
I.	 SAMPLE INFORMATION (REQUIRED)

II.	 PATIENT INFORMATION (REQUIRED)

Last Name:   	Title: 

First Name:  	 Middle Initial(s): 

Patient NHI No:  Date of Birth (dd / mm / yy):   	Gender:   Female   Male

Address: 

City/Town:   	Postcode: 

Preferred Phone Number: 

III.	 IMPORTANT PATIENT HISTORY - REQUIRED FOR CXBLADDER TRIAGE ONLY

Smoking History (tick one)

 Non Smoker (less than100 cigarettes / lifetime)   Ex-Smoker (stopped more than 1 year ago)   Current Smoker

Haematuria History (Please complete ALL relevant sections)

 No known or recent history of haematuria (within the last 1 year)

 Microhaematuria, confirmed by dipstick or microscopy

 Macrohaematuria (visible blood in urine):	

Macrohaematuria most recent event: 	  Never   Within the last week   Within the last month    Within the last year

Macrohaematuria duration of the most recent event: 	  Less than 10 days 	  10 days or longer

Macrohaematuria frequency:	  One or less episode / day 	  More than one episode / day

IV.	 HEALTHCARE PROFESSIONAL INFORMATION (REQUIRED)

Cxbladder test results will be sent to the nominated Healthcare 	  
Professional (GP and/or Specialist).

Name: 

Practice: 

Address: 

City/Town: 

Email: 

Phone:   Fax: 	 Result transmission is via HL7 and Mail.

Under License from Pacific Edge Ltd  •  Cxbladder is a trademark of Pacific Edge Ltd

07-MTS-213-NZ-REV-A

PLACE BARCODE HERE
(SAME AS CXBLADDER TUBE)

ONLINE TEST REQUISITION FORM
Please complete this test requisition form and return it with the Cxbladder sample. Failure to do so may delay 
the test result. For further assistance, contact customer service on 0800 CXBLADR (0800 2925-237)

DAY 	  MONTH 	          YEAR
Sample Collection Date:

Additional Healthcare Professional:

Shipping Inventory – diagnostic specimen, not restricted,  
packed in compliance with IATA 650 packaging instruction.
• Urine Sample (human, non-infectious).

Pacific Edge Diagnostics NZ Ltd
Centre For Innovation 
87 St David Street, PO Box 56 
Dunedin, 9016 NZ

Tel: 0800 CXBLADR (0800 2925-237) 
Fax: (03) 479-5801 
Email: info@cxbladder.com 
Web: www.cxbladder.com

I.    SAMPLE INFORMATION (REQUIRED)

II.  PATIENT INFORMATION (REQUIRED)

IV.  HEALTHCARE PROFESSIONAL INFORMATION (REQUIRED)

V.  HEALTHCARE PROFESSIONAL’S COMMENTS VI.  SHIPPING INVENTORY

Smoking History (tick one)

Haematuria History (Please complete ALL relevant sections)

PLEASE FOLLOW ALL RELEVANT SAMPLE PREPARATION AND SHIPPING 
INSTRUCTIONS ON THE INSTRUCTIONS FOR USE LEAFLET PROVIDED

Southern Community Laboratories, Dunedin

III.  IMPORTANT PATIENT HISTORY (REQUIRED) - To be completed by the Requester


