
 

SPECIMEN DISPATCH LOG FOR UNILABS 
 

HOSPITAL NAME:____________________________________ 
 
DATE SENT:_________________      BAG /DRUM / POSTAL PACK No.:___________ 
 
PLEASE FAX TO: 020 7637 4913 
 

PATIENT NAME HOSPITAL REF.  SAMPLE TYPE NUMBER OF POTS 

    

    

    

    

    

    

  



 

    

    

    

    

    

    

    

    

    

    

    

    

    

 


