
ܝܬܵܵܐ ܚܨܵܵܝܬܵܵܐ ܓܵܵܘ ܒܲܲ� ܣܬܵܵܐ ܕܨܲ�ܲ ܐ ܕܟܝ� ܩܕܵܵܢܹ̈�ܹ ܝܬܵܵܐܦܘ� ܚܨܵܵܝܬܵܵܐ ܓܵܵܘ ܒܲܲ� ܣܬܵܵܐ ܕܨܲ�ܲ ܐ ܕܟܝ� ܩܕܵܵܢܹ̈�ܹ ܦܘ�

ܫܵܵܐ ܝܠܵܵܗ̇̇ ܟܠ ܡܸܸܢܕܵܝܼ�  ܵ ܘܲܢ ܒܸܲܚܒ݂ܵ� ܣܬܵܵܘܟ� ܫܵܵܐ ܝܠܵܵܗ̇̇ ܟܠ ܡܸܸܢܕܵܝܼ� ܟܝ� ܵ ܘܲܢ ܒܸܲܚܒ݂ܵ� ܣܬܵܵܘܟ� ܟܝ�
ܚܨܵܵܝܬܵܵܐ ܕܵܘܲܗ̇̇ ܨܲ�ܲ ܵ ܢܩܵܵܝܵܐ ܝܠܵ�ܗ̇ ܠܸܸܥܒ݂ܵ� ܚܨܵܵܝܬܵܵܐܕܐܵܵܢܹ̈�ܲ ܕܵܘܲܗ̇̇ ܨܲ�ܲ ܵ ܢܩܵܵܝܵܐ ܝܠܵ�ܗ̇ ܠܸܸܥܒ݂ܵ� ܕܐܵܵܢܹ̈�ܲ

x 2 ܐܵܨܸܲܛܵܵܪܹ̈�ܐܹ 
ܕܬܘܲܝܠܵ�ܝܬܵ

ܣܬܵܵܐ   x 1 ܟܝ�
ܪܹ̈ܬܵܐ ܒܲܙܡܸܵܡܵܵܐ  ܝ� ܕܒܲ�
)ziplock bag(

ܪܦܵܐ(  ܲ x 1 ܠܸܦܵܵܦܵܵܐ )ܙܲ�
ܠܵ�ܗ̇ ܐܵܵܕܪܝܸܣ  ܥܲ�ܲ

ܕܵܵܐ  ܪܹ̈ܝ� ܡܵܵܐ ܕܒܲܲ� ܘܛܵܝ�
ܕ݇ܵܡܸܵܐ  ܦܸܪܹ̈ܥܲܝܵܐ ܠܸܩܵ�ܲ

ܐ  ܦ̮ܣ�ܹ ܐ ܕܛܵܘ� ܒܲ�ܹ ܒܲܘ� x 2 ܐܵ�ܲ
ܕܫܸܸܚܬܵܵܐ )ܕܐܵܚܸܪܹ̈�ܐܹ(

ܡܵܵܐ  x 1 ܦ̮ܘܲܪܝ�
ܬܵܐ  ܕܡܸܵܘܕܥܵܲܢܘ�
ܘܬܦܵܢܵܐ ܕܡܸܫܵ�ܲ

Emergency Contact Numbers

1800 930 998  Mon to Fri 7.30am – 10pm AEST/AEDT

 and Sat to Sun 9am –7pm AEST/AEDT

02 9855 5222 After hours

Sender name  

Sender address  

 

 

Check before sending – have you:

 enclosed your Participant Details form  

– completed and signed

 written your details on both collection tubes  

– name, date of birth and sample dates

 enclosed the two collection tubes in the ziplock bag  

– tubes must be ‘clicked’ shut

 completed your name and address details below

 signed the front of this envelope

Laboratory use

1 of 4
NBCSP 3849 (OCR 0215)

Participant Details
Please complete, sign and return this form with your completed Faecal Occult Blood Test (FOBT) samples.  

If you have any concerns or if anything is unclear, please contact the National Bowel Cancer Screening Program 

Information Line on 1800 118 868 or visit the website at www.cancerscreening.gov.au

Please use a black pen and write in BLOCK LETTERS in the boxes provided.

IMPORTANT NOTE:  

The FOBT should ONLY be 

completed by this person.

Your postal address ONLY if different to the address printed above

Contact telephone 
numbers

Your address and contact numbers held on your Medicare record will be updated with the information you have provided.

Name and contact details1

Doctor/Medical Practice details (a copy of the results of your FOBT will be sent to this Practice)

2

Address line 1

Medical 
practice name

Address line 2

Suburb/Town/City

Suburb/Town/City

Provider number (if known)

State

State

Postcode

Postcode

Mobile

Medical practice 
Address line 1

Address line 3

Doctor’s 
family name

Doctor’s given 
name

(dd/mm/yyyy)

Date second sample collected

FOBT sample details (Participants please record)
3

/ /

/ /

Work

Home

Address line 2

Aviation Security and Dangerous Goods Declaration
The sender acknowledges that this article may be carried by air 
and will be subject to aviation security and clearing procedures; 
and the sender declares that the article does not contain any 
dangerous or prohibited goods, explosives or incendiary devices.

Signature 

LARGE
LETTER

EXEMPT 
HUMAN 

SPECIMENS

The artwork components must not be re-scaled. Re-scaling will
create processing problems.

