
 

 

Specimen Submission                                                          Accession No.:  
                                                                                                               Data Entry:                   _________ 
                                                                                                               Prosector:                      _________ 
                                                                                                               Case Coordinator:        _________ 
                                                                                                               Date Submitted:            _________ 
                                                                                                               Case Tracking #              _________ 
                                                                                                               Reference Laboratory: _________ 
                                                                                                               FOR LABORATORY USE ONLY 
 
Owner/Company:                                                                                      Send Diagnostic Report to: 
                Name: _________________________________                                                          ___ Owner            ___ Vet/Agent  
Business Name: _________________________________                                                          ___  Submitter      ___ Other 
            Street:  _________________________________       
       City, State:  _________________, _____Zip:______                                               Fax Diagnostic Report to: 
            County:  ________________                                                                                            ___ Owner            ___ Vet/Agent 
              Phone:  __________________________                                                                        ___  Submitter     ___  Other 
                  Fax:  _________________________ 
                                                                                                                                             Bill Diagnostic Charges to: 
                                                                                                                                                        ___  Owner           ___ Vet/Agent 
Submitter/Service:                                                                                               ___   Submitter    ___  Other 
                Name: _________________________________                   
Business Name: _________________________________                   
            Street:  _________________________________       
       City, State:  _________________, _____Zip:______                                       Date obtained: _____________ 
            County:  ________________                                                                               Specimen Type(s):            No. of Specimen 
              Phone:  ________________                                                                                     ___  Animal(s)                    ________ 
                  Fax:  __________________________                                                                 ___  Respiratory Kit         _________ 
                                                                                                                                                 ___  Abortion (Kit/Fetus) _________ 
Vet/Agent/FI:                                                                                                 ___ Scours Kit                   _________ 
                Name: _________________________________                                                  ___  Whole Blood              _________    
Business Name: _________________________________                                                  ___   Serum                         _________                       
            Street:  _________________________________                                                  ___   Fixed Tissue               _________   
       City, State:  _________________, _____Zip:______                                                  ___   Fresh Tissue               _________ 
            County:  ________________                                                                                    ___   Frozen Tissue            _________  
              Phone:  __________________________                                                                ___   Milk                            _________ 
                  Fax:  __________________________                                                                ___   Urine                           _________ 
                                                                                                                                                ___   Fecal                           _________ 
Other:                                                                                                                      ___   Environmental          _________ 
                Name: _________________________________                                                  ___   Referral Plate            _________        
Business Name: _________________________________                                                  ___   Swab(original)           _________       
            Street:  _________________________________                                                  ___   Feed                  _________ 
       City, State:  _________________, _____Zip:______                                                  ___   Egg(s)                          _________ 
            County:  ________________                                                                                   ___   Egg Pools                    _________ 
              Phone:  __________________________                                                               ___   AI Eggs                       _________  
                  Fax:  __________________________                                                               ___   AI Blood                     __________  
                                                                                                                                               ___   AI Swabs                    __________ 
                                                                                                                                               ___    ________________   __________ 
 
Species: ___________ Production type: __________ Sex: _______    Submission Type: 
 
Breed:   ___________  Age: ____yrs. ____mos. ____wks. ____days          ___ Mammalian   ____ Avian 
                                              Adult       Juvenile                                        ___  Aquatic          ____ SE 
                                              Fetus        Unknown                                     ___  Rabies            ____ Milk 
 
 Flock I.D.:      ___________________________ 
Animal I.D.:   __________________________________________________________________________ 



 

 

                                                                                    Milk Sample Submission 
 
Accession.: _________________________________ 
 
On DHIA?  __ yes   __ no          Center name: _________________________________________  Herd code: ________________________ 
 
 
                                            PLEASE WRITE ANIMAL ID CLEARLY on MILK COLLECTION TUBE(S) 
    
 
 
Clinical Signs/History/Treatments: 
    Individual Sample:                                                                                       Herd Survey: 
      __ Dry Cow                                                                                                        Dip type/name: ________________________    __ Predip 
     __ Fresh Cow                                                                                                                                                                                     __ Postdip 
      __ Teat End Injury 
                                                                                            
      Date of last lactation treatment: __________________                                 Dry treatment type/name: _________________________ 
       
      Lactation treatment name: ______________________                                  Herd size:   _______________ 
 
                                                                                                                                   Bulk Tank SCC: __________ 
 
Test Requests: 
   
     __ Routine Aerobic QTR                  __ Fungal 
     __ Routine Aerobic Comp                __ Antibiotic Sensitivity 
     __ Routine Aerobic BTnk                  
     __ Anaerobic  
     __ Mycoplasma 
 
Other: __________________ 
             __________________ 
             __________________ 
 
Additional Information or Sample identification: 
 
 
 
 
 
 
 
 
 
Remarks: 
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