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sRF rD (Rapid Antise"), EE EEEE n E EEEEE

ICMR Specimen Referral Form for COVID-19 (SARS-CoV2)

INTRODUCTION:
rhis form is for colection centres / rabs to enlgl oe..tairs:il!::Tl::::lll"t"."J:*l::TJHI; :::#3llit:y'SJ'[[;["iilfor 

each

ff:iil:iilr:: f""1fi::['::i,11"lJ,:"i:1T:,",ft'iliiff;i:ffiJiiuX"l*","i'" 
caution to ensure that correct inrormation is

captured in the form.

INSTRUCTIONS:
r lnform the local / district / state health authorities, especially surveillance officer for further guidance

o seek guidance on requirements for the clinical specimen collection and.transport from nodal ofiicer

o This form may be fllled in and shared with the toip ano forwarded to a lab where testing is planned

. f ietOs markei with asterisk(-) are mandatory to be filled

SECTION A- PATIENT DETAILS

A1 TEST INITIATION DETAILS

*Sample collected firsttime : Yes V No l"
lf No, Patient lD :

A"2 PERSONAL DETAILS

L MABOOD Father's Name:

*Age: 35 Years
*Gender:Male V Female l* Transgender f-
-OccuPation:Othe'' 

----Mobire Number: l9l B tl l5l lll lZ Lqi Ei l-Ql lE
.NationalitY: lndia

-Mobile Number belongs to: Patient i7 Family f*

-Downloaded Aarogya Setu App: ls5 l* No 17'

Pincode: EEEEEE"Present Patient address: E94 MIDG

RAN JANGAON WALUJ ARNGABAD
*District: AURANGABAD

-StAtC: MAHARASHTRA

ffiffiH'fiH"frEEEEnEE
* Passport No. (for Foreign Nationals):

RFueo COVID-19 vaccine Yss l* No V

lf yes type of vaccine

Date of Dose 1 : Dose 2 :No Date of Dose 2 :

*A.3 1*oRMAT-TIoN-NFoRMATIoNFRoMREFERRING

*Soecimen type Throat Swab l* Nasal Swab l? 
- Bronchoalveolar

lavage I*
Endotracheal
Aspirate l*

Nasopharyngeal Swab l*

*Type of test RT-PCR f
*Collection date

RaPid Antigen Test (RAT)l?

2210712022
*Sample lD(Label) 10646056

f,nf-pCntrest,nameoflabwheresampleissentfortesting
. Mode of Transport used to visit testing facility

Symptomatic f' AsYmPtomatic V

Contact of a lab confirmed casq r-l'ee f--N9--!Z
$form is required for Patients

,nlo 
"ontuinrnent 

tone/ Non-contai nt"nt Testinq on demand

ffil ror GommunitY

Non-containment Zone
Sample collected from

Gat 4: Testing on DemandV
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'Fidds marked uith asterisk are mandatory to be filled
Please Note: Section Bl and 82 need to be filled for both Community and Hospitalseffings.

Sedion 83 needs to be filled only for

ANDSIGNS8.1

lHAptcable

Cough rr
t:

rrr
l-

Loss oftaste
Dianhoea
Breathlessness
Other symptoms, please specif,T

Sore throat
Fever
Loss of smell
Date of onset of First Symptom :

Diabetes
Heart disease
Chronic lung disease
Chronic Kidney disease

i:
Ir

rrrr

Over weighV Obesity
Hypertension
Cancer
Any other please

B.3 HOSPFALEATION DETALS

NotApplicable

Rapid Antig6nrT.est ,

Name of kit used
Date of Testing Test result:

ate of sample
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sRF rD (Rapid Antise") EEEEEEEEEEEEE

ICMR Specimen Referral Form for COVID-19 (SARS-CoV2)

INTRODUCTION:
This form is for collection centres / labs to enter details of the samples being tested for Covid-19. ft is mandatory to fill this form for each

and every sample being tested. lt is essential that the collection centres / labs exercise caution to ensure that correct information is

captured in the form.

INSTRUCTIONS:
r Inform the local / district / state health authorities, especially surveillance officer for further guidance

r Seek guidance on requirements for the clinical specimen collection and transport from nodal officer

o This form may be filled in and shared with the IDSP and forwarded to a lab where testing is planned

r Fields marked with asterisk(-) are mandatoryto be filled

SECTION A- PATIENT DETAILS

A1 TEST INITIATION DETAILS

*Samole collected firsttime : Yes V No l*
tf No, Patient lD :

42 PERSONAL DETAILS

*Patient Name: MR. HARUN YUNUS DESHMUKH
-Age: 25 Years
*Gender:Male V Female f- Transgender f-
"Occupation:Other
.Mobire Number: Pl rej El El El [.] lZ E [-l LqJ
.Nationality: India
"Present patient address: E94 MIDG

RAN JAN CAAO WALU J AU RAN GABAI)
.District : AURANGABAI)

Father's Name:

.Mobile Number belongs to: Patient V Family f*

-Downloaded Aarogya Setu App: Yes l* No V
Pincode: EEEEEE
.State: MAHARASHTRA

(lhese f idds to be filled for all @tients including foreigners)

Aadhaar No. (For Indians):
* Passport No. (for Foreign Nationals):

Received COVID-1 9 vaccine Yes l-* No V
lf yes type of vaccine

Date of Dose 1 : Dose 2 :No Date of Dose 2 :

TA"3.SPECIMEN TION FROM REFERRING AGENCY

-Specimen type Throat Swab i* Nasal Swab V - Bronchoalveolar
lavage f*

Endotracheal
Aspirate l*

Nasopharyngeal Swab [-

*Type of test RT-PCR f Rapid Antigen Test (RATX7
.Collection date 2210712022
*Sample lD(Label) 10646053
tf, RT-PCR test, name of lab where sample is sent for testing
. Mode of Transport used to visit testing facility

Symptomatic f- Asymptomatic V
Contact of a lab confirmed case : Yes l* No V
pf"ase frfote - UoWital form is required for ihe patients visiting OPD, IPD and Emergencyand Communityform is required for patients

under containment zone/ Non-containment area/ Point of entry/ Testing on demand
*A3.1 For Communitlt

Sample collected from

Cat 4: Testing on DemandV

Noncontainment Zone
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NotApplicable

Cough

Sore throat
Fever
Loss of smell
Date of onset of First S

rrr
Irr
l-

Loss of taste
Dianhoea
Breathlessness

Other symptoms, please specifo

Diabetes
Heart disease
Chronic lung disease

NotApplicable

t-:
rY

r
Ir

OverweighV Obesity
Hypertension

Cancer
other please specify

Rapid Antigen Test

Name of kit used
Date of Testing Test result:
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