Delivery Address:
Locked Bag 9
FORTITUDE VALLEY QLD 4006

Sonic Healthcare
Reply Paid 87408
FORTITUDE  VALLEY  QLD 4006

Filename: D60735168001130185Y170918.pdf date: 18/09/2017 09:26:56

TOILET LINER
Flush down toilet

once sample taken

Biodegradable
This side up

ܢܩܵܵܝܬܵܵܐ ܢܩܵܵܝܬܵܵܐܐܵܵܢܹ̈�ܲ ܐܵܵܢܹ̈�ܲ
ܚܨܵܵܝܬܵܵܐ ܒܲܡܸܵܬܵܚܵܐ  ܢ ܠܸܵܗ̇̇ ܨܲ�ܲ ܟܡܸܵܠܵܘ� ܡܸܲ�  

ܐ. ܐ ܐܵܵܬܝܵܢ�ܹ ܘܲܥܲ�ܹ ܕ 2 ܫܸܵܒ݂ܵ�

ܘܲܢ ܓܵܵܘ  ܡܵܵܘܟ� ܢ ܠܸܵܗ̇̇ ܦ̮ܘܲܪܝ� ܘ� ܬܵܒܲ�   ܡܸܲ�
ܝܗ̇ܝܼ  ܲ ܪ� ܕܵܥܲܘ� ܢ ܕܡܸܲ� ܡܵܲ� ܪܦܵܐ( ܐܵܝ� ܲ ܠܸܦܵܵܦܵܵܐ )ܙܲ�

ܘܲܢ. ܹ ܦ̮ܣܵܘܟ� ܝܬܵܘܲܢ ܛܵܘ�

ܚܨܵܵܝܬܵܵܐ ܬܵܘܲܢ ܠܸܵܗ̇̇ ܨܲ�ܲ ܕܵܝ� ܕ݇ܵܡ ܕܥܵܲܒ݂ܵ� ܚܨܵܵܝܬܵܵܐܡ̣ܸܢ ܩ�ܲ ܬܵܘܲܢ ܠܸܵܗ̇̇ ܨܲ�ܲ ܕܵܝ� ܕ݇ܵܡ ܕܥܵܲܒ݂ܵ� ܡ̣ܸܢ ܩ�ܲ
ܝܟܵܐ ܕܒܸܲܕܵ  ܝܬܵ ܐܵܲ� ܚܨܵܵܝܬܵܵܐ ܒܲܕܵܦܸܢܵܐ ܕܬܘܲܝܠܵ� ܢ ܠܸܵܗ̇̇ ܨܲܲ� ܘ� ܬܵܒܲ�    ܡܸܲ�

ܬܵܘܲܢ ܠܸܵܗ̇̇. ܕܵܝ� ܬܵܘܲܢ ܕܥܵܲܒ݂ܵ� ܪܹ̈ܝ� ܕܵܟ�

ܢ ܕܒܸܲܕܵ  ܡܵܲ� ܸܪܹܵ̈ܢܹܵ̈ܐ( ܩܵܐ ܝܵܘܡܸܵܢ�ܹܐ ܐܵܝ� ܕܵܟ� ܗ̇ܕܵܢܹܵ̈ܐ )ܡܸܲ� ܕܵ ܡܸܥܲ� ܢ ܚܲ� ܘ� ܬܵܒܲ�    ܡܸܲ�
ܘܲܢ ܹ ܐ ܕܐܵܚܸܪܹܵ̈ܘܟ� ܦ̮ܣ�ܹ ܬܵܘܲܢ ܠܸܗ̇ܘܲܢ ܛܵܘ� ܫܸܵܩܵܠܵܝ�

ܬܵܐ  ܬܵܡܸܵܐ ܕܙܲܕܸܩܵܢܵܝܘ� ܩܵܘܲܡܸܵܐ ܕܚܘ� ܢ ܠܸ�ܗ̇ ܣܝ� ܚܨܵܘ�    ܨܲܲ�
ܩܵܘܲܡܸܵܐ  ܣܬܵܵܐ. ܐܸܵܢ ܣܝ� ܬܵܐ( ܒܵܲܬ݇ܵܪ ܚܵܨܵܵܐ ܕܟܝ� ܚܘ� )ܕܚܫܵܝ�

ܩܡܵܵܐ ܲ ܠ ܪ� ܢ ܥܲ�ܲ ܚܒܸ݂ܵܪܹ̈ܘ� ܪܹܵ̈ܐ ܝܠܵ�ܗ̇ ܝܠܵ�ܗ̇، ܡܸܲ� ܝ� ܥܲܒ݂ܵ�
ܕܵܬܬܵܐ. ܣܬܵܵܐ ܚܲ� 701 627 1800 ܠܸܸܛܠܵܵܒ݂ܵܵܐ ܚܕܵܵܐ ܟܝ�

ܬܵܘܲܢ ܠܸܗ̇ܘܲܢ  ܪ̈ܡܸܵܢ�ܐ ܕܟ�ܐ ܫܸܵܩܵܠܵܝ� ܬܵܘܲܢ ܡ̣ܸܢ ܠܸܸܫܵܩܵܵܠܵܵܐ ܕܲ�    ܠܸܵܐ ܫܸܵܠܵܝ�
ܬܵܘܲܢ ܠܸܵܗ̇̇. ܠܵܝ� ܬܵ ܟ�ܐ ܐܵܵܟ� ܠܸܬܵܵܐ ܕܥܲܝܵܕܵܵܐܵܝ� ܘ� ܐܟ� ܠܵܵܐ ܡܸ� ܵ ܘܡ̣ܸܢ ܠܸܸܐ݇ܟ�

