
Swab Test

 

 

 

 

UK Health Security Agency 

[insert Health Protection team name  

address  

tel. number] 

www.gov.uk/UKHSA 

Date: 
HPZone reference number: 
 
Dear [Name of case / Parent / guardian of named case] 
 
Your doctor has recently told Public Health England (PHE), in confidence, that you (or your child) has a 
suspected diagnosis of measles infection. Doctors have a duty to notify PHE as we are responsible for the 
control of infectious diseases. Because most children in this country are now vaccinated, measles (along with 
mumps and rubella) are less common and may be easily mistaken for other infections. It is therefore important 
to confirm the diagnosis so that you/your child receive appropriate care and advice, and PHE can act quickly 
to prevent spread of infection.  
 
We can test for measles (and mumps and rubella) infection from a sample of fluid taken from the mouth. The 
sample is taken by gently brushing the teeth and gums with a sponge swab and is therefore, painless even in 
young children. The sample can be taken by the patient, a parent or guardian, or a doctor or nurse. 
 
As the UKHSA      team have requested urgent testing for measles, a sampling kit has been couriered to you to 
collect the samples today. We kindly ask that you please take the samples now so that the courier can take 
these immediately to the laboratory for testing and to not delay urgent public health actions.  
 
The kit you have received contains two identical swabs with instructions. One sample will be tested at your 
local public health laboratory (PHL) and the other sample will be forwarded to the national virus reference 
department (VRD). Both samples are taken in exactly the same way (see instructions overleaf). Please put the 
completed swabs and request form back into the box and envelope and hand over to the courier. 
 
The samples will only be used to identify whether you or your child has had recent measles, mumps or rubella 
infection. The results should be available from your doctor within a few weeks. If, for any reason, you do not 
wish to have the test, this will not affect the care you receive from your doctor. 
 
Thank you for your help which may protect children better in the future. If you want to know more, please read 
the MMR pages on our website (https://www.gov.uk/government/collections/measles-guidance-data-and-analysis).  
 
If you have any queries, please contact your Health Protection Team in PHE on the telephone number above, 
quoting the HPZone reference number given above.  
 
Many thanks, 
Public Health England  

If you are unclear about these instructions you can phone 0208 327 6442 within office hours. IF THE PAPER 

PACKET HAS BEEN OPENED, DO NOT USE THE SWAB, BUT STOP AND RING THE NUMBER ABOVE. 

 
IMWxxx-URGENT MMR parent letter/request form – flat pack 

   Version 

1 03/12/2015 

 

 
REQUEST FORM FOR SALIVA CONFIRMATION 

OF MEASLES, MUMPS & RUBELLA   To be completed by requesting doctor or patient (please tick where appropriate) 

For laboratory use only: Lead PHL name: PATIENT DETAILS 

VACCINATION HISTORY 

Name : __________________________________________ 
 

MMR1: Yes  No    Date:     _____/_____/_______ 

Sex:  M    F           Date of birth: _____/_____/_______                
 

MMR2:  Yes  No    Date:     _____/_____/_______ 

NHS no: __ __ __ __ __ __ __ __ __ __  Ext Ref No/HP Zone No: ____________ 
 

MR:       Yes   No    Date:     _____/_____/_______ 

 

 TEST REQUIRED 
Measles:Yes  No    Date:     _____/_____/_______ 

 

 
 

MEASLES   Is this test urgent? Mumps: Yes  No     Date:     _____/_____/_______ 

 
 

 
MUMPS                    Yes  No   Rubella: Yes  No     Date:     _____/_____/_______ 

 
 

 

RUBELLA   If yes, please contact your lead PHL GP name, full address including surgery name and post code  
 
GP Practice name:   
 
Post code:  
 
Microbiologist / laboratory (if relevant):  
 
If this information is incomplete we will be unable to return the 
results 

 

 CLINICAL FEATURES  
Date of onset (rash/mumps) :    ______/______/_______ 
 
Date of sample: ______/_______/_______ Time: ____ 
 
Is patient   pregnant?                           Yes    No     
 

     
If yes, number of weeks: _________________ 
 

     
Admitted to   hospital? Yes  No   
 

     
Name of Health Protection  Team:  

If yes, reason __________________________ 

Instructions for taking the swabs (also see enclosed pictogram): 

 
1. In this package for urgent measles testing you should have the following items: 

• 2 x blue swab (A) inside a clear tube (B) (both in sealed paper packets)  

