
رهنمایی بسته تست خانگی

تمام چیزای لازم بلده انجام ددون تست د 
داخل بسته تست شیم استه

2 استر کاغذی 
بلده داخل تشناب

1 پاکت خط از 1 خلطه کلیفت دار
پیش پرداخت شده

2 لوله جم آوری یک فرمه جزئیات 
شرکت کننده

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 
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TOILET LINER
Flush down toilet

once sample taken

Biodegradable
This side up

مهم
	�ای تست ره د بین 2 هفته آینده 

تکمیل کید.

	د وقتایی که نمونای خوره پس 
ریی مونید فرمه خوره هم د داخل 

پاکت ریی کید.

پیش ازیکه تست خوره انجام بی دید
   بسته تست ره د پالوی سنگ تشناب بی لید که د 

یاد شیم بومنه انجام بی دید.

   بلده روزایی که نمونه خوره میگرید یک یادآوری 
ره تنظیم کید.

   تاریخ انقضا ره د پشت بسته تست چیک کید. اگه 
بسته تست وقت شی تیر شده بود، د شماره 701 

627 1800 بلده یک بسته دیگه زنگ دید.

   تمام دوایی های دائمی خوره و غذای همیشگی 
خوره طبق معمول بوخرید.

اگه علائم زیر ره دیرید ای تست ره انجام نه دید:
   بواسیر )haemorrhoids( که خون موشه. اگه ای کار 

شد، پیش داکتر خو بورید

   د ادرار شیم خون بایه یا د داخل سنگ تشناب خون می 
بینید. اگه ای کار شد، پیش داکتر بورید

   د عادت ماهواری خو استید. ای تست ره 3 روز باد 
ازیکه عادت ماهواری شیم خلاص شد انجام بی دید

   د آخیرا کلونوسکوپی کیده باشید.

!

2 نمونه ریزه ره بیگرید، از طریق پست ریی کید و خلاص.

نتیجه شیم
باد ازیکه نمونای خوره پست کدید نتیجای شیم د بین 4 هفته 

بلده خود شیم و داکتر شیم پست موشه. 

یک نتیجه منفی به ای معنی استه که خون دیده نشده. باید خود 
امزی تست ره 2 سال باد دوباره تکرار کنید.

یک نتیجه مثبت به ای معنی استه که خون دیده شده. ای نتیجه 
همیشه به ای معنی نیسته که شیمو سرطان روده دیرید. دلیلای 
خیلی زیادی وجود دیره که چره د مدفوع شیم خون دیده شده، 

و اکثر شی کدم رابطه قد سرطان ندره. بلده کسب مالومات 
بیشتر د ای باره فوراًً پیش داکتر خو بورید.



بلده طریقه انجام ددون ازی تست ای ویدیو ره توغ کید 
.www.health.gov.au/nbcsp

Bowel-Test-Kit-Instructions_Hazaragi



رهنمایی ها

د بله استر کاغذی مدفوع کید.

لوله ره دََور دیده واز کید. سرِِ 
چوبک شی ره داخل مدفوع خو 

کنید. نمونه ی که میگرید خیلی ریزه 
باشه.

چوبک ره پس داخل لوله کیده دان 
شی ره موکم کید که تیق کنه. استر 

قابل تجزیه ره د تشناب فلش کید.

لوله ره داخل خلطه که دان شی 
کلیفت موشه قرار بی دید.

ای خلطه ره د یک جای خنک، مانند 
یخچال قرار بی دید. نیلید که از گیر 

شیم یخ ده یه.

نمونه بیگرید 2

نام، تاریخ تولد و تاریخی که 
تست ره انجام ددید د بله یکی 

از لوله ها نوشته کید.

ادرار کیده و تشناب ره فلش کید.

یکی از استرای تشناب ره طوری د 
داخل تشناب قرار بی دید که طرف 
نوشته شی بالا باشه. اگه تر شد کدم 

مشکل نیسته.

آمادگی بیگرید

TOILET LINER
Flush down toilet

once sample taken

Biodegradable
This side up

1

سوالا
خط کمکی بسته تست: 1800930998.

راجستر ملی معاینه سرطان:
.1800627701

از وبسایت مو بازدید کید:
.www.health.gov.au/nbcsp

ترجمه ها
بلده مالومات زیادتر د زیبون خود خو

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

خدمات زیبو و ترجمه: 131450.

?

دفه دیگه که مدفوع کدید، با استفاده از لوله 
دیگه مرحلای 1 و 2 ره تکرار کید. اساساًً، 

کوشش کید که هردو نمونه ره د بین سه 
روز از همدیگه جم آوری کید.

سپس بورید به مرحله 4.

تکرار کید

ریی کید
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
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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
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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
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 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
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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

فرمه جزئیات شرکت کننده ره تکمیل کید. 
تاریخایی که نمونای شیم گرفته شده ره 

نوشته کیده فرمه ره امضا کید.

د پشت پاکت خط، پیش روی شی امضا 
کیده و نام و آدرس خوره د پشت شی نوشته 

کید.

ای فرمه ره قد نمونا د داخل پاکت قرار 
بی دید.

پاکت ره پست کید. تا جایی که امکان دیشته 
شه نمونا باید خنک بومنن. د یک وقت 

روز که خنک تر باشه د داخل پست بکس 
بیندخنید یا خود شیم د پسته خانه بوبرید.

3

4

نمونای خوره هرقدر زود که امکان دشت ریی کید.

MANUFACTURER SPONSOR PATHOLOGY SERVICES 




