INFORMATION DOCUMENT INF1182/2 Effective: 03/08/15

Guidance Notes: 3A INHS

Blood and Transplant

H&I Diagnostic laboratory test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

A separate reguest must accompany every sample including for each family member, sample date & type.
Please ensure samples tubes have three points of ID that are as recorded on the test request and that

they are signed and dated. Ensure you have identified the referring hospital clearly.

Enter PATIENT DETAILS
THREE points of I.D.

Fore and surname =1.D.1
DoB =1.D.2
NHS No. =1.D.3

NHS No. is essential where
available, if not available
another unique identifier must
be supplied

Tests can be delayed or not carried out when necessary information is not supplied.

Refer to the reverse of the form for more information.

Please do not detach sample bag

Pla%e labelled specimen in bag, remove protective strip, fold flap onto baff and seal fii Enter FULL HOSP'TAL NAM E

mmsrocommﬂmuw & IMMUNOGENETICS Enter ODS CODE if known
" dood s Transeie

\ iagnostic Laboratory

Enter relevant clinical
details here. e.g.
Platelet counts for
platelet refractoriness.

Please ensure correct
test boxes are ticked
and information
supplied

Es¥gntial information is in BLACK and should be completed in BROCK CAPITALS. i

— , plef — PRINT contact details

Person Details ! Referring Hospital !

Surname |

First Name i

Y .
DOB (bommny) [ ODS Codet | SIGN & DATE the requeSt
NHS No. DEpEMMENT . ....eoeeeeseeeeremenn e o
Address label can be used here, Include country If outsifie UK. I
O Male O Female |
Consultant.

ENHS 2 e NS Name of Requester ...

Hospital No. ... Signed H

Refertal b o, R S Reports will only be sent

Address (including Postcode! Contact No. i

_________ Comac e i to contacts listed here

addressed to:

""""" » X - 0ODS code’ / Department

Ethnicty: OWhite OBlack OIAsian O Mixed (If different 10 aBOVE} ... .vocee e

O Other. - Sample date (oomamery) S F

Knownrisk: OYes ONo O Don'tknow Sample time (f relevant)

Please SPaCify.......oocuceueeecee e e Sample tvne {f not nednhesal hiood)

Diagnosis / Treatment / Test Reason / Relevant Clinical Information Write te |ephone
numbers clearly,
direct dial please

Test Request Send TRALI and Transfusion Reaction samples p

Please telephone the aboratory i the results of these Investigations direct to H&l Filton

are required urgently. Please ship all samples at amblent temperature

Please tick boxles) and supply Information as required. TRALI

O Transfusion related acute lung injury (TRALI)

Platelet Refractoriness (Pre-transfusion sample plus 6ml EDTA, 6ml Clotted from

O Investigation of platelet refractoriness: patient)

NB The Initial investigation requires an HLA type and antibody screen.

Sidpe i il 0T e o

0 HLA spgific antibody scraen (6ml Clotted) e

For HPA 1o pease wse o 3D, blood products transfused less than 24 hours before avent Send TRALI and

Drug Hypershpsitivity / Disease Association Transfusion Reactions i i

Please specify test4gm| EDTA) O Transfusion-assodated Graft Versus Host TranSfUS|on ReaCtlon

. — e o Disease (TaGVHD): (STR testing) 1
D37 085701 NQWE DNy DCosiac | SERREREROLEIERSAR, i samples direct to
TN 0 Severe febrile non-haemolytic transfusion reaction .

Other Tests” screening for HLA, HNA & HPA antibodies (2 x 6ml EDTA H&l FI |t0n

O Other tests e.g. anti-paternalgntibodies + 2 x 6ml clotted) only after discussion with an NHSBT

Please specify test Medical consultant

*DIsSCuss with H&d Laboratory before refdlng. For Post Transfusion Purpura (PTP) use form 3D.

Further coples of this form can be obtained from: httpzitinyur.com/--forms

NHSET use only Samples Recelved Date Received

158T 128 abel ISET 128 label - o
N (Malecular) (sarological) o Clotted
FRM7453 O Other

This information document, test request forms and more information about NHSBT H&I services can be found on the NHSBT hospital

Histocompatibility and Immunogenetics Laboratory Telephone FAX

Birmingham Vincent Drive, Edgbaston, Birmingham, B15 2SG 0121 278 4179 0121 278 4110
Filton (Bristol) 500 North Bristol Park, Northway, Filton, Bristol, BS34 7QH 0117 912 5733 0117 912 5731
Colindale Charcot Road, Colindale, London, NW9 5BG 020 8957 2923 020 8957 2973
Newcastle Holland Drive, Barrack Road, Newcastle upon Tyne, NE2 4NQ 0191 202 4410 0191 202 4564
Sheffield Longley Lane, Sheffield, S5 7JN 0114 358 4839 0114 358 4850
Tooting Cranmer Terrace, London, SW17 ORB 020 3123 8347 020 3123 8457

Author: Adam West



http://tinyurl.com/h-i-forms

INFORMATION DOCUMENT INF1182/2

Effective: 03/08/15

Guidance Notes: 3B

NHS'

Blood and Transplant

H&I Organ Transplant Recipients and Donors Test Request Guidance Information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

are both signed and dated.

