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Test Requisition Form 

 

N. Prot.: _______________                                                    

  Date: ________________ 

SAMPLE DETAILS 
 

First and Last Name: ______________________________________________________ Date of Birth*:______________ 

Sample Code (for Physician/Laboratory use): _______________________________  Date of collection: ______________ 

Biological sample:   ☐    Vaginal swab          ☐    Endocervical swab             

Indication to the exam (*a physician’s prescription is mandatory for minors):  ___________________________________________       
 

ANALYSIS REQUESTED (Check the corresponding box/boxes) 
 

 

                   Eubiome - Vaginal  

                   Eubiome - Active 

REPORTING PREFERENCES (Check the corresponding box/boxes) 
 

 

 PHYSICIAN/LABORATORY                                                                                      PATIENT (online)   

 
In order to activate the on-line reporting, you need to provide us an E-mail address: _____________________________ 
And a phone number: _______________________________________________________________________________ 
Indications for first access are available at https://www.laboratoriogenoma.eu/ 
I the undersigned __________________________________________________________________________________   
hereby authorize in accordance with Regulation EU 679/2016 to the sending of the report in the manner indicated above.           
                   
                                                                                                               SIGNATURE_____________________________________ 
 

INVOICING (Check the corresponding box/boxes) 
       

         
      PHYSICIAN/LABORATORY (according to EUROFINS GENOMA information sheet)  

      PATIENT  (fill in the data below) 

Name and Surname:  ______________________________________________________________________________ 

Date and Place of birth: ____________________________________________________________________________ 

Address: ___________________________________________________________  City: ________________________ 

Privacy: This document was generated by Eurofins Genoma Group and is used exclusively for external laboratories that request it. This document may contain extremely confidential 
information. If it is lost and is in your possession, please kindly inform us immediately at the phone number(+39) 06.164161500 or send it promptly to the following address: Genoma 
Group - Laboratories and Medical Studies c / o Via Castel Giubileo, 11 - 00138 Rome. Any unauthorized use of the contents of this document constitutes a violation of the obligation 
not to view correspondence between other subjects, except for more serious unlawful acts, and exposes the person responsible to the relative civil and criminal consequences. 
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Anamnesis information (to be filled out by the doctor)                                                                      

 

Name: _________________________________ Surname: __________________________________ 

Age: ___________   Date of collection: _______________ 

 

CHECK THE CORRESPONDING BOX/BOXES 
 

                                        Symptoms: 

 Burning                                                       
 Dyspareunia                                                  
 Itching                                                           
 Leucorrhoea                                                    
 Previous abnormal pap smear                
 Urinary system symptoms 

                         
 No symptoms 

                                

State:                                         

 Pregnancy 
 Menopause 
 Premenarche 
 Reproductive phase      

 

BMI: 

 Normal weight 
 Underweight 
 Overweight 
 Obesity 

 

Intestinal tract condition: 

 Prone to constipation 
 Prone to diarrhoea 
 Diarretic 

                                                               Date: _____________                                                    

                  Physician’s signature: _______________________________ 
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