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APPENDIX D: STI LAB REQUEST FORM 
 

Specialized STI Testing Request Form, STI Section 

Requested by:   Patient name:  

Designation:   Age (sex):  

Address:   Date of birth:  

  Hospital number:  

  Referring 
laboratory/ 
hospital: 

 

Tel:   Reason/s for 
referral: 

 

Fax:    

Email:    

Laboratory Report 

Specimen type:   Clinical History: 
 
 

Date specimen 
collected: 

  

Specimen lab number:   

Test/s requested:   

  

  

Date specimen 
received in STI 
laboratory: 

  

STI laboratory number:   

Date specimen tested:   

Assay/s performed:   

  

 

RESULTS: 
 
 
 
 
 
 
 
FINAL RESULT: 

 

Results interpretation: 
 
 
 
 
 

 

Results reviewed by:      Date:  

 

Results authorised by:      Date: 
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