Please do not detach sample bag

A separate request must accompany every sample including for each family member, sample date & type.
Please ensure samples tubes have three points of ID that are repeated on the test request and that they

Ensure sufficient sample is present, refer to the reverse of the form for more information

Fore and surname =1.D.1

Enter PATI ENT D ETAI LS == Place labelled specimen in bag, remove protective strip, fold flap onto bag and seal firmly.
THREE points of I.D.

Enter FULL HOSPITAL NAME
Enter ODS CODE if known

PRINT contact details

Reports will only be sent
to contacts listed here

Referring Hospital I
DoB =1.D.2 Surname 1
First Name |
NHS No. =1.D.3 DOB (oMM 1 0D Code’ ‘
NHS No. Departmen !
. L
. . O Patient O Family member / potential donor Addires el an be wsed here, Incude county fouside Uk |
NHS No. is essential where RS Ofon NS U Male — Utemale | Consultant
. . . Hospital Mo, L[ L
available, if not available Reforral Lafl Ko igned 1
. . s N ona
another unique identifier must Address {ficluding Postcode) CONEAND. oo '\
. — - |Copy reports 10 ba
be supplied ddressed to ...
Ethnifty: O White OBlack O Asian O Mixed 0D5 code” / Department
Odler {if different o above)..........
Knfwnrisk OYes ONo O Don'tknow Sample date (ooawY)
BIE5R SPRCHY....e s eereomesssessereonnrs | 23TPITME OFrelovant) __ c
{ew Patients only Asample type f not peripheral biood)
E ood g'o%piff fno\.(vigz - *||For Family Members / Potential Donors only \
revious transfusion (f from 2 patient please leave this section blank)
Pregnanges?......... A separate form must be compietad for each Indnidual
Pravious transplantls e <o B RElGHONSHID 10 PAEN ... v e e
. . . Relevant Clinical Information Patient's Name
Indicate if person is a Fatients D03 oWy 1/
. O Male O Female
patient or donor Fatient S o
Patient’s Hospital No
Test Request Please telaphone the laboratory if the  Blood Grouping. Testing performed by NHSET RCI
rasults of these investigations are required urgently. O ABO ORh D (6ml EDTA)Y
Please send all samples at ambient temperature. Refer to MPDE37 for RCI sample labelling requirements
Please tick box(es) and supply information as required.  (htip#tinyurl. comRCHMPDEI7)
Category Request details
Patient - Renal | Patient - Non-Renal Donor O HLA type [6ml EDTA
O Pre-dialysis O Cardiothoracic DO Live donor | [0 HLA speciic antibodies
. + Pre / Post transplant [6mi Clotted]
O Liver/small bowel O Live donor crossmatch
O Haemadialysis | * Pre / Post transplant [Donor - 40ml EDTA* *] [Patient - 6mi Clotted]
- <l O Cornea O Auto crossmatch
P Iease ensure D Post transplant | Co ) poct transplant [Patient - 40m| EDTA** & 6ml Clotted!

correct test boxes

are ticked

Birmingham
Filton (Bristol)
Colindale
Newcastle
Sheffield

Tooting

N\ SIGN & DATE the request

Wiite telephone
numbers clearly,
direct dial numbers
are preferred

* Delete as applicable. ** NB Newastie Iaboratory requires 60m L+ Heparin NOT EDTA for crossmatching

Further coples of this form can be obtained from: httpurtinyur.com-Horms

NHSET usa only

DEDTA
O Clotted

(Molecutar) {serlogical) =
O other

IS8T 128 label | ‘ 1SBT 128 label

FRM10083

Date Recelved

if potential donor
complete the
details here

If blood grouping
is needed
request it here

This information document, test request forms and more information about NHSBT H&lI services

Vincent Drive, Edgbaston, Birmingham, B15 2SG

500 North Bristol Park, Northway, Filton, Bristol, BS34 7QH
Charcot Road, Colindale, London, NW9 5BG

Holland Drive, Barrack Road, Newcastle upon Tyne, NE2 4NQ
Longley Lane, Sheffield, S5 7JN

