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                   SURVEILLANCE SEROLOGY REQUEST 
                   HIV, HEPATITIS B/C, SYPHILIS SAMPLE SUBMISSION   
                   State Form 53762  (11-08)                             

  CLIA Certified Laboratory #15D0662599
Section 1. Patient Demographics

____________________________________  __________________ _______   ___/___/_____

Last Name



                               First Name

          MI                Date of Birth

________________ ___________________     __________________________________  ________  _________      
Patient ID

 OPSCAN                           City / County of Residence                           State         ZIP Code

Race:







Ethnicity:
□ Asian




      □ White

□Hispanic or Latino
□Not Hispanic or Latino

□ Black or African American  

      □ Multiracial
□Unknown
□ American Indian or Alaska Native
     □ Other

Sex:
□ Native Hawaiian or Other Pacific Islander   □ Unknown

□Male      □Female     □Unknown











      Pregnant □ Yes □ No 
Section 2. Specimen Information

□ Blood  □ Serum  □ Oral Fluid  □ CSF         Date collected __/__/____    Date of onset __/__/____  
Section 3. Test Selection

□ HIV Screening              □ HIV Confirmatory (For previous rapid test positive only. Date of test __/__/____ 
□ Hepatitis B
               □ Hepatitis C             
□ Perinatal Hepatitis B  (□ Immunized infant born to prenatal positive mother □ Household/Sexual contact)
□ Syphilis Screening      □ Syphilis Confirmatory
Section 4. Reason for Test  

□ Refugee Screening   □ Correctional Screening   □ Injection Drug User   □ Outbreak Investigation
Hepatitis: □ Immune status (□ Patient   □ Staff   □ Post Exposure)     
                 □ Recent Infection     □ Exposure     □ Suspected carrier    
Syphilis:  □ Screening     □ Prenatal Screening     □ Follow-up
Section 5. Submitter Information
_________________________________________  ___          __                _____

Submitting Organization                                                                                             Staff Name
__________________________   _________________________  ______________________
Phone                                                       Fax                                                        E-mail 
____________________________________________________________________________________________
Address

_________________________________________________       _________________        ___________________
City                                                                          State                                                        ZIP Code                       
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INDIANA STATE DEPARTMENT OF HEALTH


LABORATORIES


550 W. 16TH STREET, SUITE B


INDIANAPOLIS, IN  46202-2203


(317) 921-5858
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