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Sample Details 

(please complete this form and hand it in to Reception along with your sample)

	PLEASE NOTE THAT EVERY BOX MUST BE COMPLETED - 

**YOUR SAMPLE WILL NOT BE TESTED IF THIS ESSENTIAL INFORMATION IS NOT PROVIDED**

	Name
	

	Address
	

	
	

	
	

	Date of Birth
	

	Telephone Number
	

	Who asked for the sample?
	

	If the sample has not been requested by the doctor/nurse, please give a reason (below) as to why you are handing one in

	

	Are you having any symptoms?  Please tick all that apply

	Burning or stinging sensation                                      
	
	 Foul smelling urine
	

	Frequent or strong urge to pass urine
	
	 Pain in back or lower abdomen
	

	Cloudy, dark or blood stained urine                            
	
	 Confusion
	

	Other:

	Date sample taken
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