Cranmer Terrace, London, SW17 ORB

Histocompatibility and Immunogenetics Laboratory Telephone FAX

0121 278 4179

0117 9125733

020 8957 2923

0191 202 4410

0114 358 4839

020 3123 8347

0121 278 4110

0117 9125731

020 8957 2973

0191 202 4564

0114 358 4850

020 3123 8457

Author: Adam West



http://tinyurl.com/h-i-forms
http://Write

INFORMATION DOCUMENT INF1182/2

Effective: 03/08/15

Guidance Notes: 3C

NHS'

Blood and Transplant

H&I HSCT patient and donor test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

A separate reguest must accompany every sample including for each family member, sample date & type.
Please ensure samples tubes have three points of ID that are as recorded on the test request form and

that they are signed and dated.

Ensure you have identified the referring hospital clearly.

Enter PATIENT DETAILS
THREE points of I.D.

Fore and surname =1.D.1
DoB =1.D.2
NHS No. =1.D.3

NHS No. is essential where
available, if not available
another unique identifier must
be supplied

Please do not detach sample bag

\

Tests can be delayed or not carried out when necessary information is not supplied.
Refer to the reverse of the form for more information.

lace labelled specimen In bag, remove protective strip, fold flap onto bag and feal firmly.
HISTOCOMPATIBILITY & IMMUNOGENETICS
Haematopoietic Stem Cell Transplantation
(HSCT Patients and Donors)

IMPRRTANT: Three concordant points of identification must be used on this formgind all 5amples
Failure' Yy adequately complete the essential information may result in sampies not befng fested. Alease ensure adaqugle
Essential information is in BLACK and should be <nmp|eted in BLOCK CA¥

Enter
FULL HOSPITAL NAME
Enter ODS CODE if known

Use of NHS NUMBER
is mandated by
Department of Health

I

Indicate if person is a
patient or donor

Enter relevant clinical
details here

Birmingham
Filton (Bristol)
Colindale
Newcastle
Sheffield

Tooting

WBC
Time to transplant

x10%pate __ [

nicity: O White O Black O Asian [ Mixed
Other.
CMV Status: O Pos O Neg O Don't know
Datetested _ _ /__ _ /__ __
/

Sample date (n1

Couy repsrt(s)m
addressed to: ...... SRR V-
0DS code® / Dey arlr'\Er‘l

(if different to above)

A

DMM/YY)

sampletime Ofrelevant) =
Sample type 0f not peripheral blood)

/ !/

Please specify.

Known risk: OYes ONo O Den'tknow

siblings available for testing

For potential sibling transplants please indicate no. of

Clinical Information

Diagnosis / Treatment / Test Reason / Relevant

Patients Name

O Male
Patient's NHS No.

Patiants Hospital
L

Patient’s DOB (DDMMIYY) /

For Family Members / Potential Donors only
{1f from a patient please leave this section blanik}

A separate form must be completed for each Individual
Relationship to patient

/

O Female

[T

HLA Typing (6ml EDTA*®)

O HLA Class | typa

O HLA Class Il type

‘Chimerism Analysis

O Total / Whole Blood (6ml EDTA*)

advice when the count is below 2 x 10%1.

Test Request Please telephone the laboratory if the
results of thesa investigations are required urgently.
Please ship all samples at ambient temperature.

Plaase tick box(es) and supply information as required.

O Lineage specific (6 ml EDTA) Please specify
+ Depending on WBC count. Piease contact the Iaboratory for

O ABO

Blood Grouping. Testing performed by NHSBT RCI
ORhD (6ml EDTA)
Refer o MPD637 for RCI sample labelling requirements
thtlp.rmrwulmmcl MPDE37)

HLA Specific Antibody Testing

O HLA specific antibody screen (6ml Clotted)
Volunteer Donor Search
Do you require a volunteer donor search if no family match?

OYes ONo
Crossmatching

Crossmatching required O Yes O No

If yes, please discuss with H&l Consultant.

