
The document you are trying to load requires Adobe Reader 8 or higher. You may not have the 
Adobe Reader installed or your viewing environment may not be properly configured to use 
Adobe Reader. 
  
For information on how to install Adobe Reader and configure your viewing environment please 
see  http://www.adobe.com/go/pdf_forms_configure.


California Department of Public Health – Viral and Rickettsial Disease Laboratory  General Purpose Specimen Submittal Form
VRDL General Purpose Specimen Submittal Form
10.0.2.20120224.1.869952.867557
VRDL General Purpose Submittal Form
VRDL General Purpose Submittal Form
California Department of Public Health
Viral and Rickettsial Disease Laboratory
ATTN: Specimen Receiving850 Marina Bay ParkwayRichmond, CA 94804Phone (510) 307-8585      Fax (510) 307-8599
CDPH USE ONLY VRDL ACCESSION LABEL HERE
VRDL Form Lab 300 v2.2
Revised 06/07/2024
Expires 06/30/2025
http://tinyurl.com/VRDL-GP-Form
Pregnancy Status (if applicable)
Pregnancy Status
Pregnancy Status (if applicable)
Clinical Information
General
	Barcode Date: 
	Patient Last Name: 
	Patient First Name: 
	Select patient's Date of Birth using dropdown calendar: 
	Select patient's Date of Death using dropdown calendar: 
	Age: 
	Age Units: 
	Gender Identity: 
	Patient Address: 
	Patient City: 
	If the patient's county of residence is not in California, please type the name of the county in the box.: 
	Patient State: 
	Patient Zip: 
	Medical Record Number: 
	Enter the specimen number that your lab has assigned: 
	CalREDIE Incident Number: 
	Select the most appropriate disease suspected. Provide details/symptoms below in box provided for clinical findings.  : 
	Select the appropriate onset date modifier that corresponds to the date in the next box. If the patient is asymptomatic, select N/A in this box and leave the next box blank. : 
	Select disease onset date using calendar dropdown. If patient is asymptomatic, leave this box blank.: 
	Specimen Collection Date: 
	Select most appropriate specimen type: 
	Select or type in the appropriate PHL/HD submitter: 
	Clinical Findings: 
	Travel Information: 
	Facility where Original Submitting Physician can be located. : 
	Phone number where Original Submitting Physician may be reached. Enter phone number using 10 numerical digits. Hyphens will be filled in automatically. : 
	Fax number where Original Submitting Physician may be reached. Enter fax number using 10 numerical digits. Hyphens will be filled in automatically. : 
	Provide clinician's name who diagnosed patient and can provide answers to any questions regarding patient information or condition. : 
	Barcode : 
	Recent MMR Vaccination (Within 21 days of symptoms/rash onset): 
	Vaccine Type: 
	First vaccination date: 
	Laboratory data including relevant test results and specimen information: 
	Barcode: 
	Patient Location: Inpatient or Outpatient: 
	Rash Onset Date: 
	Select a pregnancy status from the drop down menu.  : 
	Enter an estimated due date if patient is pregnant.  : 
	ICD Code: 
	Specimen collection site: 
	Case ID Number: 
	Please select a Race from the drop down. : 
	Please select an Ethnicity from the drop down. : 
	Please enter the test requested: 
	Second vaccination date: 
	Specimen Media Type: 
	Sexual orientation: 