• 2 x self-adhesive clear plastic bag (C) – one labelled “1 -VRD” and another labelled “2-PHL” 

• a cardboard box (D) labelled “PHE URGENT MEASLES TESTING” 
• a request form (E) • a plastic envelope (F) labelled “PHE URGENT MEASLES TESTING”  

2. Open the paper packet, remove the top from the clear tube (B) and pull out the blue swab using the 

handle. Rub the blue sponge swab all along the gums and teeth (if present), a bit like using a toothbrush, 

for one to two minutes. 3. Place the wet swab (A) back inside the clear tube (B), and replace the white cap. Please print name, date 

of birth, today’s date on the label on the clear tube.  
4. Please now wash your hands. 5. Place the labelled tube containing the swab inside the self-adhesive clear plastic bag (C) labelled “1-VRD”. 

Push the air out of the bag. Remove the red strip from top, fold down corner and stick down. 

6. Repeat steps 2 to 4 for the other sealed paper packet containing a blue swab in clear tube 

7. Place the labelled tube containing the swab inside the self-adhesive clear plastic bag (C) labelled “2-PHL”. 

Push the air out of the bag. Remove the red strip from top, fold down corner and stick down. 

8. Please complete the request form (E), ensuring that patient name, GP name and GP address are correct.  

9. Place both the completed request form and the self-adhesive clear plastic bags back into the cardboard 

box (D) and seal.   10. Place the cardboard box (D) into the plastic envelope (F). 
11. Seal the envelope and return to the healthcare worker / courier. 
12. The results should be available from your doctor within a few weeks.  Thank you 
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REQUEST FORM FOR SALIV
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omplete

d by r
equest

ing docto
r o
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only: 

Lead
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PATIE
NT DETAIL

S 

VACCIN
ATIO

N H
ISTORY 

Nam
e : 

__________________________________________ 

 

MMR1: Y
es 

 
No 

 
  D

ate
:   

  _____/_____/_______ 

Sex:  M
  

  F
 

     
     

Date
 of b

irth
: _

____/_____/_______     
     

     
 

 

MMR2:  Y
es 

 
No 

 
  D

ate
:   

  _____/_____/_______ 

NHS no: _
_ __ __ __ __ __ __ __ __ __  

Ext R
ef 

No/HP Zone N
o: _

___________ 

 

MR:   
    Y

es 
 

 No 
 

  D
ate

:   
  _____/_____/_______ 

 

 

TEST REQUIR
ED 

Meas
les

:Yes 
 

No 
 

  D
ate

:   
  _____/_____/_______ 

 

 

 

MEASLES 

 
 

Is t
his t
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Mumps: Y
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MUMPS 
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______/_______/_______ Tim
e: _

___ 

 
Is p

atie
nt   

preg
nant?  
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No 
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 re
aso
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Instru
ctio
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lso see enclosed pictogram): 
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). 
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Şeffaf plastik tüpte 2 adet 
mavi çubuk

"VRD" ve "PHL" etiketli  
2 adet şeffaf plastik torba

UKHSA URGENT 
MEASLES TESTING 
etiketli karton kutu

İçindekiler

Mavi çubuğu paketten çıkarın. Mavi çubuğu  
2 dakika boyunca diş eti bölgesine sürtün.

İlk tüpü VRD etiketli şeffaf torbaya yerleştirin. Torbanın 
içindeki havayı iterek boşaltın, üstteki kırmızı şeridi çıkarın ve 
torbayı kapatın.

İstek formunu kontrol edip doldurun ve örnekleri içeren 
iki şeffaf torbayla birlikte karton kutuya koyun ve kutuyu 
kapatın. 

Karton kutuyu beyaz polietilen zarfa yerleştirin, zarfı kapatın 
ve  kuryeye veya sağlık uzmanına iade edin. 

İkinci tüpü PHL etiketli şeffaf torbaya yerleştirin. Torbanın 
içindeki havayı iterek boşaltın, üstteki kırmızı şeridi çıkarın ve 
torbayı kapatın.

İstek formu

Beyaz plastik zarf

X2 X2

Islak çubuğu tekrar şeffaf tüpün içine yerleştirin ve �kapağı geri takın.  
Her tüpün üzerine hastanın adını, doğum tarihini (DOB) ve o günün 
tarihini yazın. 

‎2. ve 3. adımları tekrarlayın


