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Requestor Address

Telephone Number

Senders Reference Number.

A. Patient Information

SURNAME FORENAME

T I I O O O L [y male [ ] Female

NHS Number Hospital Number
|:| Pregnant |:| Gestation x/40  DateofBirth | | | | | | | | | Hospital
$3g‘ep'e} [] \F/ﬁJSiLCIeD saliva[ | C.sF [ | Plasma[ ] DNA [ ] scab [] I\Qg?;te [ ] serum [ ] Other

Dateofsample\ L ‘

If this is a vaccine related problem please fill in B. Otherwise go straight to C.

B. Vaccine related samples - please fill in 1.2,.3 and/or 4 if relevant

1. Pre Vaccination 2. Post Vaccination

serology required? } |:| ves |:| No serology required? } |:| ves |:| No

3. Oka Vaccine 1st dose Date of

Please tick Manufacturer’ |:| GSK |:| MERCK ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Administration‘ T ‘

Batch/Lot No

4. Oka Vaccine 2nd dose

PI ick Manuf ) GSK MERCK | | | | | | | | | pqmeeot e L
ease tick Manufacturer |:| |:| Bateh/Lot No Administration \ \ \

Nature of vaccine

related problem

: } |:| Vaccine rash o |:| Breakthrough varicella rash |:| Herpes zoster
give more details in C)

|:| Failure to seroconvert D Other
post vaccination complication

Nature of rash } D At vaccine inoculation D Localised away from

i inai ; ; nerali
(if present) site vaccine inoculation site [_] Generalised

|:| Other (please give details)

Dateofonset‘ L ‘

C. Clinical Information: if not vaccine related please give full clinical details including, if relevant, nature of exposure to V.Z.V and date,
immunodeficiency status, nature of clinical problem and precise test required if known

Requesting Doctor
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