ܘܲܢ:   ܬܵܠܸܵܘܟ� ܚܨܵܵܝܬܵܵܐ ܐܸܵܢ ܐܵܝ� ܬܵܘܲܢ ܠܸܵܗ̇̇ ܨܲ�ܲ ܕܵܝ� ܘܲܢ:  ܠܸܵܐ ܥܵܲܒ݂ܵ� ܬܵܠܸܵܘܟ� ܚܨܵܵܝܬܵܵܐ ܐܸܵܢ ܐܵܝ� ܬܵܘܲܢ ܠܸܵܗ̇̇ ܨܲ�ܲ ܕܵܝ� ܠܸܵܐ ܥܵܲܒ݂ܵ�
ܢ  �ܝܡܵܘ� ܘܡܸ، ܚܙ ܐ ܝܢܵܐ. ܐܸܵܢ ܐܵܵܗܵ̇ܐ ܡܸܸܢܕܵܝܼ� ܩܲ� ܡܸ� ܡܸܕܵܘ� ܪܹ̈�ܹܐ ܕܕܲ�    ܒܵܲܘܵܣܝ�

ܘܲܢ ܠܸ�ܗ̇ ܐܵܵܣܝܵܘܟ�

ܝܬܵ. ܐܸܵܢ  ܣܵܐ ܕܬܘܲܝܠܵ� ܘܲܢ ܐܵܵܘ ܕܡܸܸܵܐ ܓܵܵܘ ܛܵܲ� ܪܵܘܟ�    ܕܡܸܸܵܐ ܓܵܵܘ ܓ̰ܵܘ�
ܘܲܢ ܢ ܠܸ�ܗ̇ ܐܵܵܣܝܵܘܟ� ܘܡܸ، ܚܙ�ܝܡܵܘ� ܐܵܵܗܵ̇ܐ ܡܸܸܢܕܵܝܼ� ܩ�ܲ

ܚܨܵܵܝܬܵܵܐ 3  ܢ ܠܸܵܗܲ̇ ܨܲܲ� ܘܲܕܘ� ܪܹ̈ܚܵܝܵܐ. ܥܲܒ݂ܵ� ܘܲܢ ܕܟܸܦ̮ܵܣܵܐ ܝܲ�    ܡܸܸܬܵܚܵܘܟ�
ܩܵܵܐ ܝܠܵ�ܗ̇ ܪܹ̈ܚܵܝܵܐ ܦܪܹ̈ܝ� ܘܲܢ ܝܲ� ܢ ܒܵܲܬ݉ܵܪ ܕܟܦܸ̮ܵܣܵܘܟ� ܐ ܡܸ� ܝܵܘܡܸܵܢ�ܹ

 ) ܡܵܵܐ )ܟܘܲܠܸܘܲܢܹ̈ܣܟܘܲܦܝܼ� ܥܝܵܐ ܚܠܵܝ� ܬܵܐ ܕܡܸܲ� ܬܵܵܐ ܚܕܵܵܐ ܚܵܙܘܲܝܘ�    ܗ̇ܘܝ�
�ܐܹ. ܐ ܐ݇ܵܚܵܪܹܵ̈ܝ ܢܹ̈�ܐ ܥܸܲܕܵܵܢܹ̈�ܹ ܲ ܒܲܐ�

!

ܘܲܢ ܦܪܹܵ̈ܩܵܐ ܝܠܵ�ܗ̇. ܠܵܵܘܟ� ܓܵ� ܕܵܵܐ ܘܫܸܘ� ܪܹ̈ܝ� ܢ ܠܸܗ̇ܘܲܢ ܒܲܒ݂ܵܲ� ܕܵܪܘ� ܐ ܙܲܥܲܘܲܪ�ܐܹ، ܘܫܸܲ� ܦ̮ܣ�ܹ ܘܲܢ ܦܪܹܵ̈ܩܵܐ ܝܠܵ�ܗ̇.ܛܵܘ� ܠܵܵܘܟ� ܓܵ� ܕܵܵܐ ܘܫܸܘ� ܪܹ̈ܝ� ܢ ܠܸܗ̇ܘܲܢ ܒܲܒ݂ܵܲ� ܕܵܪܘ� ܐ ܙܲܥܲܘܲܪ�ܐܹ، ܘܫܸܲ� ܦ̮ܣ�ܹ ܢ 2 ܛܵܘ� ܡܸܵܥܡܵܘ� ܢܓ̰ܵ�ܲ ܡܸܵܥܡܵܘ� ܓ̰ܵ�ܲ

ܘܲܢ  ܚܨܵܵܝܬܵܵܘܟ� ܘܲܢ ܦܠܵܵܛܵܐ ܕܨܲ�ܲ ܚܨܵܵܝܬܵܵܘܟ� ܦܠܵܵܛܵܐ ܕܨܲ�ܲ
ܘܲܢ  ܕܪܵܐ ܩܵܐܠܸܵܘܟ� ܘܲܢ ܒܸܲܕܵ ܦܵܐܫܸ ܡܸܫܵܘ� ܚܨܵܵܝܬܵܵܘܟ� ܦܠܵܵܛܵܐ ܕܨܲ�ܲ

ܚܬܵܘܲܢ  ܐ ܡ̣ܸܢ ܒܵܲܬ݇ܵܪ ܕܐܵܲ� ܘܲܥܲ�ܹ ܘܲܢ ܒܲܡܸܵܬܵܚܵܐ ܕ 4 ܫܸܵܒ݂ܵ� ܘܩܵܐ ܐܵܵܣܝܵܘܟ�
ܕܵܵܐ. ܪܹ̈ܝ� ܘܲܢ ܒܲܒ݂ܵܲ� ܹ ܐ ܕܐܵܚܸܪܹܵ̈ܘܟ� ܦ̮ܣ�ܹ ܘܲܢ ܛܵܘ� ܠܵܵܘܟ� ܕܪܝ� ܫܸܘ�

