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Specimen Key

All samples to be shipped ambient, unless otherwise specified.

3020 UA, Complete Reflex to Culture REQUIRES 2 specimens, Yellow Cap Urine Vial

with Blue Fill Line and a Gray top urine transport tube

B= Blue top tube

BX = Unopened Barrier Tube

FBP = Frozen Plasma Blue top tube

FP = Frozen Plasma

FS= Frozen Serum

GN = Green top tube (Sodium Heparin)
GY = Gray top tube

HB = Human breath

L= Lavender top tube

SR = Serum from a Red top tube

S= Serum or Spun Barrier tub (SST)
TN = Tan top tube (EDTA)

U= Yellow top (Screw Cap Vial), Blue Fill Line, Preservative tube
Y = Yellow top tube




