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DEPARTMENT OF PATHOLOGY
IMMUNOLOGY TEST REQUEST FORM

Immunology reference no.
(for lab use)

Patient Name: Age/Gender:
Referring Doctor: Phone no.:
Address: e-mail:

Sample collection date and time:

Clinical diagnosis:

Tests required:
(If requesting for Oligoclonal band (OCB) assay, kindly provide serum and CSF IgG values)

Clinical details:

Previous investigations:

Clinician’s signature and Date




