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*A.2 SPECIMEN INFORMATION FORM REFERRING AGENCY

Specimen type**( vecegv³ee®ee ÒekeÀej): Throat swab / Nasal swab / Nasopharyngeal swab / BAL / Endotracheal secretion

IeM³eeceOetve  /   veekeÀeletve 

     Collection date: .........................................................Sample ID (Label): .............................  
keÀueskeÌMeve®eer leejerKe me@cHeue Dee³e [er

*SECTION A - MANDATORY FIELDS (FORM WILL NOT BE ACCEPTED IN CASE OF ANY BLANK)

A.1 PERSON DETAILS ( meJe& peeiee YejCes DeeJeM³ekeÀ Deens)

     Patient Name*: ..................................................................Age*:............Yrs .............. Month, Gender*: Male/Female/Others 

 Hesµebì®es veeJe   Je³e  Je<e&      ceefnves,  ef}bie  Hegef}Ábie / m$eeref}bie / F&lej 

 Patient's Present Address*: 
    Hesµebì®ee Deelee jenlees lees HeÊee 

    Room / Flat no............................................ Building name.........................................................................................................  
    ©ce veb. /Hle@ì veb.   efJeu]æ[eRie®es  veeJe 

Landmark....: .............................................................. Street name: ........................................................................................... 
     peJeU®eer KetCe  jml³ee®es veeJe 

Locality / Area: ............................................................................... District:  ............................................................................   
efJeYeeie  efpeune 

     State. .............................................................................. PIN:  
 jep³e  efHeve keÀesæ[

Mobile No.*  Email ID*:....................................................................................

ceesyeeF&ue veb.   F&-cesue

Mobile No. belongs to : Self  Family  Downloaded Arogya Setu App*: YES  NO 
ceesyeeF&ue veb. mJele:®ee / kegÀìgbyeer³eeb®ee Deejesi³emeslet De@He

Aadhar Card No.*   Nationality*:.............................................

mbbJelee:®ee DeeOeejkeÀe[& veb   veeieefjkeÀlJe 

Patient Passport No. (for Foreign National only):.......................................................... (These fields to be filled for all patients including foreigners)

HeemeHeesì& veb. (HqJeosMeer veeieefjkeÀebvee)
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*A.3 PATIENT CATEGORY (PLEASE SELECT ONLY ONE)
HesMebì ®ee®eCeer®ee ÒekeÀej. HeÀkeÌle SkeÀe Jej efìkeÀ  keÀje. 

 Cat 1: Symptomatic international traveller in last 30 days
ue#eCe Demeuesuee Je iesu³ee 30 efoJemeele efJeosMeJeejer  kesÀuesuee.

 Cat 2: Symptomatic contact of Lab confirmed case
ue#eCe Demeuesuee Je keÀesefJe[-19 Hee@efPeefìJn HesMebìMeer mebHeke&À Deeuesuee.

 Cat 3: Symptomatic Healthcare worker / Frontline workers
ue#eCe Demeuesuee  nsuLekesÀDej ÖebÀìueeF&ve Jeke&Àj] 

 Cat 4: Hospitalized SARI (Severe Acute Respiratory Illness) patient
ne@efmHeìueceO³es Yejleer Peeuesuee  SARC éemevee®ee $eeme nesCeeje 

 Cat 5a: Asymptomatic direct and high risk contact of Lab confirmed case - Family member
ue#eCe vemeuesuee HeCe  ue@ye ceO³es keÀvHeÀce& Peeuesu³ee keÀesefJe[-19 Hee@efPeefìJn  veelesJeeF&keÀebMeer mebHeke&À Peeuesuee. 

 Cat 5b: Asymptomatic Health care worker in contact with confirmed case without adequate protection
ue#eCe vemeuesuee HeCe keÀesefJe[-19 Hee@efPeefìJn Demeuesu³ee nsuLe keÀce&®eejer®³ee mebHekeÀe&le Deeuesuee. 

 Cat 6: Symptomatic Influenza-like-illness (ILI) patient in Hospital
FbvHeÌuegSPee meejKeer ue#eCes Demeuesuee ne@efmHeìue ceO³es Demeuesuee HesMebì.

 Cat 7: Pregnant woman in/near labour
ieYe&Jeleer ceefnuee uesyej ceO³es /uesyej®ee peJeU

 Cat 8: Symptomatic (ILI) amongh returnees and migrants (within 7 days of illness)
FbvHeÌuegSPee meejKeer ue#eCes Demeuesuee 7 efoJemee®³ee Deele Hejle Deeuesuee / cee³eûebì 

 Cat 9: Symptomatic Influenza Like Illness(ILI) patient in Hotspot / Containment zones
FbvHeÌuegSPee meejKeer ue#eCes Demeuesuee ne@efmHeìue /kebÀìsveceWì Peesve ceO³es Demeuesuee HesMebì. 