Further coples of this form can be obtalned from: hitp:tinyurl.comh-\-forms

NHSET use only

15BT 128 label
(Molecular)

FRM10103

ISBT 128 label
(serological)

Samples Recelved
OeDTA

O Clotted

DO other

Date Received

Longley Lane, Sheffield, S5 7JN

Cranmer Terrace, London, SW17 ORB

500 North Bristol Park, Northway, Filton, Bristol, BS34 7QH

Charcot Road, Colindale, London, NW9 5BG

Holland Drive, Barrack Road, Newcastle upon Tyne, NE2 4NQ

Histocompatibility and Immunogenetics Laboratory Telephone FAX

Vincent Drive, Edgbaston, Birmingham, B15 2SG 0121 278 4179
0117 912 5733
020 8957 2923
0191 202 4410
0114 358 4839

020 3123 8347

Person Details H
o e Reterring Hospital PRINT contact details
First Name
DOB{oommny) _ [ _ [ 10DS CO0RY oo

’NHSNn Department .....o.cocee.cveve .
O Patient O Family member / potential donor Address label -
oINS ONoINHS CIMale  CIFOMale | COMSUMBNL. oo SIGN & DATE the request
Hospitalfflo.
Referrgflab No. SR Signed
ackigfl including Postcods) Date wommr /[ §

Reports will only be sent
to contacts listed here

Write telephone
numbers clearly,
direct dial please

Please ensure correct test
boxes are ticked and
information supplied

If blood grouping is
needed request it here

This information document, test request forms and more information about NHSBT H&I services

0121 278 4110

0117 9125731

020 8957 2973

0191 202 4564

0114 358 4850

020 3123 8457

Author: Adam West



http://tinyurl.com/h-i-forms

INFORMATION DOCUMENT INF1182/2 Effective: 03/08/15

Guidance Notes: 3D NHS
Blood and Transplant

Platelet Inmunology test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

Please ensure sample tubes have three points of ID that are repeated on the test request and that they are
both signed and dated.

For AITP investigations of platelet membrane associated Immunoglobulin (PAlg) detection can only be carried
out if the patient has not received platelet transfusions for 7-10 days or Ivig in the last 28 days, however
serum platelet antibody detection can be undertaken.

Please send implicated drugs, and expected therapeutic levels, for drug related thrombocytopenia (not
including heparin).
Please ensure samples tubes have three points of ID that are as recorded on the test request and that they
are signed and dated.
3D forms and samples to be sent direct to H&I Filton

Please do not detach sample bag

Enter FULL HOSPITAL NAME

Enter PATIENT DETAILS Enter ODS CODE if known

THREE points of I.D.

IMPORTANT: Three concordant i i on this Yorm all sample®

Essential information is in BLACK and should be completed in BLOCK CAPITALS.

Fore and surname = .D.1 on Details Referring Hospital i
DoB =1.D.2 e PRINT contact details
NHS No. =1.D.3 DOB commarry) _ [ _ [ _ ODS Code* ........
HS No. Department.......
. . Male O Female .
NHS No. is essential where HDZ‘;:‘SE . O Non NHS E:::It:;;gquemr - Reports W|” Only be Sent
available, if not available REfertal Lab NG. oo |G \

Address (includ rgPos(c;ée:... e Date [pommryy) to ContaCtS IISted here

another unique identifier must

. Copy
be supplied Ethnicly: O White O Black 0 Asian 0 Mixed e
O Cther {If different to age)

Knownrisk: OYes CJNo O Don'tknow Sample date (pi

PIESR SPECHY ..o | Sample time (f vy

Diagnosis / Treatment / Test Reason / Relevant Clinical Information

Use of NHS NUMBER

is mandated by SIGN & DATE the request

Test " .equest

Department of Health

[ fetal/Neonatal Alloimmune Thrombocytopenia (MAIT): O Heparin Induced Thrombocytopenia WT):

must Date Heparinstarted: __ __/____ /___
livery*/EDD*
7 Date of delivery*/EDD*: ___ /__/ nitial platelet count: __x10%  Current platelet colRg -
Length of gestation: ___/40 weeks Date of last platelet / blood transfusion: /Y ey ‘Write telephone numbers
Enter relevant c||n|ca| Neonatal platelet count: ___ x109 Probability of HIT (4T score - see reverse**) Lo . .
Maternal platelet t: 10% Contact
et s coune clearly, direct dial numbers

(Contact phone number:
O Other drug induced antibody mediated thrombocytopenias: are preferred
Platedet count:_ x10°1 Datedrugstarted 7 [

details here

WIGST G sart

O pfftelet Transfusion Refractoriness:
H

PA DrUG NAMRLSH ooeeeeereeeecee e e
O Post Transfusion Purpura (PTP)
Date of Tx: I /____No. of units given: ___

Insert MOther S name If jHPA.type O HPA antibody screen
this is a NAIT partner’s or For LA tsting plgase usa form 24 b transtsion platatcount__ <10

O Autoimmune Thrombocytopenia’