ܚܵܐ.  ܝ� ܫܵܠܵ�ܗ̇ ܡܸܫܵܟ� ܠܵ�ܗ̇ ܕܕܡܸܸܵܐ ܠܸܵܐ ܦܝ� ܡܵܵܢܵܐ ܝ� ܡܵܵܢܵܐܡܸܪܹ̈ܝ� ܕܵ ܦܠܵܵܛܵܐ  ܡܸܪܹ̈ܝ� ܥܢܵܝܵܐ ܕܚܲ� ܡܸܲ�
ܚܨܵܵܝܬܵܵܐ ܡܸܸܢܕܵܪ�ܫ ܡ̣ܸܢ ܒܵܲܬ݇ܵܪ 2 ܫܸܢܸ�ܹܐ.  ܬܵܘܲܢ ܠܸܵܗ̇̇ ܨܲ�ܲ ܕܵܝ� ܓ( ܕܥܵܲܒ݂ܵ� ܘܵܠܸ�ܐ )ܓܵܵܪܹ̈�ܲ

ܚܵܐ.  ܝ� ܫܵܠܵ�ܗ̇ ܡܸܫܵܟ� ܠܵ�ܗ̇ ܕܕܡܸܸܵܐ ܦܝ� ܡܵܵܢܵܐ ܝ� ܡܵܵܢܵܐ ܡܸܣܝ� ܕܵ ܦܠܵܵܛܵܐ ܡܸܣܝ� ܥܢܵܝܵܐ ܕܚܲ� ܡܸܲ�
ܪܹ̈ܛܵܵܢܵܐ  ܘܲܢ ܣ�ܲ ܬܵܠܸܵܘܟ� ܚܬܵܘܲܢ ܐܵܝ� �ܗ̇ ܕܐܵ�ܲ ܥܢܵܝ ܡܸܵܫܵܵܐ ܠܸܵܐ ܝܠܵ�ܗ̇ ܡܸܲ� ܐܵܵܗܵ̇ܐ ܗ̇�ܲ

ܘܲܢ ܕܡܸܸܵܐ  ܚܬܵܘܲܢ ܩܵܘܡܸܵܐ ܕܗܵ̇ܘ�ܐ ܠܸܵܘܟ� ܐ ܕܐܵ�ܲ ܐ ܪܵܒܲ�ܹ ܬܵ ܣܵܒ݂ܵܵܒ݂ܵ�ܹ �ܐܹ. ܐܵܝ� ܥܝ ܕܡܸܲ�
ܪܹ̈ܥܵܲܐ  ܪܹ̈�ܐ ܒܲܡܵܲ� ܝܗ̇ܝܼ ܙܵܲܘܕܵܐ ܠܸܵܐ ܝܢܵܐ ܐ݇ܵܣܝ� ܗ̇ܡܸܲ� ܘܲܢ، ܘܣ�ܲ ܹ ܓܵܵܘ ܐܵܚܸܪܹܵ̈ܘܟ�

ܝܟ݂� ܟܡܵܵܐ  ܘܲܢ ܐܵ�ܲ ܬܵܘܲܢ ܠܸ�ܗ̇ ܐܵܵܣܝܵܘܟ� ܢ ܥܸܲܕܵܵܢܹܵ̈ܐ ܕܚܵܙܝ� ܪܹ̈ܝܙܸܘ� ܪܹ̈ܛܵܵܢܵܐ. ܡܸܲ� ܕܣ�ܲ
ܫ ܙܵܲܘܕܵܐ. ܠܵܕܵ�ܐ ܕܡܸܸܬܵܡܸܵܨܵܝܵܢܬܵܵܐ ܝܠܵܵܗ̇̇ ܠܸܸܝܠܵܵܦܵܵܐ ܒܲܘ� ܓ̰ܵ�ܲ



ܬܵܵܐ  ܚܨܵܵܝ� ܕܵܘܲܗ̇̇ ܨܲ�ܲ ܵ ܝܼ� ܠܸܸܥܒ݂ܵ� ܬ ܕܵܐܵܟ� ܕܵܝܘܲ ܒܲܘ� ܝ� ܕܵ ܒܲ� ܢ ܒܲܚܲ� ܪܹ̈ܓ̰ܵܘ� ܲ ܦ�
.www.health.gov.au/nbcsp ܠ ܫܸܵܘܦܵܐ ܥܲ�ܲ

Bowel-Test-Kit-Instructions_Assyrian



ܐ ܩܕܵܵܢܹ̈�ܹ ܐܦܘ� ܩܕܵܵܢܹ̈�ܹ ܦܘ�

ܠ ܐܵܣܸܛܵܪܹܵ̈ܐ. ܢ ܥܲ�ܲ ܢܚܪܹ̈�ܝܡܵܘ� ܚܪܹ̈�ܝܡܵܘ�

ܢ ܠܸ�ܗ̇  ܦܘ� ܒܵܲܐ. ܫܸܘ� ܒܲܘ� ܢ ܠܸ�ܗ̇ ܐܵ�ܲ ܒܵܲܐ.ܦܬܵܘܲܚܘ� ܒܲܘ� ܢ ܠܸ�ܗ̇ ܐܵ�ܲ ܦܬܵܘܲܚܘ�
ܩܵ�ܐ ܝܬܵܘܲܢ  ܝܣܵܐ ܓܵܵܘ ܐܵܚܸܪܹ̈�ܐ. ܣܢܝ� ܪ�ܫܸܵܐ ܕܩ�ܲ
ܬܵܐ ܪܵܒܵܲܐ ܙܲܥܲܘܲܪܬܵܐ  ܚܟ̰ܝܼ� ܠܸܚܕܵܵܐ ܟܡܵܵܝܘ� ܐܵ�ܲ

ܕܐܵܚܸܪܹ̈�ܐ.

