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PATIENT NAME: ________________________________        

       

 

DOCTOR: ________________               DATE: _____________ 
 

 
 

LABORATORY SUBMISSION FORM 
 

 
 

HEMATOLOGY                                                     
 CBC / FIB / DIFF 

 CBC (DIFF) 

 CBC (NO DIFF) 

 PCV & TP 

 FIBRINOGEN 

 PLATELET COUNT 

 

  CHEMISTRY 
 CHEMISTRY ONLY 

 CHEMISTRY WITH LYTES 

 CBC / CHEM / LYTES 

 LYTES ONLY 

 

SINGLE CHEMISTRY 
 BUN 

 CREA 

 AST 

 T.BILI 

 D.BILI 

 ALP 

 GGT 

 LDH  CPK 

 ALB 

 CA 

 PHOS 

 GLU 

 
 

SINGLE ELECTROLYTES 
 Na 

 K 

 CL 

 

MICROBIOLOGY 
 

SAMPLE_____________ 
 CULTURE /SENSITIVITY 

 UTERINE CULTURE AND 

CYTOLOGY 

 BLOOD CULTURE 

 ARD CULTURE  

 

HORMONE ASSAY  
 PROGESTERONE 

 T4 

 TT3 

 

FECAL SAMPLE 
 CULTURE 

 FECAL EGG COUNT 

 OCCULT BLOOD 

 ROTAVIRUS 

 C. DIFF            
 

 
 

FOAL 
 IgG 

 CBC/FIB 

 CBC/FIB/IgG/ 

BUN/CREA 

 STALLION 

CULTURE(S)______  

 

OTHER TEST 
 BLOOD CROSSMATCH 

 COLOSTRUM 

CROSSMATCH 

 CYTOLOGY 

 

 SITE_____________ 

 URINALYSIS 

 FLUID ANALYSIS 

 

 SITE_____________ 

 
COGGINS 

 AGID 

 ELISA 

PICKUP TIME_________ 

 
 

 

 

 

 


