MICROBIOLOGY LTBI TEST REQUEST FORM
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GENDER
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IMMUNOCOMPROMISED?

HOSPITAL LOCATION
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DATE OF BIRTH

REQUESTING CLINICIAN

CLINICIAN CODE

LOCATION

LOCATION CODE

PREGNANT ?
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GESTATION:

CLINICAL DETAILS

LTBI screening

Exposure to TB

DATE OF ONSET/EXPOSURE

LTBI screening (pre-biologic)

Other (please specify):

CONTACT NUMBER FOR SIGNIFICANT RESULTS Is this patient on immunomodulatory therapy? Yes No
RECENT TRAVEL
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Please read below instructions:

. Please send whole blood collected in the Lithium Heparin (green top) bottle, mixed by gentle inversion.

. The bottle must be correctly filled and contain at least 6ml of whole blood.

° Clearly record the date and time sample was taken, and clinician and location names.

. The sample must be packed with this form for transport to SWLP in blue LTBI testing bag.

. The sample must be transported at room temperature (17 - 27°C), a lower temperature may result in indeterminate

results. DO NOT REFRIGERATE.
. The sample must arrive at SWLP based at St George’s Hospital within 16 hours of collection.

Pertinent information for the laboratory:

SPECIMEN DATE

TIME

PHLEBOTOMIST NAME

PHLEBOTOMIST SIGNATURE

LTBI-FRM0O02 Rev: 003

REFER TO WWW.SWLPATH.NHS.UK FOR SAMPLE TUBE AND SAMPLE COLLECTION REQUIREMENTS

Issue Date: 05/01/2026

IF CLINICAL DETAILS DO NOT JUSTIFY THE REQUESTED TEST THEY MAY NOT BE PERFORMED



http://WWW.SWLPATH.NHS.UK

