
Swab Test

 

 

 

 

UK Health Security Agency 

[insert Health Protection team name  

address  

tel. number] 

www.gov.uk/UKHSA 

Date: 
HPZone reference number: 
 
Dear [Name of case / Parent / guardian of named case] 
 
Your doctor has recently told Public Health England (PHE), in confidence, that you (or your child) has a 
suspected diagnosis of measles infection. Doctors have a duty to notify PHE as we are responsible for the 
control of infectious diseases. Because most children in this country are now vaccinated, measles (along with 
mumps and rubella) are less common and may be easily mistaken for other infections. It is therefore important 
to confirm the diagnosis so that you/your child receive appropriate care and advice, and PHE can act quickly 
to prevent spread of infection.  
 
We can test for measles (and mumps and rubella) infection from a sample of fluid taken from the mouth. The 
sample is taken by gently brushing the teeth and gums with a sponge swab and is therefore, painless even in 
young children. The sample can be taken by the patient, a parent or guardian, or a doctor or nurse. 
 
As the UKHSA      team have requested urgent testing for measles, a sampling kit has been couriered to you to 
collect the samples today. We kindly ask that you please take the samples now so that the courier can take 
these immediately to the laboratory for testing and to not delay urgent public health actions.  
 
The kit you have received contains two identical swabs with instructions. One sample will be tested at your 
local public health laboratory (PHL) and the other sample will be forwarded to the national virus reference 
department (VRD). Both samples are taken in exactly the same way (see instructions overleaf). Please put the 
completed swabs and request form back into the box and envelope and hand over to the courier. 
 
The samples will only be used to identify whether you or your child has had recent measles, mumps or rubella 
infection. The results should be available from your doctor within a few weeks. If, for any reason, you do not 
wish to have the test, this will not affect the care you receive from your doctor. 
 
Thank you for your help which may protect children better in the future. If you want to know more, please read 
the MMR pages on our website (https://www.gov.uk/government/collections/measles-guidance-data-and-analysis).  
 
If you have any queries, please contact your Health Protection Team in PHE on the telephone number above, 
quoting the HPZone reference number given above.  
 
Many thanks, 
Public Health England  

If you are unclear about these instructions you can phone 0208 327 6442 within office hours. IF THE PAPER 

PACKET HAS BEEN OPENED, DO NOT USE THE SWAB, BUT STOP AND RING THE NUMBER ABOVE. 

 
IMWxxx-URGENT MMR parent letter/request form – flat pack 

   Version 

1 03/12/2015 

 

 
REQUEST FORM FOR SALIVA CONFIRMATION 

OF MEASLES, MUMPS & RUBELLA   To be completed by requesting doctor or patient (please tick where appropriate) 

For laboratory use only: Lead PHL name: PATIENT DETAILS 

VACCINATION HISTORY 

Name : __________________________________________ 
 

MMR1: Yes  No    Date:     _____/_____/_______ 

Sex:  M    F           Date of birth: _____/_____/_______                
 

MMR2:  Yes  No    Date:     _____/_____/_______ 

NHS no: __ __ __ __ __ __ __ __ __ __  Ext Ref No/HP Zone No: ____________ 
 

MR:       Yes   No    Date:     _____/_____/_______ 

 

 TEST REQUIRED 
Measles:Yes  No    Date:     _____/_____/_______ 

 

 
 

MEASLES   Is this test urgent? Mumps: Yes  No     Date:     _____/_____/_______ 

 
 

 
MUMPS                    Yes  No   Rubella: Yes  No     Date:     _____/_____/_______ 

 
 

 

RUBELLA   If yes, please contact your lead PHL GP name, full address including surgery name and post code  
 
GP Practice name:   
 
Post code:  
 
Microbiologist / laboratory (if relevant):  
 
If this information is incomplete we will be unable to return the 
results 

 

 CLINICAL FEATURES  
Date of onset (rash/mumps) :    ______/______/_______ 
 
Date of sample: ______/_______/_______ Time: ____ 
 
Is patient   pregnant?                           Yes    No     
 

     
If yes, number of weeks: _________________ 
 

     
Admitted to   hospital? Yes  No   
 

     
Name of Health Protection  Team:  

If yes, reason __________________________ 

Instructions for taking the swabs (also see enclosed pictogram): 

