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COVID-19 Kit 51 Components

* After kit receipt
e Take ice pack out and place in freezer
e Transport media can be stored at room temp. or refrigerated

Note: It’s acceptable to keep kit at room temp except ice pack (freezer) until used
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Nasopharyngeal Collection Instructions

Use only a synthetic fiber mini-tip swab with a plastic pseMiniTip Swab

shaft.

e Do not use calcium alginate or wooden shaft
swabs that may inhibit PCR testing.

e Collected by a trained healthcare professional

NP Collection

Nasopharyngeal (NP) swab: Insert a swab into the
nostril parallel to the palate. Leave the swab in place
for a few seconds to absorb secretions

After collection, place swab immediately into
transport media (i.e. VTM, M4, Saline).

e Note: If unsure which transport media to use, contact o
the testing laboratory before collection and submission @‘DHH&
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dditional Acceptable Collection Swabs

Oropharyngeal (OP) specimen
Collected by a trained healthcare
professional

e Use Full Size swab and swab both sides

of the throat (similar to strep screen
collection)

Nasal Swab (Nasal) specimen
Collected by a trained healthcare
professional or patient collected with
trained healthcare professional
observing collection

e Use full size swab and collect both
nares with same swab
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After Collecting a Swab

Place swab in transport medium ensuring the swab handle
is at the right height
 Place swab %2 way in tube then break off at designated break
off point

e Note: If the swab handle is too long, the tube can’t be closed
properly and if the sample leaks it will be rejected.

When closing the cap, make sure to thread correctly, and
check that the specimen is not leaking.

e Note: If the sample leaks it will be rejected.
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Packaging COVID-19 Specimens

* Labeling & Packaging
> Label tube with the following:

NOTE: Must have 2 identifiers
1. Patient first and last name

Samiple in bag with absorbent

2. Include one of the following second
identifiers:

» Patient Date of Birth
» Patient Medical Record Number
> Specimen Number

3. Source-Some examples are:

» NP (Nasopharyngeal)
» Nasal
» OP (Oropharyngeal)




Packaging COVID-19 Specimens Cont.

e Place all tube(s) (tighten cap) in
zipper bag with absorbent material
square
« Note: 95KPA bag will hold 10 tubes

e Place completed test requisition(s)

in back pouch of g5KPA bag (side
with no writing)

Zipper bag in gskPa bag

e Place zipper bag with sample into
pouch of gskPa

« Side of bag with orange biohazard
mark
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eting State of Michigan
Test Requisition

r Compl

There are 2 different options for MDHHS Bureau of
Laboratories COVID-19 Test Requisitions to complete when
sending samples to the State Laboratory

1.  COVID-19 (SARS-COV-2)Multiple Specimen Requisition
 Allows you to complete information for up to 5 patients at a time

« Use ONLY for either:
Long Term Care Collections

Congregate Care Outbreak Investigations
Note: Use for patients living in the same facility

>.  COVID-19 (SARS-COV-2) Molecular Detection “ LDE
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COVID-19

(SARS-COV-2)
Multiple

Specimen

Requisition (5856) |

Up to Five Patients
Per Form

NOTE: Use for
Long Term Care
Collections
&
Congregate Care
Outbreak
Investigations

COVID-19 (SARS-COV-2) MULTIPLE SPECIMEN REQUISITION

Michigan Department of Health and Human Services

3350 Morth Martin Luther King Jr. Blvd.
Fax 517-335-9871

Laboratory Records 517-335-8059

Bureau of Laboratories

Lansing, Michigan 43909
Technical Information 517-335-8067 www. michigan.gov/imdhhslab

Date received at MDHHS

Enter STARLIMS Code if known

Return results to:

Fhone
Fax
Provider: Mational Provider
|dentifier
CONGREGATE LIVING INFORMATION (IF DIFFERENT THAN SUBMITTER)
Address Apartment Number
|||||||||||||||||||||||||||||||||||
State Zip Code
L o LI LT[ ]
PAHEHTJ'SPECIMEH INFORMATION (COMPLETE ALL FIELDS)
MOHHS Specimen# | Date Collected | Specimen Source | Patient Name (Last, First) Date of Birth | Sex
1 Om OF
Patient Phone Number | Symptomatic Race Ethnicity
Cyes CINe [CJAvaN [JAs Bk CINH CJwWH [JOTH | Hispanic [J Non-Hispanic [J UNK
MDHHS Spacimen # | Date Collected | Specimen Source | Patient Name (Last, First) Date of Birth | Sex
2 Owm OF
Patient Phone Number | Symptomatic Race Ethnicity
Cyes CINo (CJaAN JAS JBK CONH COWH [JOTH | [ Hispanic [CJ Non-Hispanic [JJ UNK
MDHHS Specimen # | Date Collected | Specimen Source | Patient Name (Last, First) Date of Birth | Sex
3 Owm OF
Fatient Phone Number | Symptomatic Race Ethnicity
Clves [Iho |CJAUAN [JAs [JBK CINH CJWH [JOTH | [ Hispanic [ Non-Hispanic [ UNK
MDOHHS Specimen # | Date Collected Spemmen Source | Patient Name | (Last, Flrst] Date of Birth | Sex
4 Owm OF
Fatient Phone Number | Symptomatic Race Ethnicity
Cyes CIMo |CJAAN [JAs ek OONH OOJWH [CJOTH | [ Hispanic ) Mon-Hispanic ] UNK
MOHHS Specimen # | Date Collected | Specimen Source | Patient Name (Last, First) Date of Bith | Sex
5 |:|M |:|F
Fatient Phone Mumber | Symptomatic Race Ethnicity
ves COno |Javan [JAs ek ONH CIwH [JoTH | [ Hispanic [] Mon-Hispanic  [] UNK
Indicate Test Reason Below
[] Diagnosis ~ [] Surveillance
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Complete COVID-19 (SAR-COV-2)
Multiple Specimen Requisition (5856)
(Information Must Exactly Match Sample Tube)

