P. vivax/P. malariae/P. ovale)
Referral to CDC - Test Requested: 
Test Requested:
Bacterial Sepsis/Meningitis PCR - VPP01 - Additional Information
Original specimen Gram stain results
Date of culture
Final culture date reported
 Note: PCR will not be done on culture-positive specimen.
WBC count: 
Protein: 
Glucose: 
Antibiotics administered (Check one)
If Yes, was it given before specimen collection? 
Yes
Yes
No
No
CSF Specimen Only Exam Results 
CSF Volume:
Preferred specimen types for this PCR test include:
  - CSF
  - EDTA-anticoagulated blood (purple top)
  - Blood Culture Bottle
  - Pleural fluid
Other acceptable specimen types include:
  - Serum
  - Other whole blood
  - Fresh frozen tissue (biopsy/autopsy)
NOTE:
* Final culture results 
Culture made from original clinical sample were:
Method used for Antimicrobial Susceptibility Testing:
Method used for Identification:
Other Test or Comments:
Please attach a copy of antimicrobial susceptibility test results
Please attach a copy of microbial identification test results if it is available 
Antimicrobial Susceptibility Testing-AST - Submitter's Laboratory Findings
Test(s) Requested:
Please attach a copy of all additional test results, including molecular results
* Identification of Organism (Carbapenem resistant organism):
Candida auris Colonization Screening-449 - Additional Information
Sample Collection Facility
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