COVID TRF V14
ICMR NO.: SRLDAP001 COLLECTION POINT CODE ASRL .
Date: OO0000 Diagnestics Dr. Avinash Phadke

SPECIMEN REFERRAL FORM FOR COVID-19 (SARS-CoV2)

TEST INITIATION DETAILS
Doctor’s Prescription: YES I:l NO I:l Follow up / Repeat Sample: YES |:| NO I:l

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

A.1 PERSON DETAILS ( & SIoT 30t S&99% &)

Patient NamEe™; .......ccoviivieiicece e Age*i..conn. YIS, Month, Gender*: Male/Female/Others
Tetea T @ EC ad #wx, W  gEe/ s/ =
Patient's Present Address*:
Qofer ST TEdl <t T=

Room / FIat NO......ccoveveeieiieeceec e BUIIAING NAME....c.ticiicice et enr e
L WA A Preghmt s

Landmark....o ..o SEEET NAIME: ...
Sl Hol TR T

LOCAIILY / ATBA: ..ottt [ 1 ! PSSP
et R

S rin: 1000000

T stz

AaSA 5. g-aa

Mobile No. belongs to : Self I:l Family I:l Downloaded Arogya Setu App*: YES I:l NO |:|

A ot. T/ Fgderan SRR 3

Aadhar Card No.* |:| |:| |:| |:| D |:| I:I |:| |:| |:| |:| I:l Nationality™ ..o
T FEEDE 5t TeRTA

Patient Passport No. (for Foreign National only):.........c.ccccovveiieiiii i (These fields to be filled for all patients including foreigners)
e ot (Bl amReEicn)

*A.2 SPECIMEN INFORMATION FORM REFERRING AGENCY
Specimen type**( sfiearat %% w®): Throat swab / Nasal swab / Nasopharyngeal swab / BAL / Endotracheal secretion
WAREA /| AR
Collection date: .......covveereieere e Sample ID (Label): ..o
TBAFYETE A= Haaa s S
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FOR ANY QUERY RELATED TO COVID-19 (SARS-CoV2) TESTING, PLEASE CALL 022-62356500



COVID TRF V1.4
ICMR NO.: SRLDAPO001 COLLECTION POINT CODE

Date: ooooon SoRL o Avinash Phadke

SPECIMEN REFERRAL FORM FOR COVID-19 (SARS-CoV2)

TEST INITIATION DETAILS
Doctor’s Prescription: YES I:l NO I:l Follow up / Repeat Sample: YES |:| NO I:l

*A.3 PATIENT CATEGORY (PLEASE SELECT ONLY ONE)
Tgie =raoliEn Mo . Bad UHl a % %

D Cat 1: Symptomatlc international traveller in last 30 days
WSO A A e 30 Rawra PRyt Haten.

I:l Cat 2: Symptomatic contact of Lab confirmed case
AT ST T Zire- § § Wi Aeteelt Wb sueten.

I:l Cat 3: Symptomatic Healthcare worker / Frontline workers
ALV SR FRIB SN THCHAE ST A,

I:l Cat 4: Hospitalized SARI (Severe Acute Respiratory IlIness) patient
FRucamER # TR SARC SAFETT= ST

I:l Cat 5a: Asymptomatic direct and high risk contact of Lab confirmed case - Family member

AETOT TG TUT ol AL Bothd Seledl BlrS-33 WRied sUAaE ol WD Setal.

I:l Cat 5b: Asymptomatic Health care worker in contact with confirmed case without adequate protection
AGTOT T TV Fiias- § § ditiees Swteten deex i

I:l Cat 6: Symptomatic Influenza-like-illness (ILI) patient in Hospital
ETTU TWE AGT ST FiRuca AER STeeten ueie.

I:l Cat 7: Pregnant woman in/near labour

St AR clew 2R / A= sEw

I:l Cat 8: Symptomatic (ILI) amongh returnees and migrants (W|th|n 7 days of illness)
TR WE ALt S 9 R s wa sreet / Arme

I:l Cat 9: Symptomatic Influenza Like IlIness(ILI) patient in Hotspot / Containment zones
EergUS AR AT S SRICH /DeaHe Slet AR SRTelel A9ie.

