
STOOL COLLECTION INSTRUCTIONS

– FOLLOW INSTRUCTIONS CAREFULLY –

IMPROPER COLLECTION MAY INVALIDATE RESULTS

DNA STOOL ANALYSIS by qPCR

�1 – Kit Box

�1 – Test Req. Form

�1 – Collection Tray

�1 – Specimen Vial*

�2 – Gloves

�1 – Zip Closure Specimen Bag

�1 – Absorbent Pad

�1 – UPS Lab Pak Mailer + UPS Shipping Label 

A Targeted Approach to Wellness

www.PrecisionPointDiagnostics.com

ITEMS INCLUDED IN YOUR COLLECTION KIT

IMPORTANT: Stool sample must be received within 6 days of collection. If you cannot ship the 

specimen on the day of collection, please refrigerate and ship as soon as possible, preferably 

within 3 days.

SHIPPING INSTRUCTIONS 
Take the package to a UPS storefont location or call UPS to schedule a pick up.

UPS Account Number: X65361UPS Pick up line: 1 (800) 742-5877

If you are missing any of the needed components or have 

questions about the collection, 

please call Precision Point Diagnostics Customer Service 

Department at 678-736-6374

Avoid contact with skin and eyes to the specimen vial fluid. If 

you do get fluid in your eyes, flush eyes with water for 15 

minutes. If your skin comes in contact with vial fluid, wash with 

soap and water. If ingested, please contact a physician.
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NOTE: Please review all instructions and collection kit components before starting your sample collection. 

DO NOT discontinue taking prescription medications unless directed by your physician.

Write the Patient Name,

Date of Birth, and Collec-

tion Date on the Specimen 

Vial label.*

IMPORTANT: 

Put gloves* on and

pass stool into the 

Collection Tray.

A) Using the spoon attached

to the cap of the Specimen

Vial, spoon stool from multiple

areas of the sample into the

vial.*

* Collect from at least 4 areas of

sample.

B) FILL SPECIMEN VIAL TO

ABOVE THE RED FILL LINE

INDICATED ON LABEL.

Don’t overfill. The cap should 

close without spillover.

A) Fill out the Test Requisition

Form completely and place

into the document pocket of

the specimen bag.

NOTE: Be sure to write the date of

sample collection on the form.

Incomplete information in the patient 

section will result in delayed testing.

Payment type must be completed and 

payment included to process sample.

B) Place the collected Speci-

men Vial into the specimen

bag and seal the bag.

C) Place the Specimen Bag

with the collected sample and

Test Request Form into the

Kit Box.

D) Ship completed Kit Box

back using the LabPak Mailer

& shipping label included in

the box.

A) Carefully mix stool and fluid with the spoon

attached to the cap.

B) Replace cap tightly and shake vial vigorously

for 30 seconds.

NOTE: If spillover occurs, rinse the outside of the vial (with

water only) after sealing.

DO NOT DISCARD THE 

PINK LIQUID IN THE 

SPECIMEN VIAL.

SAMPLE

* Actual label may vary from image. * Wear gloves while collecting the sample.

Failure to add sufficient sample may result in the

laboratory not being able to process the sample.
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RESEARCH. TECHNO
LO

GY. RESULTS.

Diagnostic Solutions Laboratory 

5895 Shiloh Rd, Ste 101

Alpharetta, GA 30005

Phone: 877-485-5336

Fax: 470-239-5017

www.diagnosticsolutionslab.com

Lab U

❏  M
edicare

❏  Patient Cash (No insurance will be billed)

❏  Bill to Patient Insurance 

❏  Bill Clinician

Billing Type (Attach Copies of All Insurance Cards, Front and Back, to Test 

ICD Coding (M
ust be Com

pleted by O
rdering Provider to File w

i

❏

(Includes GI Pathogens and H. pylori)

×3, 87798 ×3, 82274, 83993, 82656, 83516 ×2, 83520

❏

 plus Zonulin
×3, 82274, 83993, 82656, 83516 ×2, 83520 ×2

❏

87798 ×3

❏

❏

❏

822

8

Test Inform
ation (Select O

nly O
ne)

Sam
ple DSL Provider

1234 S. M
ain Street

Anywhere, GA 54321

Phone: 555-123-4567
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Practice Inform
ation

Account Num
ber:

 _________________________________

NPI Num
ber: ___________________________________

Nam
e/Degree: ________________________________

Signature
: ______________________________

O
rdering Clinician

❏  R10.9 

❏  R14.0  
Abdom

inal Distension (gaseous)

❏  R19.7  

❏  K58.0  
Irritable Bowel Syndrom

e w/ Diarrhea

❏  K58.9  
Irritable Bowel Syndrom

e w/o 

❏  K59.00  

❏

❏

❏

Sam
ple TRF Docum

ent

For illustrative purposes only. Actual TRF

Insert into document  pocket.
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If possible, void urine prior to collecting stool 

to avoid mixing it with your stool sample.
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