ܒܵܲܐ  ܒܲܘ� ܝܣܵܐ ܠܸܓܵܵܘ ܐܵ�ܲ ܢ ܠܸ�ܗ̇ ܩ�ܲ ܕܵܥܸܲܪܹ̈ܘ� ܡܸܲ�
ܠ  ܵܐ  ܥܲ�ܲ ܢ ܡܸܝ� ܫܵܦܸܵܚܘ� ܵܐܡܸܲ� ܢ ܡܸܝ� ܫܵܦܸܵܚܘ� ܢ ܠܸ�ܗ̇.  ܡܸܲ� ܘܲܪܘ� ܘܕܒܲ�

ܫܵܪܹܵ̈ܢܹܵ̈ܐ ܕܨܵܲܠܸ�ܐ ܠܸܓܵܵܘ  ܲ ܐܵܣܸܛܵܪܹܵ̈ܐ ܡܸܸܬܵܦ�
ܬܘܲܝܠܵ�ܝܬܵ.

ܣܬܵܵܐ  ܒܵܲܐ ܠܸܓܵܵܘ ܟܝ� ܒܲܘ� ܢ ܠܸ�ܗ̇ ܐܵ�ܲ ܘ� ܬܵܒܲ� ܣܬܵܵܐ ܡܸܲ� ܒܵܲܐ ܠܸܓܵܵܘ ܟܝ� ܒܲܘ� ܢ ܠܸ�ܗ̇ ܐܵ�ܲ ܘ� ܬܵܒܲ� ܡܸܲ�
.)ziplock bag( ܪܹ̈ܬܵܐ ܒܲܙܡܸܵܡܵܵܐ ܝ� ܪܹ̈ܬܵܐ ܒܲܙܡܸܵܡܵܵܐܕܒܲ� ܝ� ܕܒܲ�

ܟܵܐ  ܣܬܵܵܐ ܒܲܚܕܵܵܐ ܕܘ� ܢ ܠܸܵܗ̇̇ ܟܝ� ܘ� ܬܵܒܲ� ܡܸܲ�
ܩܵܝܪܸܹܵ̈ܢܹ̈ܬܵܵܐ.  ܝܟ݂� ܓܵܵܘ ܚܕܵܵܐ ܡܸܲ� ܦܵܝܘܲܚܬܵܵܐ، ܐܵ�ܲ

ܬܵܘܲܢ ܠܸܵܗ̇̇. ܓܵܕܵܠܸܸܝ� ܠܸܵܐ ܡܸܲ�

ܦ̮ܣܵܐ  ܢ ܠܸ�ܗ̇ ܛܵܘ� ܦܵܫܵܘ� ܦ̮ܣܵܐ ܡܸܟܲ� ܢ ܠܸ�ܗ̇ ܛܵܘ� ܦܵܫܵܘ� ܡܸܟܲ� 2

ܘܲܢ  ܢ ܠܸܗ̇ܘܲܢ ܫܸܸܡܵܵܘܟ� ܘ� ܢܟܬܵܘܲܒܲ� ܘ� ܟܬܵܘܲܒܲ�
ܘܲܢ  ܩܵܘܲܡܸܵܐ ܕܡܸܵܘܠܸܵܕܵܵܘܟ� ܘܣܝ�

ܕܵܘܲܗ̇̇  ܵ ܢ ܕܒܸܲܥܒ݂ܵ� ܡܵܲ� ܩܵܘܲܡܸܵܐ ܐܵܝ� ܘܣܝ�
ܐ. ܒܲ�ܹ ܒܲܘ� ܠ ܐܵ�ܲ ܚܨܵܵܝܬܵܵܐ ܥܲ�ܲ ܝܬܵܘܲܢ ܨܲ�ܲ

ܢ ܠܸܵܗ̇̇ ܬܘܲܝܠܵ�ܝܬܵ  ܡܸܸܙܘ� ܢ ܘܬ�ܲ ܪܘ� ܓ̰ܵܘ�
ܵܐ. ܬܵܵܐ ܕܡܸܝ� ܟ� ܲ ܦܵ� ܵܐ.ܒܲܫܵ�ܲ ܬܵܵܐ ܕܡܸܝ� ܟ� ܲ ܦܵ� ܒܲܫܵ�ܲ

ܕܵ ܐܵܣܸܛܵܪܹܵ̈ܐ ܕܬܘܲܝܠܵ�ܝܬܵ ܓܵܵܘ  ܢ ܚܲ� ܘ� ܬܵܒܲ� ܕܵ ܐܵܣܸܛܵܪܹܵ̈ܐ ܕܬܘܲܝܠܵ�ܝܬܵ ܓܵܵܘ ܡܸܲ� ܢ ܚܲ� ܘ� ܬܵܒܲ� ܡܸܲ�
ܬܵܵܐ  ܒ݂ܵ� ܬܵ ܟܬܵܝ� ܡ ܦܵܬܵܵܐ ܕܐܵܝ� ܬܘܲܝܠܵ�ܝܬܵܬܘܲܝܠܵ�ܝܬܵ ܥܲ�ܲ
ܒ݂ܵܠܵܵܢܬܵܵܐ  ܠܵܵܗ̇̇ ܕܗܵ̇ܘܝܵܐ ܠܸܥܸܠܸܵܠ. ܡܸܬܸܵܩ�ܲ ܥܲ�ܲ

ܝܠܵܵܗ̇̇ ܐܸܵܢ ܐܵܣܸܛܵܪܹܵ̈ܐ ܬܪܵܝܵܐ ܝܠܵ�ܗ̇.