 Others: (Please select “others” only if the patient doesn’t fall in any other category)

Flej 

SECTION B - OTHER FIELDS TO BE UPDATED 

B.1 EXPOSURE HISTORY (2 WEEKS BEFORE THE ONSET OF SYMPTOMS) 

ue#eCes ³ee³e®³ee DeeOeer 2 DeeþJe[s keÀesefJe[-19 Hee@efPeefìJn HesMebì®³ee mebHekeÀe&le Deeuesu³eemeeþer 

1. Did you travel to foreign country in last 30 days: YES / NO

legcner ceeieerue 30 efoJemeele HejosMeer iesuee Deenele keÀe

     If yes, place(s) of travel: ..........................................................................., Travel duration: ... .............................................. 
GÊej nes Demesue lej efþkeÀeCe  efkeÀleer efoJeme 

2. Have you been in contact with lab confirmed COVID-19 patient: YES / NO
legcner ue@yeveer keÀvHeÀce& kesÀuesu³ee keÀesefJe[-19 Hee@efPeefìJn HesMebì®³ee mebHekeÀe&le Deeuee neslee keÀe?

3. Full Name of COVID-19 Positive Contact Person*: ................................................................................................ ......... 

keÀesefJe[-19 Hee@efPeefìJn HesMebì®es HetCe& veeJe 

4. Were you quarantined?*: YES / NO, If yes, where you quarantined*: Home / Facility
legcneuee keÌJeejbìeF&ve kesÀues nesles?  nes³e / veener        pej Demesue lej -Iejer / HeÀ@efmeefueìer

5. Are you a health care worker working in hospital involved in managing patients: YES / NO
 legcner ne@efmHeìue ceOes ©iCemesJee keÀjlee keÀe? 
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B.2 CLINICAL SYMPTOMS AND SIGNS (Tick the appropriate conditions) 

  Date of onset of symptoms: .................................................................. First symptom: ................................................................ 

ue#eCes meg© Peeu³ee®eer leejerKe Heefnues ue#eCe 

  Symptoms: ue#eCes (: Cough KeeskeÀuee / Breathlessness éemeveeuee $eeme / Sore throat Iemee KeJeKeJeCes/ Haemoptysis LegbkeÀerletve jkeÌle ³esCes

Diarrhoea pegueeye / Chest pain íeleer ogKeCes/ Abdominal pain Heesì ogKeCes/ Fever leeHe / Bodyache DebieogKeer/  

   Vomiting Gueì³ee/ Nasal discharge veekeÀ JeenCes 

B.3 UNDERLYING MEDICAL CONDITIONS  DeeOeer®ee Deepeej  (Tick the appropriate conditions) 

 Chronic renal disease efkeÀ[veer®ee Deepeej / Chronic liver disease efueJnj®ee Deepeej / Chronic lung disease HegÀHeÌHegÀmee®ee Deepeej / Malignancy 

keÀke&Àjesie / Diabetes ceOegcesn / Heart disease no³eefJekeÀej / Hypertension jkeÌleoeye 

IMMUNOCOMPROMISED CONDITION: YES / NO Other underlying condition: .................................................................... 
Fc³egveesmeÒesefmeJn kebÀef[Meve- nes³e / veener

B.4 HOSPITALIZATION DETAILS: ©iCeYejleer efJe<e³eer

Hospitalized: YES  NO  Hospitalization Date: ...........................Hospital Name*: ..........................................

ne@efmHeìue ceO³es Yejleer Deens keÀe. nes³e / veener.   efoveebkeÀ  ne@efmHeìue®es veeJe

Hospital District: ................................................................ Hospital State: .................................................................... 
ne@efmHeìue®ee efpeune  ne@efmHeìue®es jep³e

C. REFERRING DOCTOR DETAILS:           Date*: ………………….. 
efMeHeÀejme kesÀuesu³ee [e@keÌìj®eer ceenerleer  leejerKe 

Name of Referring Doctor*: ....................................................  Email ID of Doctor*: .................................................................... 
[e@keÌìj®es veeJe  F&-cesue Dee³e [er 

Mobile number of Doctor*: ............................................. Signature and Registration No.*: ....................................... 
[e@keÌìj®ee ceesyeeF&ue veb. mener  Je  jefpemì^sMeve veb. 

Email ID of center sending sample *: ..…………………………...….. 
meWìj®ee  F&-cesue Dee³e [er 

-----------------------------END-------------------------- 