A T SRS Coefn  mmm [ o

Refum resus to:
Ph[]ne ‘ Insert Phone number with area code

4 Enter Name & Address of Facility
Fa)[ ‘ Insert Fax number with area code

PTovider '| Nafional Provider
List Ordering Provider . Insert Provider ID number
I oo e
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Complete COVID-19 (SAR-COV-2)

Multiple Specimen Requisition (5856) Cont.

"CONGREGATE LIVING INFORMATION (IF DIFFERENT THAN SUBMITTER)
Address

Apartment Number
w Elnterl Ap;artnllentl# M
State Zip Code

List S
% #' List Zip Code

PATIENTISPECIMEN INFORMATION (COMPLETE ALL FIELI]S]

MDHHS Specimen #°77 Date Collects

pecimen Source

Patient Name (Last, Firsf)

&

QADate of Birth

S

MM/DD/YYYY

Record

specimen source

Must Exactly match sample tube

MM/DD/YYYY

10u OF,

Indmate Test Reason Below

[ Diagnnsis‘l:l Surveilance

Select the reason for
testing

Select yes

or no if

patient has | |
COVID-19 [™=
symptoms

or not

Efhnicity

AI/AN= American Indian or Alaska Native

AS= Asian

BK= Black or African American

NH=Native Hawaiian or other Pacific Islander

WH=White
OTH= Other Race

UNK-Unknown

biological sex
of the patient
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Complete the
COVID-19
(SARS-COV-2)
Molecular Detection
Requisition (5891)

If send
MDH
La

ing sample to
HS Bureau of

ooratories

Date Received in Laboratory

Laboratory Specimen Mumber

COVID-19 (SARS-COV-2) MOLECULAR DETECTION

Michigan Department of

PO Box 30035
Laboratery Records: 517-335-8059

Bureau

Fax: 517-335-9871

Print in UPPERCASE using dark pen

of Laboratories

3350 Morth Martin Luther King Jr. Blvd.
Technical Information: 517-335-8067

Web: werw michigan.gow/mdhhslab

ealth and Human Services

Lansing, MI 43509

More Detailed Definificns/Explanations on page 2.

SUBMITTER INFORMATION

5 -] Agency Code {If Known)

-‘E =

ELs

E .-% g Telephone

it (AL [a] AT
E ax

A HENNNNEEEN
ntact Person/Ordering Physician/Provider Name Mational Provider |dentifier #

21
=]

PATIENT INFORMATION {Complete all fields)

Mame [Last, First, M.1

Submitter Patie

nt# rl applicable

mgtomatic
||f||||mﬁnm

SEX
[ male
[l Female

Race

] &merican Indian or Alaska Mative [ asian
[7] Mafive Hawaiian or other Pacific Islander ] White

[l Black or African American
[] Other

Ethnicity
[C] Mot Hispan

[[] Hispanic or Latino

ic or Latino

[ Unknown

Date of Birth (MM-DD-YY"™)

Pregnant (if known)

[ ves [OMo

SPECIMEN INFORMATION (Complete all fields)

COnzet Date (M

h-D0-Y

il

Submitter Specimen &

Collection Date (MM

-DD-¥ )

Caollectio

n Time (Military)

Specimen Sou

rce ] Masopharyngeal

[ sputum

] Oral pharyngeal
[ Bronchial Wash

] Masal

Feason for Testing

[C] Diagnosis

[ surveillance

| MDHHS-5891 (1

0-20)

.1
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COVID-19 (SARS-COV-2)
Molecular Detection (5891)

/ ?

SUBMITTER INFORMATION

5

=

=0

i L=

s8%

= ﬁ‘ =] - Enter Name & Address of Facility

E o = Submitting the Sample
g

Et®

E =

1

&

Contact Person/Ordering Physician/Provider Name

Agency Code (If Known)

Y

Agency Code #

Telephone

—

Fax

Y

Insert Fax number & area code

National Provider Identifier #

H List Ordering Provider

Provider ID #

Insert National Identifier
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/ COVID-19 (SARS-COV-2)
Molecular Detection (5891) Cont.