ܘܲܢ ܢ ܠܸܵܗ̇̇ ܓܵܵܢܵܘܟ� ܕܪܘ� ܘܲܢܗ̇�ܲ ܢ ܠܸܵܗ̇̇ ܓܵܵܢܵܘܟ� ܕܪܘ� ܗ̇�ܲ

TOILET LINER
Flush down toilet

once sample taken

Biodegradable
This side up

1

ܩܵܪܹ̈�ܐܹ ܩܵܪܹ̈�ܐܹܒܲܘ� ܒܲܘ�
ܚܨܵܵܝܬܵܵܐ:  ܣܬܵܵܐ ܕܨܲ�ܲ ܪܹ̈ܬܵܐ ܕܟܝ� ܝܲ� ܛܵܵܐ ܕܗ̇�ܲ ܚܨܵܵܝܬܵܵܐ:ܚܘ� ܣܬܵܵܐ ܕܨܲ�ܲ ܪܹ̈ܬܵܐ ܕܟܝ� ܝܲ� ܛܵܵܐ ܕܗ̇�ܲ ܚܘ�

.1800 930 998

ܪܹ̈ܛܵܵܢܵܐ:  ܪܹ̈ܥܵܲܐ ܕܣ�ܲ ܚܨܵܵܝܬܵܵܐ ܕܡܸܲ� ܬܪܵܝܵܐ ܩܵܐ ܨܲ�ܲ ܠܵܵܐ ܐܵ�ܲ ܪܹ̈ܛܵܵܢܵܐ:ܣܸܓܵ� ܪܹ̈ܥܵܲܐ ܕܣ�ܲ ܚܨܵܵܝܬܵܵܐ ܕܡܸܲ� ܬܪܵܝܵܐ ܩܵܐ ܨܲ�ܲ ܠܵܵܐ ܐܵ�ܲ ܣܸܓܵ�
 .1800 627 701

ܢ ܐܵ�ܠܸܸܟܬܵܪܘܲܢܹܵ̈ܝܵܐ:  ܲ ܢ ܠܸ�ܗ̇ ܫܸܵܘܦ� ܚܒܸ݂ܵܪܹ̈ܘ� ܢ ܐܵ�ܠܸܸܟܬܵܪܘܲܢܹܵ̈ܝܵܐ:ܣ�ܲ ܲ ܢ ܠܸ�ܗ̇ ܫܸܵܘܦ� ܚܒܸ݂ܵܪܹ̈ܘ� ܣ�ܲ
.www.health.gov.au/nbcsp

ܐ ܡܵܝܵܬܵ� ܪ̈ܓܵ�ܲ ܐܬ�ܲ ܡܵܝܵܬܵ� ܪ̈ܓܵ�ܲ ܬ�ܲ
ܘܲܢ: ܬܵܐ ܒܲܠܸܵܫܵܵܢܵܐ ܕܓܵܵܢܵܘܟ� ܘܲܢ:ܩܵܐ ܡܸܵܘܕܥܵܲܢܘ� ܬܵܐ ܒܲܠܸܵܫܵܵܢܵܐ ܕܓܵܵܢܵܘܟ� ܩܵܐ ܡܸܵܘܕܥܵܲܢܘ�

.www.health.gov.au/nbcsp-translations

ܡܵܬܵܵܐ: 50 14 13.  ܪܓܵ�ܲ ܐ ܕܠܸܸܫܵܵܢܵܐ ܘܕܬ�ܲ ܬܵ�ܹ ܡܵܬܵܵܐ:ܚܸܠܵܡܵܲ� ܪܓܵ�ܲ ܐ ܕܠܸܸܫܵܵܢܵܐ ܘܕܬ�ܲ ܬܵ�ܹ ܚܸܠܵܡܵܲ�

?

ܐ ܕ 1 ܘܕ ܘܕ 2  ܢ ܠܸܗ̇ܘܲܢ ܦܵܣܘܲܥܲܝܵܬܵ�ܹ ܐ ܕܬܢܹ̈�ܝܡܵܘ� ܢ ܠܸܗ̇ܘܲܢ ܦܵܣܘܲܥܲܝܵܬܵ�ܹ ܬܢܹ̈�ܝܡܵܘ�
ܢ  ܡܵܲ� ܪܹ݇̈ܢܹܵ̈ܐ ܐܵܝ� ܒܵܲܐ ܐ݇ܵܚ� ܒܲܘ� ܚܬܵܵܐ ܕܗ̇̇ܘ ܐܵ�ܲ ܦܵܠܵ�ܲ ܒܲܡܵܲ�

ܪܚܵܐ  ܪܹ݇̈ܬܵܐ. ܗ̇̇ܝܼ ܐܵܘ� ܬܵܘܲܢ ܗ̇̇ܝܼ ܓܵܵܗܵ̇ܐ ܐ݇ܵܚ� ܕܚܵܪܹ̈ܝ�
ܬܵܘܲܢ  ܬܵܘܲܢ ܕܫܸܵܩܵܠܵܝ� ܪܹ̈ܒܲܝ� ܠܵܵܗ̇̇ ܕܓ̰ܵ�ܲ ܫ ܪܫܸܸܵܝܬܵܵܐ ܝ� ܒܲܘ�

ܐ ܒܲܡܸܵܬܵܚܵܐ ܕ 3  ܦ̮ܣ�ܹ ܝܗ̇ܝܼ ܛܵܘ� ܠܸܗ̇ܘܲܢ ܬܸܪܘ�ܲ
ܝܗ̇ܝܼ. ܐ ܒܲ�ܝܠܵ�ܲ ܝܵܘܡܸ�ܹ

ܢ ܠܸܦܵܵܣܘܲܥܲܬܵܵܐ 4. ܒܲܗ̇̇ܝܓܵܵܗ̇ܐ ܪܚܘܲܫܸܘ�

ܢ ܠܸܗ̇ܘܲܢ   ܢ ܠܸܗ̇ܘܲܢ  ܬܢܹ̈�ܝܡܵܘ� ܬܢܹ̈�ܝܡܵܘ�

ܢ ܕܵܪܘ� ܢܫܸܲ� ܕܵܪܘ� ܫܸܲ�
Emergency Contact Numbers

1800 930 998  Mon to Fri 7.30am – 10pm AEST/AEDT

 and Sat to Sun 9am –7pm AEST/AEDT

02 9855 5222 After hours

Sender name  

Sender address  

 

