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Checklist must be filled out and sent with all stools samples for 

Clostridium Difficile Testing 
Testing is indicated if there are 4 checked boxes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                 DO NOT RETEST FOR CURE 
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Patient Label 

Date: ___________ Time: ____________ 

RN (Print):__________________________ 

Please send this form to the Lab with the 
stool specimen.  

YES   

YES  

 

YES  

 

NO   

Obtain 
D/C 

Order 

Obtain 
D/C 

Order 

Obtain D/C 
order or 
Discuss 
Holding 
meds with 
MD 

C-Diff is considered 
Hospital Onset if 

specimen is collected on 
or after calendar day 4 of 

hospitalization 


