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Public Health England

Virus Reference Department (VRD)

61 Colindale Avenue

London

NW9 5HT

REQUEST FORM FOR SALIVA CONFIRMATION

OF MEASLES, MUMPS & RUBELLA 

To be completed by requesting doctor or patient (please tick where appropriate)

PATIENT DETAILS

VACCINATION HISTORY

Name : __________________________________________
MMR1: Yes No

  Date:     _____/_____/_______

Sex:  M    F           Date of birth: _____/_____/_______               
MMR2:  Yes No

  Date:     _____/_____/_______

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

MR:       Yes  No
  Date:     _____/_____/_______

TEST REQUIRED

Measles:Yes No
  Date:     _____/_____/_______

MEASLES

Mumps: Yes No
   Date:     _____/_____/_______

MUMPS
              

   Yes
No

Rubella: Yes No
   Date:     _____/_____/_______

RUBELLA
If yes, please contact laboratory

GP name, full address including surgery name and post code

Practice name: 

Post code: 

If this information is incomplete we will be unable to return the 

results

)

on  0208 327 6253  

CLINICAL FEATURES

Date of onset (rash/mumps) :    ______/______/_______

Date of sample: ______/_______/_______ Time: ____

Is patient   pregnant?              
             Y

es  
  oN

If yes, number of weeks: _________________

Admitted to   hospital?
Yes

No
Name of HPU/Health Protection Team: Y23KA 

If yes, reason __________________________

Microbiologist / laboratory (if relevant)

Public Health England

Virus Reference Department (VRD)

61 Colindale Avenue

London

NW9 5HT

REQUEST FORM FOR SALIVA CONFIRMATION

OF MEASLES, MUMPS & RUBELLA 

To be completed by requesting doctor or patient (please tick where appropriate)

PATIENT DETAILS

VACCINATION HISTORY

Name : __________________________________________
MMR1: Yes No

  Date:     _____/_____/_______

Sex:  M    F           Date of birth: _____/_____/_______               
MMR2:  Yes No

  Date:     _____/_____/_______

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

MR:       Yes  No
  Date:     _____/_____/_______

TEST REQUIRED

Measles:Yes No
  Date:     _____/_____/_______

MEASLES

Mumps: Yes No
   Date:     _____/_____/_______

MUMPS
              

   Yes
No

Rubella: Yes No
   Date:     _____/_____/_______

RUBELLA
If yes, please contact laboratory

GP name, full address including surgery name and post code

Practice name: 

Post code: 

If this information is incomplete we will be unable to return the 

results

)

on  0208 327 6253  

CLINICAL FEATURES

Date of onset (rash/mumps) :    ______/______/_______

Date of sample: ______/_______/_______ Time: ____

Is patient   pregnant?              
             Y

es  
  oN

If yes, number of weeks: _________________

Admitted to   hospital?
Yes

No
Name of HPU/Health Protection Team: Y23KA 

If yes, reason __________________________

Microbiologist / laboratory (if relevant)
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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:

PATIENT DETAILS

VACCINATION HISTORY

Name : __________________________________________
MMR1: Yes No   Date:     _____/_____/_______

Sex:  M    F           Date of birth: _____/_____/_______               
MMR2:  Yes No   Date:     _____/_____/_______

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

MR:       Yes  No   Date:     _____/_____/_______

TEST REQUIRED

Measles:Yes No   Date:     _____/_____/_______

MEASLES

Mumps: Yes No    Date:     _____/_____/_______

MUMPS
                

 Yes
No

Rubella: Yes No    Date:     _____/_____/_______

RUBELLA
If yes, please contact laboratory

GP name, full address including surgery name and post code

Practice name: 

Post code: 

If this information is incomplete we will be unable to return the 

results

)

on  0208 327 6253  

CLINICAL FEATURES

Date of onset (rash/mumps) :    ______/______/_______

Date of sample: ______/_______/_______ Time: ____

Is patient   pregnant?                
           Yes  

  oN

If yes, number of weeks: _________________

Admitted to   hospital?
Yes

No
Name of HPU/Health Protection Team: Y23KA 

If yes, reason __________________________

Microbiologist / laboratory (if relevant)

Public Health EnglandVirus Reference Department (VRD)
61 Colindale AvenueLondon

NW9 5HT

Write the date of sample on the label (G) and on the 
request form (E). Stick the label to the clear tube (B) Swab the gum line for 2 minutes

Place clear tube (B) into self adhesive clear bag (C). 
Push air out of bag. Remove red strip from top fold 
down corner and stick down. Now wash your hands.Replace foam swab in clear tube and replace lid (B)

Place form (E) with clear bag containing the sample (C) 
into cardboard box (D)

Place cardboard box (D) into pre-paid grey plastic envelope 
(F) and seal. Post pre-paid grey plastic envelope (F) in your
local Royal Mail post box.

How to take an oral fluid swab

Foam swab (A) 
and clear tube (B) 
in paper packet.

Self adhesive clear 
plastic bag (C)

Cardboard box (D)

1

Name

DoB

NHS #

Date of Sample

Request form (E)

Pre-paid grey 
plastic envelope (F)

Label for test tube (G)
John Martin
01/09/1990

012 012 0123

There is a video guide ‘How to take an oral fluid swab – for all the family’ here: bit.ly/OFKit

Contents of swab test kit

IMW199 – Instructions for taking oral fluid – MMR flatbox

http://bit.ly/OFKit