 

Check before sending – have you:

 enclosed your Participant Details form  

– completed and signed

 written your details on both collection tubes  

– name, date of birth and sample dates

 enclosed the two collection tubes in the ziplock bag  

– tubes must be ‘clicked’ shut

 completed your name and address details below

 signed the front of this envelope

Laboratory use

1 of 4
NBCSP 3849 (OCR 0215)

Participant Details
Please complete, sign and return this form with your completed Faecal Occult Blood Test (FOBT) samples.  

If you have any concerns or if anything is unclear, please contact the National Bowel Cancer Screening Program 

Information Line on 1800 118 868 or visit the website at www.cancerscreening.gov.au

Please use a black pen and write in BLOCK LETTERS in the boxes provided.

IMPORTANT NOTE:  

The FOBT should ONLY be 

completed by this person.

Your postal address ONLY if different to the address printed above

Contact telephone 
numbers

Your address and contact numbers held on your Medicare record will be updated with the information you have provided.

Name and contact details1

Doctor/Medical Practice details (a copy of the results of your FOBT will be sent to this Practice)

2

Address line 1

Medical 
practice name

Address line 2

Suburb/Town/City

Suburb/Town/City

Provider number (if known)

State

State

Postcode

Postcode

Mobile

Medical practice 
Address line 1

Address line 3

Doctor’s 
family name

Doctor’s given 
name

(dd/mm/yyyy)

Date second sample collected

FOBT sample details (Participants please record)
3

/ /

/ /

Work

Home

Address line 2
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1800 930 998  Mon to Fri 7.30am – 10pm AEST/AEDT
 and Sat to Sun 9am –7pm AEST/AEDT
02 9855 5222 After hours

Sender name  

Sender address  

 

 

Check before sending – have you:
 enclosed your Participant Details form  

– completed and signed
 written your details on both collection tubes  

– name, date of birth and sample dates
 enclosed the two collection tubes in the ziplock bag  

– tubes must be ‘clicked’ shut
 completed your name and address details below
 signed the front of this envelope

Laboratory use
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Participant Details
Please complete, sign and return this form with your completed Faecal Occult Blood Test (FOBT) samples.  
If you have any concerns or if anything is unclear, please contact the National Bowel Cancer Screening Program 
Information Line on 1800 118 868 or visit the website at www.cancerscreening.gov.au
Please use a black pen and write in BLOCK LETTERS in the boxes provided.

IMPORTANT NOTE:  
The FOBT should ONLY be 
completed by this person.

Your postal address ONLY if different to the address printed above

Contact telephone 
numbers

Your address and contact numbers held on your Medicare record will be updated with the information you have provided.

Name and contact details1

Doctor/Medical Practice details (a copy of the results of your FOBT will be sent to this Practice)2

Address line 1

Medical 
practice name

Address line 2

Suburb/Town/City

Suburb/Town/City

Provider number (if known)

State

State

Postcode

Postcode

Mobile

Medical practice 
Address line 1

Address line 3

Doctor’s 
family name

Doctor’s given 
name

(dd/mm/yyyy)

Date second sample collected

FOBT sample details (Participants please record)3

/ /

/ /

Work

Home

Address line 2

Emergency Contact Numbers
1800 930 998  Mon to Fri 7.30am – 10pm AEST/AEDT
 and Sat to Sun 9am –7pm AEST/AEDT
02 9855 5222 After hours

Sender name  

Sender address  

 

 

Check before sending – have you:
 enclosed your Participant Details form  

– completed and signed
 written your details on both collection tubes  

– name, date of birth and sample dates
 enclosed the two collection tubes in the ziplock bag  

– tubes must be ‘clicked’ shut
 completed your name and address details below
 signed the front of this envelope

Laboratory use

1 of 4NBCSP 3849 (OCR 0215)

Participant Details
Please complete, sign and return this form with your completed Faecal Occult Blood Test (FOBT) samples.  
If you have any concerns or if anything is unclear, please contact the National Bowel Cancer Screening Program 
Information Line on 1800 118 868 or visit the website at www.cancerscreening.gov.au
Please use a black pen and write in BLOCK LETTERS in the boxes provided.

IMPORTANT NOTE:  
The FOBT should ONLY be 
completed by this person.

Your postal address ONLY if different to the address printed above

Contact telephone 
numbers

Your address and contact numbers held on your Medicare record will be updated with the information you have provided.

Name and contact details1

Doctor/Medical Practice details (a copy of the results of your FOBT will be sent to this Practice)2

Address line 1

Medical 
practice name

Address line 2

Suburb/Town/City

Suburb/Town/City

Provider number (if known)

State

State

Postcode

Postcode

Mobile

Medical practice 
Address line 1

Address line 3

Doctor’s 
family name

Doctor’s given 
name

(dd/mm/yyyy)