. y Platelet count: ___ x10% Datetaken _ _f__/__ Post transfusion platelet count:__ x10™
child’s sam ple Date of |ast platelat transfusion i1 Platolet membrane glycoprotein estimation
stp T O Glanzmann’s O Bernard Soulier syndrome O Other
O DNA analysis of thrombasthenias Please ensure Correct test
Further coples of this form can be obtalned from: http:itinyur comh--forms ) X
AT ET Y boxes are ticked

This information document, test request forms and more information about NHSBT H&l services
can be found on the NHSBT hospital and science website at http//tinyurl.com/h-i-forms

Histocompatibility and Immunogenetics Laboratory Telephone FAX

Filton (Bristol) 500 North Bristol Park, Northway, Filton, Bristol, BS34 7QH 0117 921 7372 0117 9125731

Author: Adam West


http://tinyurl.com/h-i-forms
http://Write

INFORMATION DOCUMENT INF1182/2

Effective: 03/08/15

Guidance Notes: 3E

Blood and Transplant
H&I Granulocyte Immunology test request guidance information

NHS'

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

A separate reguest must accompany every sample including for each family member, sample date & type.
Ensure samples tubes have three points of ID, as recorded on the test request.

Tests can be delayed or not carried out when necessary information is not supplied.
Refer to the reverse of the form for more information.

Ensure you have identified the referring hospital clearly.

Tests can be delayed or not carried out when necessary information is not supplied.

3E forms and samples to be sent direct to H&I Filton

Enter PATIENT DETAILS
THREE points of I.D.

Fore and surname =1.D.1
DoB =1.D.2
NHS No. =1.D.3

NHS No. is essential where
available, if not available
another unique identifier must
be supplied

Use of NHS NUMBER
is mandated by
Department of Health

Enter relevant clinical details

Indicate if person is a patient,
donor or relative

' O Other.

Please do not detach sample bag

Place labelled specimen in bag, remove protective strip, fold flap onto bag and seal firmly.
HISTOCOMPATIBILITY & IMMUNOGENETICS

Granulocyte Inmunology
RTANT: Thi
1o adequately cor
Essential information is in BLACK and should

Person Details
Surname
First Name

DOB (pommryY) I I

NHS No.

O Male

O NHS Consultant.............c.c.....

Hospigfl No. Name of Requester
b Signed

Reigffl 2o o Date (pomamery) __ F

Contact No

Copy reports to be

addressed to

0DS codet / Department

(f different 10 2BOVE) ........oovoeee e R

Sample date (oomamvyy /)
Sample time (f relevan)
Sample tvpe {if not penpheral blocd),...

Referring Hospital

ODS €OURY ....oeeoeeevese e e essss sensss e s ama s
Department
Address label can be used here, indude country If outside UK.

O Female
O Non NHS

s (including Postcode)

,Et'mcity: DOWhite OBlack OAsian O Mixed

Knownrisk: OYes OONo O Don'tknow
PIERSE SPRCHY. e

Diagnosis / Treatment / Test Reason / Relevant Clinical Information

Enter FULL HOSPITAL NAME
Enter ODS CODE if known

PRINT contact details

Reports will only be sent
to contacts listed here

SIGN & DATE the request

lons are required urgently. Flease ship all samples at ambient

red

O Adult autoimmune neutropenia:

Meutrophil count: if > 2.0x109 give reason for testing

plated for each Indiidual.
ases with the laboratory prior to taking

Primary®/ Secendary*®.
DIAGNGSES oo oo
O Infant Autoimmune Neutropenia

Date of delivery*/EDD*. I /.

Length of gestation: __ /40 weeks

Insert Mother’s name if
this is a NAIN partner’s or
child’s sample

Neonatal platelet it 10%1

eonalplatelet count ___x10 Neutrophil count: ___ If > 2.0x10% give reasan for testing
Matemal platelet count ___x10% L

r NAIN partnar*/child* of (mother’s namel I: Drug induced antibody mediated neutropenias:
o2z discuss ALL cases with the laboratory prior to taking samples.

Don: I _ trophil cor o
NI 0.* 4

ospital No.*

-
*Delete as appropriate.

NHSBT use onl
ISBT 128 labef
{Molecular)

RM100172

For NAIN and Drug related cases
please phone H&l Filton on
01179217372

Filton (Bristol)

Write telephone
numbers clearly,
direct dial numbers
are preferred

0117 921 7372

Please ensure correct
test boxes are ticked
and information supplied

This information document, test request forms and more information about
NHSBT H&I services can be found on the

Histocompatibility and Immunogenetics Laboratory Telephone FAX

500 North Bristol Park, Northway, Filton, Bristol, BS34 7QH

0117 912 5731

Author: Adam West



http://tinyurl.com/h-i-forms