 
1. In this package for urgent measles testing you should have the following items: 

• 2 x blue swab (A) inside a clear tube (B) (both in sealed paper packets)  

• 2 x self-adhesive clear plastic bag (C) – one labelled “1 -VRD” and another labelled “2-PHL” 

• a cardboard box (D) labelled “PHE URGENT MEASLES TESTING” 
• a request form (E) • a plastic envelope (F) labelled “PHE URGENT MEASLES TESTING”  

2. Open the paper packet, remove the top from the clear tube (B) and pull out the blue swab using the 

handle. Rub the blue sponge swab all along the gums and teeth (if present), a bit like using a toothbrush, 

for one to two minutes. 3. Place the wet swab (A) back inside the clear tube (B), and replace the white cap. Please print name, date 

of birth, today’s date on the label on the clear tube.  
4. Please now wash your hands. 5. Place the labelled tube containing the swab inside the self-adhesive clear plastic bag (C) labelled “1-VRD”. 

Push the air out of the bag. Remove the red strip from top, fold down corner and stick down. 

6. Repeat steps 2 to 4 for the other sealed paper packet containing a blue swab in clear tube 

7. Place the labelled tube containing the swab inside the self-adhesive clear plastic bag (C) labelled “2-PHL”. 

Push the air out of the bag. Remove the red strip from top, fold down corner and stick down. 

8. Please complete the request form (E), ensuring that patient name, GP name and GP address are correct.  

9. Place both the completed request form and the self-adhesive clear plastic bags back into the cardboard 

box (D) and seal.   10. Place the cardboard box (D) into the plastic envelope (F). 
11. Seal the envelope and return to the healthcare worker / courier. 
12. The results should be available from your doctor within a few weeks.  Thank you 
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REQUEST FORM FOR SALIV
A CONFIR

MATIO
N 

OF M
EASLES, M

UMPS &
 RUBELLA  

 

To be c
omplete

d by r
equest

ing docto
r o

r p
ati

ent (p
lea

se 
tic

k where
 ap

propria
te) 

For la
borat

ory 
use 

only: 

Lead
 PHL nam

e: 

PATIE
NT DETAIL

S 

VACCIN
ATIO

N H
ISTORY 

Nam
e : 

__________________________________________ 

 

MMR1: Y
es 

 
No 

 
  D

ate
:   

  _____/_____/_______ 

Sex:  M
  

  F
 

     
     

Date
 of b

irth
: _

____/_____/_______     
     

     
 

 

MMR2:  Y
es 

 
No 

 
  D

ate
:   

  _____/_____/_______ 

NHS no: _
_ __ __ __ __ __ __ __ __ __  

Ext R
ef 

No/HP Zone N
o: _

___________ 

 

MR:   
    Y

es 
 

 No 
 

  D
ate

:   
  _____/_____/_______ 

 

 

TEST REQUIR
ED 

Meas
les

:Yes 
 

No 
 

  D
ate

:   
  _____/_____/_______ 

 

 

 

MEASLES 

 
 

Is t
his t

est
 urgent? 

Mumps: Y
es 

 
No 

 
   D

ate
:   

  _____/_____/_______ 

 

 

 

MUMPS 

 
 

     
     

     
  Y

es 
 

No 
 

 

Rubella
: Y

es 
 

No 
 

   D
ate

:   
  _____/_____/_______ 

 

 

 

RUBELLA 

 
 

If y
es,

 plea
se 

contac
t y

our le
ad PHL 

GP name, f
ull a

ddres
s in

clu
ding su

rgery
 name a

nd post c
ode  

 
GP Prac

tice
 nam

e:  

 
 

Post c
ode:  

 
Micr

obiologist 
/ la

borat
ory 

(if 
rel

evant): 

 
 

If t
his i

nform
ati

on is 
incomplet

e w
e w

ill 
be u

nable t
o re

turn th
e 

res
ults 

 

 

CLIN
IC

AL FEATURES 

 
Date 

of o
nset

 (r
ash/m

umps) :
    _

_____/______/_______ 

 
Date 

of sa
mple: 

______/_______/_______ Tim
e: _

___ 

 
Is p

atie
nt   

preg
nant?  

    
    

    
    

    
    

 Yes 
  

 
No   

 
 

 

 

 
 

 
 

If y
es,

 number 
of w

eek
s: _

________________ 

 

 

 
 

 
 

Admitte
d to

   h
ospital

? 

