
Autoclave request form 
 
Date: ____________ Time: ____________ 

 
Name of Principal Investigator:   Dr.____________________ 
 
Name of generator: ________________________________ 
 
Room #____________   Phone ext.___________ 
 
Sterilization   Waste decontamination    
 
Type of cycle:               DRY               WET  
Duration of cycle: 20 min   30 min    45 min   other:_____min 
 
Importance: I need it today        
                    I need it tomorrow  
                    I need it soon 
                    Take your time! 
 
                     

 
Contents of load___________________________________ 
 
________________________________________________ 

 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
Please call when done   

 


