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M O L E C U L A R  T Y P I N G  
R E Q U E S T  F O R M  

Microbiology Surveillance Unit 
Department of Microbiology, PathWest Laboratory Medicine WA 
Level 3, PP Block, QEII Medical Centre 
Hospital Avenue, NEDLANDS WA 6009 
Ph: (08) 6383 4364/4363 Fax (08) 9382 8046 
Email: PathWest_Micro_Surveillance@health.wa.gov.au 

mailto:PathWest_Micro_Surveillance@health.wa.gov.au
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PathWest use only: 
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Meets Specimen Acceptance Criteria 

 

PathWest Receiving Staff Initials 

Please note: Ensure as much information as possible is documented. Copy table to additional pages if required. 
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