
‭Office of Laboratory Services‬
‭167 11‬‭th‬ ‭Avenue South Charleston, WV 25303-1114‬

‭Phone: (304) 558-3530 FAX: (304) 558-2006‬

‭Instructions for Submission Forms and Shipping of Blood Specimens:‬
‭TB Clinics‬

‭OLS Provided Supplies‬
‭●‬ ‭OLS‬ ‭provides‬ ‭8.5mL‬ ‭BD‬ ‭Vacutainer‬

‭Serum Separator Tubes (SSTs)‬
‭○‬ ‭Gray and Red Top‬
‭○‬ ‭Tiger Top also called SST tubes‬

‭●‬ ‭Eclipse 21 gauge needle with holder assembly‬

‭Form Instructions‬
‭1.‬ ‭The‬ ‭Clinical‬ ‭Laboratory‬ ‭Improvement‬ ‭Amendment‬ ‭of‬ ‭1988‬

‭(‬‭CLIA‬‭)‬ ‭requires‬ ‭the‬ ‭following‬ ‭information‬ ‭for‬ ‭the‬ ‭lab‬ ‭to‬ ‭be‬
‭able to process the specimen for testing.‬

‭2.‬ ‭If‬‭any‬‭of‬‭the‬‭following‬‭information‬‭is‬‭missing,‬‭by‬‭federal‬
‭law, the lab cannot perform the test.‬

‭A.‬ ‭A‬ ‭unique‬ ‭identifier‬ ‭on‬ ‭both‬ ‭the‬ ‭form‬ ‭and‬ ‭the‬
‭specimen‬

‭B.‬ ‭Address of submitter‬
‭C.‬ ‭Date of birth‬‭OR‬‭age of patient‬
‭D.‬ ‭Sex (at birth) of patient‬
‭E.‬ ‭Test to be performed‬
‭F.‬ ‭Source of specimen‬

‭i.‬ ‭Only one source option‬
‭ii.‬ ‭Blood/serum‬

‭G.‬ ‭Date of collection‬
‭i.‬ ‭It is best practice if the date of collection is placed on the form and specimen‬
‭ii.‬ ‭In the case of discrepancies, the specimen date of collection will override the form‬

‭H.‬ ‭Any additional information relevant to testing‬
‭i.‬ ‭Previous test(s) results‬
‭ii.‬ ‭Information required by programs‬
‭iii.‬ ‭Court‬ ‭order‬ ‭testing‬ ‭(‬‭please‬ ‭send‬ ‭copy‬ ‭of‬

‭the court order for our records‬‭)‬
‭3.‬ ‭Please‬‭print‬‭legibly,‬‭using‬‭an‬‭ultra‬‭fine‬‭Sharpie/permanent‬

‭marker,  if not using a printed label‬
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‭Office of Laboratory Services‬
‭167 11‬‭th‬ ‭Avenue South Charleston, WV 25303-1114‬

‭Phone: (304) 558-3530 FAX: (304) 558-2006‬

‭Patient Information‬
‭1.‬ ‭Patient ID‬

‭A.‬ ‭Refers‬‭to‬‭a‬‭chart‬‭number,‬‭medical‬‭record‬
‭number,‬ ‭or‬ ‭some‬ ‭other‬ ‭internal‬ ‭ID‬ ‭that‬
‭your facility uses to identify patients.‬

‭B.‬ ‭A maximum of 17 characters is allowed.‬
‭2.‬ ‭Last Name, First Name, MI‬

‭A.‬ ‭Patients’‬‭full‬‭name‬‭on‬‭form‬‭and‬‭tube‬‭must‬
‭match‬

‭B.‬ ‭Mismatch‬‭will‬‭result‬‭in‬‭a‬‭rejection‬‭of‬‭your‬
‭specimen‬

‭3.‬ ‭Date of Birth-‬‭CLIA required‬
‭A.‬ ‭DOB‬‭OR‬
‭B.‬ ‭Age‬

‭4.‬ ‭Social Security Number‬
‭A.‬ ‭Optional‬
‭B.‬ ‭Last 4 digits only‬

‭5.‬ ‭Sex‬ ‭(at‬ ‭birth)-‬ ‭CLIA‬ ‭and‬ ‭State‬ ‭HIV‬ ‭and‬
‭Hepatitis Programs required‬

‭A.‬ ‭Mark “not specified” if the patient does not provide this information.‬
‭B.‬ ‭If blank, OLS will mark and document as “not specified”.‬
‭C.‬ ‭The OLS Central Accessioning/Support Services group will not assume sex of the patient at birth.‬

