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500 Chipeta Way 
Salt Lake City, UT 84108-1221 

phone: 801-581-2430 | toll free: 800-242-2787 
fax: 801-585-2413 | aruplab.com 

Master Label 

Patient Name:   Date of Birth:   Sex:   ☐ Female    ☐ Male 
Ordering Provider:   Provider’s Phone:   
Practice Specialty:   Provider’s Fax:   

 

Client Number:  

Gestational age: 

 Weeks 

 Days 

Does the patient have symptoms of labor?     ☐ No     ☐ Yes 

Comments or Special Instructions:   
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