
Hemoglobin (Hemocue) WB Glucose (NOVA Statstrip) WB

Hemoglobin (Avoximeter) WB Creatinine (iSTAT) WB

Oxyhemoglobin Saturation (Avoixmenter) WB Hemoglobin A1C (DCA Vantage) WB

ACT-LR (Hemochron Elite) WB Occult Blood (Coloscreen Manual Kit) Stool

ACT-Plus (Hemochron Elite) WB Gastric Occult Blood (Gastroccult Manual Kit) *

INR (Coaguchek XS) WB pH (Body Fluid) Container/ Specimen

Urinalysis (Clinitek) Urine Cup

hCG, Urine (Manual Kit - Cardinal Health) Urine Cup

Urine Drug Screen (Manual Kit) Urine Cup

COVID-19 (Molecular - ID NOW) Nasal/NP

Influenza A and B (Molecular - ID NOW) Nasal/NP

COVID-19, Rapid Ag (Manual Kit) Nasal/NP

Strep A (Manual Kit - Acceava Rapid) Throat

ABLOR Panel (ABL 90 Flex Plus)
(Blood Gas, Electrolytes, Hct/Hgb, Glu, Lac)

EG7+ Panel (iSTAT)
(Blood Gas, Electrolytes, Hct/Hgb)

CG8+ Panel (iSTAT)
(Blood Gas, Electrolytes, Hct/Hgb, Glucose)

CHEM8 Panel (Piccolo)
(Electrolytes, TCO2, Glu, BUN, Crea)

RSV (Manual Kit- Binax) NP

HIV 1/2 Ag & Ab Combo (Manual Kit - Alere) WB

UCSF Provder ID (if applicable):

*The requesting provider must be licensed to practice in California.

Specimen Information

Specimen Source:

Collection Date: Collection Time:

Additional Collection Instructions:

Collected By:

Test Request

Patient Name: (Last, First)

Sex:DOB: (MM/DD/YYYY)

MRN: 

WB

WB

WB

Hematology / Coagulation Tests Chemistry Tests 

Urine Tests
* Gastric aspirate

Patient Label (If applicable):

Ordering Department:

For questions related to lab requisition, please reach POCT team via the contacts below.
Mission Bay ->  Email: ClinlabPOCTMB@ucsf.edu or  tel# 415.514.2144
Parnassus and MZ ->  Email: ClinlabPOCTParn@ucsf.edu or  tel# 415.514.8223

WB

UCSF Clinical Laboratory Requisition - Point of Care Testing Performed in Clinical Research
Ordering Provider*: (First and Last Name)

Additional Tests
Please use below space and fill out full name of 
the test(s) requested. ->

Respiratory / Infectious Disease 

Blood Gas / Electrolytes Panel

Please visit UCSF Clinical Lab - POCT Website for additional infomation:  https://poct.ucsf.edu
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