‭6.‬ ‭Patient Type‬
‭A.‬ ‭Patient type has been filled in for your convenience.‬
‭B.‬ ‭There is only one patient type eligible for selection.‬

‭7.‬ ‭The following sections of the form are requirements of the State HIV and Hepatitis Programs‬
‭A.‬ ‭County of Residence‬
‭B.‬ ‭Street address, city, state, zip code‬
‭C.‬ ‭Patient Phone Number with area code‬
‭D.‬ ‭Race (more than one can be selected)‬
‭E.‬ ‭Ethnicity‬
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‭Office of Laboratory Services‬
‭167 11‬‭th‬ ‭Avenue South Charleston, WV 25303-1114‬

‭Phone: (304) 558-3530 FAX: (304) 558-2006‬

‭Submitter Information‬
‭1.‬ ‭Facility Name-‬‭CLIA required‬

‭A.‬ ‭The‬ ‭official‬ ‭name‬ ‭of‬ ‭the‬ ‭site‬‭as‬‭listed‬‭on‬
‭the‬ ‭Memorandum‬ ‭of‬ ‭Understanding‬
‭(MOU)‬ ‭or‬ ‭application‬ ‭to‬ ‭the‬ ‭STD‬
‭Program.‬

‭B.‬ ‭Do not use just the initials of your site.‬
‭2.‬ ‭Street‬ ‭Address,‬ ‭City,‬ ‭State,‬ ‭Zip‬ ‭Code-‬ ‭CLIA‬

‭required‬
‭A.‬ ‭Must‬‭be‬‭the‬‭site‬‭at‬‭which‬‭the‬‭services‬‭are‬

‭provided‬
‭3.‬ ‭County-‬ ‭State‬ ‭HIV‬ ‭and‬ ‭Hepatitis‬ ‭Programs‬

‭required‬
‭A.‬ ‭Location of submitter‬

‭4.‬ ‭Attention To‬
‭A.‬ ‭This‬ ‭line‬ ‭is‬ ‭to‬ ‭be‬ ‭filled‬ ‭out‬ ‭if‬ ‭the‬ ‭results‬

‭are‬ ‭to‬ ‭go‬ ‭to‬ ‭a‬ ‭specific‬ ‭individual‬ ‭or‬
‭department within the facility‬

‭B.‬ ‭This will not appear in the address field on the final report‬
‭5.‬ ‭Phone Number-‬‭State HIV and Hepatitis Programs required‬

‭A.‬ ‭Include area code‬
‭B.‬ ‭Required for potential contact/counseling purposes‬

‭6.‬ ‭Fax Number‬
‭A.‬ ‭Include area code‬
‭B.‬ ‭Must‬‭be‬‭a‬‭secure‬‭fax‬‭where‬‭only‬‭credentialed‬‭individuals‬

‭within your facility can access‬
‭7.‬ ‭Comments Box‬

‭A.‬ ‭Use‬ ‭this‬ ‭section‬ ‭to‬ ‭relay‬ ‭information‬ ‭to‬
‭Central‬ ‭Accessioning/Support‬ ‭Services‬
‭and DI Unit.‬

‭B.‬ ‭Note‬ ‭if‬ ‭patient‬ ‭has‬ ‭any‬ ‭previous‬ ‭testing‬
‭results‬
‭(i.e. RPR titer, TPPA, Hepatitis B, etc.).‬

‭C.‬ ‭Any information the provider believes to be relevant to the patient sample for testing.‬
‭D.‬ ‭May‬ ‭be‬ ‭used‬ ‭to‬ ‭note‬ ‭communication‬ ‭between‬ ‭you‬ ‭and‬‭OLS‬‭staff‬‭members‬‭if‬‭special‬‭instructions‬

‭have been provided.‬

‭Date of Collection-‬‭Required by CLIA‬
‭1.‬ ‭Date the specimen was collected‬
‭2.‬ ‭Best‬ ‭practice‬ ‭to‬ ‭indicate‬ ‭on‬ ‭both‬ ‭the‬

‭form and all specimen tubes‬
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‭Office of Laboratory Services‬
‭167 11‬‭th‬ ‭Avenue South Charleston, WV 25303-1114‬

‭Phone: (304) 558-3530 FAX: (304) 558-2006‬

‭Program/Clinic Type‬
‭1.‬ ‭TB‬‭Clinics‬‭are‬‭the‬‭only‬‭facilities‬‭eligible‬‭to‬

‭submit no charge testing using this form.‬
‭2.‬ ‭This‬ ‭has‬ ‭been‬ ‭prefilled‬ ‭for‬ ‭your‬

