
 
 

 
 

MIC Laboratory Requisition 
UR Medicine - Central Laboratory - 211 Bailey Road, West Henrietta, NY 14586 

Clinical Microbiology 
 

1. Complete Required Fields (*) 
2. Email signed form to: MICLab@urmc.rochester.edu 
    OR Fax signed form to: (585) 292-6811 
 

*Request Date: _____________________ *ID Physician Name: __________________________________ 

*Page / Phone: _____________________ ID Physician SIGNATURE: ______________________________ 

 
 

*Patient Name: ______________________________________________________________________ 

*MR # or DOB: ______________________________________________________________________ 

*Culture # or Collection Date: __________________________________________________________ 

*Source: ___________________________________________________________________________ 

*Organism: _________________________________________________________________________ 

 
 

Test Requested: Susceptibility Testing (method may vary due to organism / drug testing requested) 

*Antibiotic(s) to be Tested: 

 

 

 

Other Information / Special Request: 

 

 

 

 

Antibiotic Therapy: ____________________________________________________________________ 

Presumptive Diagnosis: _________________________________________________________________ 

FOR LAB USE ONLY: MIC: Affix Order # and return to MSR for scanning                                                                               Rv 4-23-20 CG 
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