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

SECTION B - OTHER FIELDS TO BE UPDATED
B.1 EXPOSURE HISTORY (2 WEEKS BEFORE THE ONSET OFSYMPTOMS)
AL A= BN R BUBae Bide-§ 3 Wiicer Wic= WD id SUAT=E!

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

2. Have you been in contact with lab confirmed COVID-19 patient: YES / NO
TR el Towat poteen BiAs-3 § Wi eicwn Waew i SUa St BT 9

Zifas-1 diies Qefe gri e

4. Were you quarantined?*: YES / NO, If yes, where you quarantined*: Home / Facility
T TARCEA BAFA? 8/ A W oo w© -ut / wiafet

5. Are you a health care worker working in hospital involved in managing patients: YES /NO

T SR AEL SO B B ?

T ol 30 R wegeht sten swEm @t
If yes, place(s) Of travel: ... , Travel duration: ...
TR &l S X o oot feaw

3. Full Name of COVID-19 POSItiVE CONTACE PeISON™: ... .oiiiieeeeieeee ettt ee et e et e s et e e st e st eeseaeeesneeesreeenes
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FOR ANY QUERY RELATED TO COVID-19 (SARS-CoV2) TESTING, PLEASE CALL 022-62356500



COVID TRF V14
ICMR NO.: SRLDAP001 COLLECTION POINT CODE ASRL .
Date: OO0000 Diagnestics Dr. Avinash Phadke

SPECIMEN REFERRAL FORM FOR COVID-19 (SARS-CoV2)

TEST INITIATION DETAILS
Doctor’s Prescription: YES I:l NO I:l Follow up / Repeat Sample: YES |:| NO I:l

B.2 CLINICAL SYMPTOMS AND SIGNS (Tick the appropriate conditions)

Date of onset of SYMPLOMS: .....cvviiiiiieiee e First SYMpPLom: ..o

AL T T TR a2 AT

Symptoms: &t (: Cough = / Breathlessness saweten st / Sore throat et @@ea@st/ Haemoptysis eiztas e &%t
Diarrhoea ste= / Chest pain 8wt gewt/ Abdominal pain @te gewt/ Fever am / Bodyache gy

Vomiting Seea/ Nasal discharge st amgst

B.3 UNDERLYING MEDICAL CONDITIONS suelren st (Tick the appropriate conditions)
Chronic renal disease feeestren = / Chronic liver disease feege=n st / Chronic lung disease pegawen st / Malignancy
@t / Diabetes #wegdg / Heart disease sgufeee® / Hypertension weeaema

IMMUNOCOMPROMISED CONDITION: YES / NO Other underlying Condition: ............ccccoiiriiniiinis v

SRICIORE BTt S / Tt
B.4 HOSPITALIZATION DETAILS: sovnwet farsett
Hospitalized: YES I:l NO I:l Hospitalization Date: ............ccccccvvveene. Hospital Name*: ..o
R AR IR SR &L 5w / st Rstiw R s
Hospital DIStIICE: .....coveieiecicc e Hospital State: .........ccvevviiiiiec e
Racern et R T
C. REFERRING DOCTOR DETAILS: Date™: ..o
Rrrww Faten Starew=l AR W=
Name of Referring DOCLOr™: .........ccoeviviiniiniccesescs Email ID 0f DOCIOI™: ..o
1 Cic A S St
Mobile number of DOCLOI*: ..........cccvveieiiieecece e, Signature and Registration NO.*: ........c.cocoovviveiiiecieies
Slarew=n MaEd 1. T 1 WEGE A
Email ID of center sending sample *: ...t
T E-Aa S
END
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FOR ANY QUERY RELATED TO COVID-19 (SARS-CoV2) TESTING, PLEASE CALL 022-62356500





