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I certify that the above information is correct. I give specific consent for tests analysis and fully understand the implications of the test(s) and I 
have received adequate pre-test counselling. I hereby request and agree that all my pathology test results and accounts from Drs. Dietrich, 
Voigt, Mia & Partners (“PathCare”) may be sent to my nominated email address, to my medical aid administrators, medical practitioner(s) and/or 
insurance company. I indemnify PathCare against action that may be brought by virtue of this request and I understand that it is entirely my 
responsibility to safeguard access to my email. I undertake to pay outstanding monies not covered by the medical aid.

I give consent for my contact details to be shared with a 3rd party organisation in order to participate in a survey to rate PathCare's service.   
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I certify that the above information is correct. I give specific consent for tests analysis and fully understand the implications of the test(s) and I 
have received adequate pre-test counselling. I hereby request and agree that all my pathology test results and accounts from Drs. Dietrich, 
Voigt, Mia & Partners (“PathCare”) may be sent to my nominated email address, to my medical aid administrators, medical practitioner(s) and/or 
insurance company. I indemnify PathCare against action that may be brought by virtue of this request and I understand that it is entirely my 
responsibility to safeguard access to my email. I undertake to pay outstanding monies not covered by the medical aid.

I give consent for my contact details to be shared with a 3rd party organisation in order to participate in a survey to rate PathCare's service.   

SIGNATURE PATIENT CONSENT
[ ]N/Y

902523 SKELETON A5+ ENG

Y
 /

 0
0

 W
e

st
e

rn
 C

a
p

e
 /

 C
o

ro
n

a
 V

ir
u

s 
te

st
in

g
 r

e
rq

u
e

st
 f

o
rm

   
1

1
.0

3
.2

0
2

0
_T

W

Y
 /

 0
0

 W
e

st
e

rn
 C

a
p

e
 /

 C
o

ro
n

a
 V

ir
u

s 
te

st
in

g
 r

e
rq

u
e

st
 f

o
rm

   
1

1
.0

3
.2

0
2

0
_T

W

D5897         COVID-19 D5897         COVID-19

K5541          Influenza A&B / RSV PCR (GeneXpert) K5541          Influenza A&B / RSV PCR (GeneXpert)

Specimen requirements:
1. Lower respiratory tract specimen (e.g. sputum, tracheal aspirate, bronchoalveolar 
 lavage); or
2. Respiratory swabs (nasopharygeal (item # 702437) and oropharyngeal swab 
 (item # 702436) placed into the same tube of transport media to increase the viral load; or
3. Lung tissue from biopsy

Specimen requirements:
1. Lower respiratory tract specimen (e.g. sputum, tracheal aspirate, bronchoalveolar 
 lavage); or
2. Respiratory swabs (nasopharygeal (item # 702437) and oropharyngeal swab 
 (item # 702436) placed into the same tube of transport media to increase the viral load; or
3. Lung tissue from biopsy

Transportation: cold, on ice if transport is expected to exceed 6 hours

Specimen viability: 2 days, if refrigerated

TAT: 48 hours after reaching the analysing laboratory

Transportation: cold, on ice if transport is expected to exceed 6 hours

Specimen viability: 2 days, if refrigerated

TAT: 48 hours after reaching the analysing laboratory

CORONA VIRUS REQUEST FORM CORONA VIRUS REQUEST FORM
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