
 

                    PURELAB REQUEST FORM                    

 

 

Patient Details Client Code / Address 

Surname   
Client : Forename/s  

Date of Birth  
Genter (M/F)  
NHS / Hospital Number  

Requesting Clinician Clinical Details 

Name  (reason for request/relevant 
history) Contact Number  

Sample Date/Time _____/____/____ 

Sample type 

 

Test/s Requested Sample requirements 

  

Result /Report Address 
(Include Referring Department) 

Invoice To (if different to 
report address) 

  

Please send sample and completed form to:  

PURELAB, 100a New Cavendish Street, W1W 6NR 

Prefix Label 

By signing this request form you are acknowledging that this is an agreement between the 

signee/client and PURELAB; taking full responsibility of patient consent and that the 

PURELAB Request form and Sample Acceptance Procedure has been correctly adhered to 

by you the signee/client 
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