UNIVERSITY T0F NEBRASKA VETERINARY DIAGNOSTIC LABORATORY SYSTEM
N b ka LAB USE ONLY:

Veterinary Diagnostic Center

Lincoln University of Nebraska, East Campus Accessior:: :
Fair Street & East Campus Loop Date Rec’d:
Referral:

Mailing Address: P. O. Box 82646 (Delivery Address; 1900 N. 42" St,)

Lincoln, NE 68501-2646 Invoice:

Phone: (402) 472-1434 FAX: (402) 472-3094

VYeterinarian: . Owner:

Clinic: Address:

Address: ‘

Phone: FAX: Date Mailed: Phone:

Animal: (Please list data for the animul(s) submitted rather than a general description of the herd or group)

Species: Breed: Sex: [OMale (O Female O Neutered/Spayed
Age: Odays Owks. Omos. Oyrs. Ofetus  Weight: Animal ID:
Animals ill/dead / Total animals at risk: Time between death & necropsy: hrs.

Presenting Complaint: (Please mark or indicate the primary clinical problem for the specimen submitted.)

O Abortion O Musculoskeletal/Lame O Respiratory O Unthriftiness
O Dermatologic O Neurologic O Tumor/Neoplasm O Urinary

O Diarrhea/Enteric O Reproductive O Unexpected death g
Differential Diagnosis: :

History, Clinical/Necropsy Findings, Treatments: 5

Ventral

Dorsal

(use reverse side if needed) 1

Specimens Submitted: (Please list number of each specimen submitted.) Number of whole animals submitted for necropsy:
Fixed Fresh Fixed  Fresh
Brain Liver . Feces
Intest, Ig LNode Milk
Intest, sm Lung ’ Ocular fid
Heart Spleen Serum/Plasma
Kidney Thymus Stomach cont.
Tonsil - Tumor
Other:

Test(s) Requested: (Unless ""Discretion of the lab" is marked, ONLY tests marked will be performed.)
) Discretion of the lab ( ] Parasitology

} Necropsy, [ 1 Gross, only ( ) Complete )} Toxicology

(

( (

{ ] Histopathology [ ) Serology - (see other side of form)
[ 1Cytology [ ) Virology

{ ) Bact: { JUrinalysis

{ JAerobic culture [ JAnaerobic culture ( ) Sensitivity ( J Molecular Biology/PCR

() Fungal culture ()

For Office Use Only: Date Results Telephoned: Date Results FAXed:




History (continued):

O EXPORT Use this form for submitting samples for testing other than PRV
**It is the responsibility of the referring and Brucella abortus.

veterinarian to request the appropriate
tests for export. The Diagnostic Lab Date Bled: No. Submitted:

will only run those tests and types of ) 5
tests required. No. Paired Serum Submitted:

Federal Regulations: 402-434-2300 (When submitting paired serum, please indicate by tube number as:
State Regulations: 402-471-2351 A = Ist bleed B = bleed)

REQUEST FOR SEROLOGY: (Check Test Requested):

O AIV: AGID O B. canis: card O IBR: SN O PI3: SN O SIV H;N,:HI

O AIV: ELISA O BT:AGID/ELISA O Johnes (bov):ELISA D PRRS:ELISA 0O TGE: SN

O Anaplas: ELISA 0 BVD type I: SN O Lepto (5 serovars): MAT O PRV gl:ELISA 0 WNV: IgG/IgM

0O BLV: AGID/ELISA O BVD type II: SN D Lepto (6 + canicola): MAT O PRV: screen ELISA
O BRSV: SN 0 CAE/OPP:AGID O Neospora: ELISA O PRV: SN O EIA/ELISA/AGID
O Brucellosis: card 0 EHD:AGID O PPV (Parvo):HI OSIVHINL: HI O

Tube #: | ID #: Sex: | Age: Tube #: | ID #: Sex: | Age:
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