‭convenience.‬

‭Test Requested-‬‭Required by CLIA‬
‭1.‬ ‭TB‬‭Clinic‬‭patients‬‭are‬‭only‬‭eligible‬‭for‬‭the‬

‭following tests. This has been prefilled for your convenience.‬
‭2.‬ ‭Hepatitis B Screen‬

‭A.‬ ‭Surface Antigen (sAg)‬
‭B.‬ ‭Core Antibody (cAb)‬

‭3.‬ ‭Hepatitis C Antibody Screen‬
‭4.‬ ‭HIV Screen‬

‭A.‬ ‭HIV Ag/Ab: Specimen must be less than 3 days old‬
‭B.‬ ‭HIV‬ ‭1-2,‬ ‭O:‬ ‭Specimen‬ ‭must‬‭be‬‭less‬‭than‬‭7‬

‭days old‬

‭Source of Specimen‬
‭1.‬ ‭TB‬ ‭Clinic‬ ‭tests‬ ‭require‬ ‭only‬ ‭blood/serum‬ ‭sources‬

‭for specimens.‬
‭2.‬ ‭This has been prefilled for your convenience.‬

‭Is the patient pregnant?‬
‭1.‬ ‭If‬‭“Yes”:‬‭include‬‭the‬‭due‬‭date‬‭for‬‭State‬‭STD‬

‭Program‬ ‭purposes.‬ ‭Mark‬ ‭“No”‬ ‭for‬
‭non-pregnant females.‬

‭2.‬ ‭For male patients, mark N/A‬

‭TB Clinic Form‬ ‭Revised: May 2024‬ ‭31‬



‭Office of Laboratory Services‬
‭167 11‬‭th‬ ‭Avenue South Charleston, WV 25303-1114‬

‭Phone: (304) 558-3530 FAX: (304) 558-2006‬

‭Risk‬ ‭Factors-‬ ‭Required‬ ‭for‬ ‭ALL‬ ‭testing‬
‭purposes and clinic types‬

‭1.‬ ‭There‬‭are‬‭three‬‭(3)‬‭boxes‬‭of‬‭risk‬‭factors‬
‭on the TB Clinic form.‬

‭2.‬ ‭Marking‬ ‭less‬ ‭than‬ ‭all‬ ‭three‬‭(3)‬‭boxes‬‭of‬
‭risk factors is‬‭NOT‬‭acceptable.‬

‭3.‬ ‭OLS‬‭will‬‭NOT‬‭ASSUME‬‭the‬‭patient‬‭has‬
‭the‬ ‭same‬ ‭risk‬ ‭factors‬ ‭for‬ ‭Hepatitis‬ ‭B,‬
‭Hepatitis‬ ‭C,‬ ‭or‬ ‭HIV‬ ‭if‬ ‭any‬ ‭one‬ ‭of‬ ‭the‬
‭risk factors boxes are left blank.‬

‭4.‬ ‭Risk‬ ‭factors‬ ‭must‬ ‭have‬ ‭occurred‬ ‭within‬
‭the‬ ‭previous‬ ‭12‬ ‭months‬ ‭in‬ ‭order‬ ‭to‬ ‭be‬
‭listed.‬

‭5.‬ ‭Mark‬ ‭all‬ ‭risk‬ ‭factors‬ ‭that‬ ‭apply‬ ‭to‬ ‭the‬
‭patient for each requested test:‬

‭A.‬ ‭Hepatitis B‬
‭B.‬ ‭Hepatitis C‬
‭C.‬ ‭HIV‬

‭6.‬ ‭HIV Barcode‬
‭A.‬ ‭Place‬ ‭the‬ ‭HIV‬ ‭barcode‬ ‭from‬ ‭the‬

‭“HIV‬ ‭Test‬ ‭Form”‬ ‭provided‬ ‭by‬ ‭the‬
‭HIV‬ ‭program‬ ‭in‬ ‭the‬ ‭space‬
‭indicated‬

‭B.‬ ‭All‬ ‭HIV‬ ‭tests‬ ‭should‬ ‭have‬ ‭a‬
‭barcode‬‭label‬‭provided‬‭by‬‭the‬‭HIV‬
‭program‬

‭C.‬ ‭Contact‬ ‭the‬‭HIV‬‭program‬‭at‬‭(304)‬
‭558-2195‬ ‭or‬ ‭1‬ ‭(800)‬ ‭442-8244‬ ‭to‬
‭order‬ ‭HIV‬ ‭Program‬ ‭forms‬ ‭and‬
‭barcodes.‬
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