
Enhanced COVID-19 New York State Surveillance Requisition 
 
Please send specimens to: UR Medicine Labs – Central Laboratory  
 Attention: Dwight Hardy, PhD, Microbiology 
 211 Bailey Road, West Henrietta, NY 14586 

 
Test requested:  SARS-CoV-2 

whole-genome 
sequencing 

 
Patient Information  *Required Information 
 
 
____________________________________   __________________________________   ____________________ 
LAST NAME* FIRST NAME* DOB* MM/DD/YYYY 
 
 
________________________________________________   _______________   _______   _________ 
STREET ADDRESS*  CITY* STATE* ZIP CODE* 
 

 

SEX*   Male (M)   Female (F)   X   Unknown 
 

 
Submitter Information *Required Information 
 
 
____________________________________________________________________________________ 
SUBMITTING FACILITY NAME* 
 
 
____________________________________________________________________________________ 
SUBMITTING FACILITY ADDRESS 
 
 
________________________________________________   __________________________________ 
CONTACT PERSON NAME CONTACT PHONE OR EMAIL 
 
Specimen Information *Required Information 
 
 
_____________________________ 
COLLECTION DATE* MM/DD/YYYY 
 
Authorization Regarding Public Health Surveillance Sequencing for COVID-19 
 

The New York State Department of Health has authorized UR Medicine Labs to conduct sequencing of 
positive SARS-CoV-2 samples because it is viewed as essential public health information for tracking the 
viral sequence variants that contribute to the spread of disease. 
 
 

 Information on COVID-19 Variant Data 
The analysis of SARS-CoV-2 sequencing results for NYS samples are publicly available at the following 
web site: https://coronavirus.health.ny.gov/covid-19-variant-data 

 

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoronavirus.health.ny.gov%2Fcovid-19-variant-data&data=05%7C01%7Ckirsten.st.george%40health.ny.gov%7Cf503b5146f1148711e6308dba0199546%7Cf46cb8ea79004d108ceb80e8c1c81ee7%7C0%7C0%7C638279803964032761%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=YaGRLGlaAfN%2FTlo3C6jCm0djgVD64xC%2BhSOQwJIu4Go%3D&reserved=0
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