Date second sample collected

FOBT sample details (Participants please record)3

/ /

/ /

Work

Home

Address line 2

ܢ  ܘ� ܬܵܐ. ܟܬܵܘܲܒܲ� ܢ ܠܸܵܗ̇̇ ܦ̮ܘܲܪܡ ܕܡܸܵܘܥܵܲܢܘ� ܬܵܐ.ܡܸܠܵ�ܝܡܵܘ� ܢ ܠܸܵܗ̇̇ ܦ̮ܘܲܪܡ ܕܡܸܵܘܥܵܲܢܘ� ܡܸܠܵ�ܝܡܵܘ�
ܘܲܢ  ܠܵܵܘܟ� ܠܵܝ� ܢ ܕܫܸܩܵܝ� ܡܵܲ� ܐ ܐܵܝ� ܩܵܘܲܡܸ�ܹ ܠܸܗ̇ܘܲܢ ܣܝ�

ܠ ܦ̮ܘܲܪܡ. ܕܵܵܐ ܥܲ�ܲ ܢ ܪܡܸܵܝܼ ܐܵܝ� ܐ ܘܓܵܪܹ̈ܘܲܫܸܘ� ܦ̮ܣ�ܹ ܛܵܘ�

ܕܵܵܐ  ܢ ܪܡܸܵܝܼ ܐܵܝ� ܪܦܵܐ(، ܓܵܪܹ̈ܘܲܫܸܘ� ܲ ܠ ܠܸܦܵܵܦܵܵܐ )ܙܲ� ܪܦܵܐ(ܥܲ�ܲ ܲ ܠ ܠܸܦܵܵܦܵܵܐ )ܙܲ� ܥܲ�ܲ
ܘܲܢ  ܢ ܠܸܗ̇ܘܲܢ ܫܸܸܡܵܵܘܟ� ܘ� ܠ ܦܵܬܵܵܐ ܘܟܬܵܘܲܒܲ� ܥܲ�ܲ

ܠ ܚܵܨܵܵܐ. ܘܲܢ ܥܲ�ܲ ܕܪ�ܝܣܵܘܟ� ܘܐܵ�ܲ

ܐ ܓܵܵܘ  ܦ̮ܣ�ܹ ܢ ܠܸܗ̇ܘܲܢ ܦ̮ܘܲܪܡ ܘܛܵܘ� ܘ� ܬܵܒܲ� ܐܡܸܲ� ܦ̮ܣ�ܹ ܢ ܠܸܗ̇ܘܲܢ ܦ̮ܘܲܪܡ ܘܛܵܘ� ܘ� ܬܵܒܲ� ܡܸܲ�
ܠܸܦܵܵܦܵܵܐ.

ܢܩܵܵܝܬܵܵܐ ܝܠܵܵܗ̇̇  ܕܵܵܐ. ܐܵܵܢܹ̈�ܲ ܪܹ̈ܝ� ܢ ܠܸ�ܗ̇ ܠܸܦܵܵܦܵܵܐ ܒܲܒ݂ܵܲ� ܕܵܪܘ� ܕܵܵܐ.ܫܸܲ� ܪܹ̈ܝ� ܢ ܠܸ�ܗ̇ ܠܸܦܵܵܦܵܵܐ ܒܲܒ݂ܵܲ� ܕܵܪܘ� ܫܸܲ�
ܝܟ݂�  ܐ ܩܵܐ ܐܵ�ܲ ܚ�ܹ ܝܘ� ܲ �ܐ ܦ� ܡܸܝ ܐ ܦܵܝܫܵܝܼ� ܚܘ� ܦ̮ܣ�ܹ ܕܛܵܘ�
ܝܟ݂� ܕܡܸܸܬܵܡܸܵܨܵܝܵܢܬܵܵܐ  ܬܵܵܐ ܐܵ�ܲ ܟ� ܟܡܵܵܐ ܥܸܲܕܵܵܢܹܵ̈ܐ ܝܵܪܹ̈ܝ�
ܩܵܐ  ܢܹ̈ܕܵܘ� ܢ ܠܸ�ܗ̇ ܠܸܦܵܵܦܵܵܐ ܓܵܵܘ ܨܲ�ܲ ܘ� ܬܵܒܲ� ܝܠܵܵܗ̇̇. ܡܸܲ�

ܫ ܦܵܝܘܲܚܵܐ ܕܝܵܘܡܸܵܐ ܐܵܵܘ  ܗ̇ܡܸܵܐ ܒܲܘ� ܕܵܵܐ ܒܲܣ�ܲ ܪܹ̈ܝ� ܕܒܲܲ�
ܕܵܵܐ. ܪܹ̈ܝ� ܐ ܕܒܲܲ� ܵ ܟܬܵܒܲ� ܢ ܠܸ�ܗ̇ ܠܸܡܵܲ� ܒ݂ܵܠܵܘ� ܠܸ�ܲ

3

4

ܠܵܕܵ�ܐ  ܝܟ݂� ܟܡܵܵܐ ܓ̰ܵ�ܲ ܕܵܵܐ ܐܵ�ܲ ܪܹ̈ܝ� ܘܲܢ ܒܲܒ݂ܵܲ� ܹ ܦ̮ܣܵܘܟ� ܢ ܠܸܗ̇ܘܲܢ ܛܵܘ� ܕܵܪܘ� ܠܵܕܵ�ܐ ܫܸܲ� ܝܟ݂� ܟܡܵܵܐ ܓ̰ܵ�ܲ ܕܵܵܐ ܐܵ�ܲ ܪܹ̈ܝ� ܘܲܢ ܒܲܒ݂ܵܲ� ܹ ܦ̮ܣܵܘܟ� ܢ ܠܸܗ̇ܘܲܢ ܛܵܘ� ܕܵܪܘ� ܫܸܲ�
ܕܡܸܸܬܵܡܸܵܨܵܝܵܢܬܵܵܐ ܝܠܵ�ܗ̇.ܕܡܸܸܬܵܡܸܵܨܵܝܵܢܬܵܵܐ ܝܠܵ�ܗ̇.

MANUFACTURER SPONSOR PATHOLOGY SERVICES 
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