Yes 
 

No 
 

 

 

 

 
 

 
 

Nam
e o

f H
eal

th Protec
tio

n  T
eam

:  

If y
es,

 re
aso

n __________________________ 

Instru
ctio

ns fo
r ta

king th
e swabs (a

lso see enclosed pictogram): 

 
1. 

In th
is p

acka
ge fo

r u
rgent m

easle
s t

estin
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 th
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ab (A
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be (B
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oth in
 se

aled paper p
acke

ts)
  

• 
2 x 

se
lf-a

dhesiv
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ar p
lastic

 bag (C
) –

 one la
belled “1

 -V
RD” a

nd another la
belled “2

-PHL” 

• 
a ca

rdboard box (
D) la

belled “U
KHSA URGENT M

EASLES 
TESTING”

 

• 
a re

quest 
form

 (E
) 

• 
a plastic

 enve
lope (F

) la
belled “U

KHSA 
URGENT M

EASLES 
TESTING”  

2. 
Open th

e paper p
acke

t, r
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 th
e to

p fro
m th
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e blue sw
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g th
e 

handle. R
ub th
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onge sw
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long th
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a bit li
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g a to
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, 
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3. 
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e wet s
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e th
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ar tu
be (B
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nd re
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 th

e white
 ca

p. P
lease

 prin
t n
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ate 

of b
irth

, to
day’s

 date on th
e la

bel o
n th

e cl
ear tu

be.  

4. 
Please

 now wash
 yo

ur h
ands. 

5. 
Place

 th
e la

belled tu
be co

ntaining th
e sw

ab in
sid

e th
e se

lf-a
dhesiv

e cl
ear p

lastic
 bag (C

) la
belled “1

-VRD”. 

Push
 th

e air o
ut o

f th
e bag. R
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 th

e re
d st

rip
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m to
p, fo

ld down co
rner a

nd st
ick

 down. 

6. 
Repeat s

teps 2
 to

 4 fo
r th

e other s
ealed paper p

acke
t c

ontaining a blue sw
ab in

 cle
ar tu

be 

7. 
Place

 th
e la

belled tu
be co

ntaining th
e sw

ab in
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e th
e se

lf-a
dhesiv

e cl
ear p

lastic
 bag (C

) la
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-PHL”. 

Push
 th

e air o
ut o

f th
e bag. R

emove
 th

e re
d st

rip
 fro

m to
p, fo

ld down co
rner a

nd st
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 down. 

8. 
Please

 co
mplete th

e re
quest 

form
 (E

), e
nsu

rin
g th

at p
atie

nt n
ame, G

P name and G
P address 

are co
rre

ct.
  

9. 
Place
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e co

mpleted re
quest 

form
 and th

e se
lf-a

dhesiv
e cle

ar p
lastic

 bags b
ack 

into th
e ca

rdboard 

box (
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nd se
al.  

 

10. P
lace

 th
e ca

rdboard box (
D) in

to th
e plastic

 enve
lope (F

). 

11. S
eal th

e enve
lope and re

turn to
 th

e health
ca

re worke
r / 

co
urie

r. 

12. T
he re

su
lts 

sh
ould be ava

ilable fro
m yo

ur d
octo

r w
ith

in a fe
w weeks.

 

 Thank y
ou 

How to take oral fluid swabs
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2 x blue swab in plastic 
clear tube

2 x clear plastic 
bags, labelled 
“VRD” and “PHL”

Cardboard Box labelled 
UKHSA URGENT 
MEASLES TESTING Contents

Remove blue swab from packet. Rub the blue 
swab along the gum line for 2 minutes.

Place the first tube inside the clear bag labelled VRD. 
Push out air, remove red strip from top and seal.

Check and complete request form and place with both 
clear bags containing the samples into cardboard box 
and close. 

Place cardboard box into white polythene envelope, 
seal and return to courier or healthcare professional. 

Place second tube into the clear bag labelled PHL. 
Push out air, remove red strip from top and seal.

Request form

White plastic 
envelope

X2 X2

Place wet swab back inside the clear tube and �replace the cap. 
Write patient’s name, date of birth (DOB), today’s date on each tube. 

Repeat steps 2 and 3


