
HEA 2530 (ODH Lab Rev 3/2013) 

 

Section 1: Patient Information 
*Name (Last)                                                                                                                *Name (First)                                                                    MI. 
                                            

 

Address City County State 
 

Zip 
 

* Sex 
 Male      Female       Unknown 

* Date of Birth  (MMDDYYYY) Chart or Patient ID # Ethnicity 
 Hispanic/Latino,   
 Non-Hispanic/Non-Latino           

 

 

Race (check all that apply) 
 White   Black  American Indian or Alaskan Native   Asian   Hawaiian native/Pacific Islander   Other__________________ 
 

Section 2: Submitter Information 
* Agency Name 
 

* Contact Name Address 

City County State Zip * Phone Number *Fax Number 

 

Section 3: Specimen Information (Check all that apply) 
* Specimen   
 Clinical (Human Origin)         Isolate (Human Origin)                        
 Clinical (Non-human Origin)   Isolate (Non-human Origin) 

* Specimen Type & Site 
 Bronchoalveolar Lavage   Cerebral Spinal Fluid        Plasma        
 Serum, Acute                      Serum, Convalescent       Sputum                                   
 Stool, Broth                         Stool, Bulk                         Stool, Cary Blair                  
 Urine                                     Whole Blood        
 Swab (Specify ____________)    Tissue (Specify_________________) 
 Wound (Specify___________)   Body Fluid (Specify______________) 
 Other (Specify _____________________________________________) 

* Collection Date * Onset Date 

ODH Outbreak Number Agent Suspected 

 

Section 4: Test Requested (Check all that apply)               **ODH approval required prior to submission; Contact 614-995-5599 
Virology 

 Respiratory virus  
 Other  
_________________________ 
 

Mycobacteriology 
    Smear only       
    Culture for AFB 
    Nucleic acid amplification  
    Isolate for Identification    
    Primary susceptibility testing 
        (SM, INH, RIF, EMB, PZA) 
    Genotyping only  
    Other:    
    __________________________ 

Microbiology 
 Pulsed-field gel electrophoresis (PFGE)**   
 Enteric Isolate for ID               Yersinia 
 Salmonella                                Neisseria meningitidis   
 Shigella                                      Haemophilus influenzae 
 E. coli O157 (STEC)                   Listeria monocytogenes 
 E. coli non-O157 (STEC)          Clostridium botulinum** 
 Campylobacter                         Norovirus**                                       
  Bio-threat Agent:                    Other: 
_______________________      ________________________ 

Mycology & Parasitology 
 Coccidioides immitis 
 Cryptosporidium 
 Other: 
_________________________ 

               Ohio Department of Health Laboratory 
               Microbiology Specimen Submission Form 

                                                                     
                                              Ohio Department of Health Laboratory                    Phone: 888-634-5227 
                                              8995 East Main Street                                                  Fax: 614-387-1505 
                                              Building 22                                                                      Email: odhlabs@odh.ohio.gov 
                                              Reynoldsburg, OH 43068                                             CLIA Certification # 36D0655844 

                                           
                                    Note: Fields marked with an asterisk (*) must be completed 

Comments For Use by the Ohio Department of Health Laboratory Only 
Date Received: Date Reported: 

Billing:  
 Fee Due  MI _______________ 
                      MI _______________ 
  Exemption   _______________ 
 

mailto:odhlabs@odh.ohio.gov


HEA 2530 (ODH Lab Rev 3/2013) 

ODH Microbiology Specimen Submission Form (Form HEA 2530) Instructions 

1) One HEA 2530 is required for each specimen submitted to the Ohio Department of Health Laboratory (ODHL) for the testing 
listed on this form. 

2) Please print legibly. 
3) Each field marked with an asterisk (*) is required information. 
4) Section 1: Submitter’s may include a patient specimen identification or medical record number in the box labeled ‘Chart or 

Patient ID#’. 
5) Section 2: In order to receive results by fax, a Health Information Portability and Accountability Act (HIPAA) secure fax 

declaration form must be on file with the ODHL.  If necessary, contact Microbiology Customer Service 888/ODH-LABS to 
request a HIPAA secure fax form.  Reports will be mailed to the submitter if a fax number is not provided.        

6) Section 3:   
a. ‘Specimen’ – indicate the type of specimen being submitted.  For instance, if a BAL from a human is submitted, mark 

the bullet labeled ‘Clinical (Human Origin)’; if the specimen is an isolate recovered from a BAL from a human, mark the 
bullet labeled ‘Isolate (Human Origin)’. 

b. ‘Specimen Type’ – indicate specimen source, e.g., BAL. 
c. ‘ODH Outbreak Number’ – for a specimen associated with an outbreak under investigation by ODH Outbreak Response 

and Bioterrorism Investigation Team (ORBIT), enter the assigned outbreak number. 
7) Section 4:  

a. Indicate the test(s) requested. 
b. Fields marked with a double asterisk (**) require approval prior to submission.  

8) ‘Comments’: Enter additional information related to the specimen submission.  
9) ‘For Use by the Ohio Department of Health Laboratory Only’: Please do not mark in this area. 


	Address: 
	City: 
	County: 
	State: 
	Zip: 
	undefined: Off
	undefined_2: Off
	undefined_3: Off
	Chart or Patient ID Row1: 
	Ethnicity: Off
	Race check all that apply: Off
	undefined_5: 
	 Agency Name: 
	 Contact Name: 
	Address_2: 
	City_2: 
	County_2: 
	State_2: 
	Zip_2: 
	 Phone Number: 
	Fax Number: 
	Clinical Human Origin: Off
	Clinical Nonhuman Origin: Off
	Isolate Human Origin: Off
	Isolate Nonhuman Origin: Off
	Plasma: Off
	Sputum: Off
	Stool Cary Blair: Off
	 Collection Date: 
	 Onset Date: 
	Bronchoalveolar Lavage: Off
	Serum Acute: Off
	Stool Broth: Off
	Urine: Off
	Swab Specify: Off
	Wound Specify: Off
	Other Specify: Off
	Cerebral Spinal Fluid: Off
	Serum Convalescent: Off
	Stool Bulk: Off
	Whole Blood: Off
	undefined_6: 
	undefined_7: 
	ODH Outbreak Number: 
	Agent Suspected: 
	undefined_8: 
	Tissue Specify: Off
	Body Fluid Specify: Off
	undefined_9: 
	undefined_10: 
	Respiratory virus: Off
	Other_2: Off
	undefined_11: 
	Coccidioides immitis: Off
	Cryptosporidium: Off
	Pulsedfield gel electrophoresis PFGE: Off
	Enteric Isolate for ID: Off
	Salmonella: Off
	Shigella: Off
	E coli O157 STEC: Off
	E coli nonO157 STEC: Off
	Campylobacter: Off
	Biothreat Agent: Off
	Yersinia: Off
	Neisseria meningitidis: Off
	Haemophilus influenzae: Off
	Listeria monocytogenes: Off
	Clostridium botulinum: Off
	Norovirus: Off
	Other_5: Off
	undefined_12: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	Comments: 
	Date Received: 
	Billing: Off
	MI: 
	1: 
	2: 
	Date ReportedBilling Fee Due  MI MI Exemption: 
	Other_4: Off
	Mycobact Smear: Off
	Mycobact AFB: Off
	Mycobact NAA: Off
	Mycobact Isolate: Off
	Mycobact Suscept: Off
	Mycobact Genotyping: Off
	Mycobact Other: Off
	DOB Day: 
	DOB Month: 
	DOB Year: 
	Name Last: 
	Name First: 
	Name MI: 


