
VETERINARY DIAGNOSTIC LABORATORY 

2200 W. Deane Street  CASE #  ______________________  
Fayetteville, AR 72703 DATE RECEIVED:  ______________  
PH: (479) 575-5044  RECEIVING STAFF:  _____________  
Email: vdl@uada.edu     

MAMMALIAN SUBMISSION FORM
OWNER’S INFORMATION 

Name: _________________________________________________ Animal’s name: ____________________________________________ 

Phone:  ________________________________________________ Email:  ______________________________________________________ 

Address:  _____________________________________________________________________________________________________________ 

VET & CLINIC INFORMATION 

Vet Name: ____________________________________________ Clinic Name:  _______________________________________________ 

Phone:  ________________________________________________ Email:  ______________________________________________________ 

Address:  _____________________________________________________________________________________________________________ 

Send Report:    ☐Owner   ☐Vet clinic Send Invoice:       ☐Owner  ☐Vet clinic
*Individual owners must pay up front for Necropsy and will be invoiced for additional charges (if needed) unless being billed 
through the vet clinic. Note: If a reportable disease is suspected, the vet is required by law to test for the disease in question 
regardless of owner’s consent.  

PLEASE PROVIDE COMPLETE HISTIORY 

Species:  ________________ Breed:  ________________  Age:  _______  Sex:  ______________  Weight:  ______________________ 

History and Clinical Signs:  ________________________________________________________________________________________ 
 _______________________________________________________________________________________________________________________ 
 _______________________________________________________________________________________________________________________ 
 _______________________________________________________________________________________________________________________ 
Differential Diagnosis:  _____________________________________________________________________________________________ 
Samples Submitted:  ________________________________________________________________________________________________ 
TEST(S) REQUESTED 

Pathology 
☐ Necropsy
☐ Histopathology
☐ Rabies Exam

Bacteriology 
☐ Routine Culture
☐ Salmonella Culture
☐ Anaerobic Culture
☐ Mycotic/Fungal Culture
☐ Antibiotic Sensitivity

Virology (Specify)  __________________________ 

PCR (Specify)  _____________________________ 

Hematology (Specify)  _______________________ 

Toxicology (Specify)  ________________________ 

Parasitology (Specify)  _______________________ 

Other (Specify) _____________________________

The Client/Company, denoted above, hereby acknowledges and agrees to the following: i) A schedule of all laboratory testing fees can be found online at 
(vdl.uada.edu); ii) the Client identified on this Submission Form agrees to be financially responsible for all payment obligations arising from the testing performed 
pursuant to the requests made in this form; iii) Invoices will be emailed to the address provided by the Client unless other billing arrangements are made in writing at 
the time of sample submission; iv) the Client is responsible to provide written notice of changes to its billing address, phone, or change of ownership; v) the balance of 
each Invoice is due 30 days after invoicing; vi) the UADA may not analyze samples if a Client’s account balance is 90 days past due.      

For Office use 

https://aaes.uada.edu/technical-services/veterinary-diagnostic-lab/


Case Comments:  ____________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________ 

 __________________________________________________________________________________________________________ 

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

Specimen Condition:  _________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

Client Contact: ______________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  

 __________________________________________________________________________________________________________  
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