PATIENT INFORMATION (Complete all fields)

Mame (Last, First, M.1)

”l Must Exactly match sample tube
Address Apt. #
Enter Patient Address Enter Apt. #if
: _ ' applicable
City State Zip Fhone Mumber
w Enter city where patient resides | SI;;Stte I List Zip Code m Patient phone # with area code
Submitter Patient # (if applicable) Symptomatc Select yes or no if patient has
Enter Submitter Patient # if known D Yes D Mo COVID-19 symptoms or not
Race
lMale "] American Indian or Alaska Native ) Asian [ Black or African American
Female |[] Native Hawaiian or other Pacific Islander [] White  [] Other | SelectRace |

Ethnicity
"] Hispanic or Latino [C] Unknown |Date of Birth (MM-DD-YYYY) |Pregnant (if known)
] Not Hispanic or Latino s

Select “Yes” or
“No” if you know
the status of
female patient

Record patient birthdate

List the biological Select ethnicity
sex of the of patient P
patient @‘DHH&
X
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COVID-19 (SARS-COV-2)
Molecular Detection (5891) Cont.

SPECIMEN INFORMATION (Complete all fields)

Onset Date (MM-DD-YYYY)

Submitter Specimen #

w List date of onset

1 | | 1 1 | 1 | 1 1 |
H Enter Submitter Specimen # if known

Collection Date (MM-DD-YYYY) Collection Time

List date sample
collected

List time sample
collected

Specimen Source [ Nasopharyngeal (] Oral pharyngeal

—T{ seectspecimen source | [7] iy [) Bronchial Wash
pssonor sy (0 -

eason for Testing  [] Diagnosis

[ Nasal

Select r n for
ot =
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/ Packaging COVID-19 Samples Cont.

Place frozen ice pack Place g5kPa bag with
inside styrofoam sample on top of
insert within the box frozen ice pack in box
Ice packs are
preferred,

Avoid using bags

of ice that leak

and can remove
the ink from
sample labels

Samples missing 2
patient identifiers
will be rejected
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/ Packaging COVID-19 Samples Cont.

Place Styrofoam lid on top
of 95 KPA Bag
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Shipping Options to State Laboratory

* Courier transport to BOL
3350 North Martin Luther King Jr. Blvd., Lansing 48906

» UPS/FedEx (if courier is unavailable) Monday-Thursday only

927 Terminal Rd., Lansing MI 48906 (our warehouse address)

» UPS/FedEx (if courier is unavailable) Friday only

e Print a Saturday delivery overnight label using address:
e 3350 North Martin Luther King Jr. Blvd., Lansing 48906

« NOTE: Samples may sit in the UPS/FedEx warehouse all weekend if a
Saturday delivery label is not used

* Weekend Delivery: Use your facility courier or refrigerate sample for Monday
delivery. Freeze specimen if >72 hours before delivery. Send on cold packs.

* For Urgent Requests contact: (517)335-9030 ;{‘Ii{ﬁ[&
«=f
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Shipping with Courier-Outer Box

Close box and tape with packing tape.

Responsible REFRIGERATE
UFON AVIWVAL

DO NOT

Place address label on top of sealed e
box

“| Your Facility

e Fill in your name and facility | Names
address on upper right of label :

Place UN3373 Category B label on side
of outer box

Write full name and phone number
with area code of Responsible Person
from your facility on Top of box

Place “refrigerate” yellow label on box




UPS Shipping-Monday-Thursday Only
Note: Friday shipping use special Saturday delivery label

Close box and tape with
REFRIGERATE

. UPON ARRIVAL
packing tape. o
: FREEZE

Place UPS label on top of sealed
box

UPS GROUND e

Place UN3373 Category B label &8 I/IIII/IIII!HIIII Crerson:
on side of outer box

Write full name and phone
number with area code of
Responsible Person from your
facility on top of box

Place “refrigerate” yellow label
on box




FedEx Shipping-l\/londay—TH“Ljféday Ohlly
Note: Friday shipping use special Saturday delivery label

Close box and tape with

REFRIGERATE

2 | g UPON ARRIVAL
packing tape. i il —
FREEZE

Place FedEx label on top of

sealed box

Responsible
Person:

Place UN3373 Category B label
on side of outer box

Write full name and phone
number with area code of
Responsible Person from your
facility on top of box

Place “refrigerate” yellow label
on box




For Testing Questions Contact:

Dr. Diana Riner
Virology Section Manager (517) 335-8099

Bruce Robeson
Viral Isolation & Molecular (517) 335-8098

Testing Unit Manager

Kris Smith
Unit Manager/Bacterial & (517) 335-8100
Viral Serology

For Packaging and Shipping Questions Contact:

Shannon Sharp Office: (517) 335-9653
Bioterrorism Training cell (517) 331-7356
Coordinator

Matt Bashore Office:(517) 335-8059
Supervisor DASH Unit Cell: (517) 648-9804


mailto:rinerd@michigan.gov
mailto:robesonb@michigan.gov
mailto:SmithK8@michigan.gov
mailto:SharpS1@michigan.gov
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