ALL SAMPLES MUST BE IN STERILE BOTTLES

Please note if details are not filled out your sample WILL NOT be tested
GP Name:   ____________________________

Sample date:  __________
Name:   _______________________________

D.O.B: ________________

Contact Number:   _______________________

Address:   ___________________________________________________________

Did you get a letter asking you to leave in a sample?         
Yes

No  

Do you feel you have an infection?

Yes

No

Please tick the symptoms that apply to you:

Pain

Frequency  

Urgency
       Blood




Have you any allergies?    ________________________________________




Are you pregnant?        Yes                    No
