INF1182/4 — H&I Diagnostic Laboratory Test Request Guidance Information INHS |

Blood and Transplant
Copy No:
Effective date: 01/09/2023

Guidance Notes: 3A

H&I Platelet Refractoriness / Transfusion Reactions test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

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 as recorded on the test request and that they are signed

and dated.

Ensure you have identified the referring hospital clearly.

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

Enter PATIENT DETAILS
THREE points of I.D.

Fore and surname =1.D.1

DoB =1.D.2

NHS/CHI/HCS No. =1.D.3

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

e labelled spadimen in bag, remove protective strip, fold flap onto bag

HISTOCOMPATIBILITY & IMMUNOGENETICS
3 Bood and Fransplmnt
Platebet Relfractoriness | Transfusion Reactions

Refer to the reverse of the form for more information.

Enter FULL HOSPITAL NAME
Enter ODS CODE if known

PRINT contact details

IREA .Mnmmmlmpdmdmuimmmﬂ o
Plefee use BLOCK CAPITALS to complete. See reverse of forms for P

ol infy i i din this box must be ted, or the may not be tes’ d.
Patient/Banat Details
Sumame
Forename
HHSACHI N and OD% codat ..

Reports will only be sent to
contacts listed on the
request form

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

refractoriness.

Please ensure correct
test boxes are ticked and
information supplied

D08 oommrt

Semole s g e s b i SIGN & DATE the request
Sample Caterowarey || Senatume..

| aioewhadon tha by gt sl | o agesery) 1 ArEET neved iad comhibon, witme? T HHEET aconptancy

Sampis time (time taken] : Name of Consuitant

Heapital number Contact No. e ——

Altornatie 1D Adckbomal copy of mportis o ... i Write telephone numbers
S e e b clearly, direct dial
Diagnasis / Treatment / Test Reason /

Relevant Clinkcal Information

URGENT INVESTIGATIONS - Telaphane the labaratory hoforn sai
ety regured and wpg

Send AL sampiey st ambeert twemperatre. Tick bosies) o

Platelet Refractoriness: HLA antibody testing and typing
Iniftial Imvestigatian of Platelet Refractonress {HUA type and artibady sreen (6mi EDTA & Bmd doted (serumy]
Follaw up Irvestigation of Plaselet Refractornass (Sl dotted (anim))

e

Send TRAL and Transfusion Reaction samples direct 1o H& Filton
TRALI

Tranah.mon-seiated acune lung mngery (TRAL) {Pre-oanstnon sample: Gmi EDTA and Gmil doted derumy noem the pagorl
Prosede (it knowen) patentidonor TRALI case reference number and dora tion nurrbers of all biood
products irarafiused lews than 24 hours befone svent
Transfusion Reactions
Transfuninn-assacined Graf vermus Host Dtsease (TaGVHDE (STR tessng) - D sampls sequremanty with Ha#
Commitant

Sy faibrie o haemolytic transfskon reaction sreening for HLA, HNA & HAG amtibocies {2 X6 mé EDTA and 2 XEml

For Post Transfusion Purpura {(FTP) use form 30.

Fagm

Send TRALI and
Transfusion Reaction
samples direct to
H&I Filton

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

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

Histocompatibility and Immunogenetics Laboratory Telephone

Birmingham
Filton (Bristol)
Colindale
Newcastle
Barnsley

Tooting

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

Barnsley Blood Centre (Unit D), Capital Way, Dodworth, Barnsley, S75 3FG

Cranmer Terrace, London, SW17 ORB

0121 278 4108

0117 912 5733

020 8957 2923

0191 202 4410

0122 686 8241

020 3123 8347

Controlled if copy number stated on document and issued by QA

(Template Version 03/02/2020)
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INF1182/4 — H&I Diagnostic Laboratory Test Request Guidance Information

NHS

Blood and Transplant
Copy No:
Effective date: 01/09/2023

Guidance Notes: 3B

H&I Organ Transplant (Patients and Donors) Test Request Guidance Information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

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 as recorded on the test request and that they are

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

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

Refer to the reverse of the form for more information.

labelled specimen in bag, remove protective strip, fold flap onto bag and

Enter PATIENT DETAILS
THREE points of I.D.

=

Enter FULL HOSPITAL NAME
Enter ODS CODE if known

d all samples match.
lling criteria.

Fore and surname =1.D.1 =
IMPORTANT-Qlease ensure that the three points of identification used on this form,
DoB =1.D.2 P se BLOCK CAPITALS to complete. See reverse of forms for sample

NHS/CH'/HCS No. =1.D.3 included in this box must be or the sampjf/ may not be tested. |

Patient/Danor DXils (delete as applicable) Requester Details

A separati form mulyg be completed for each individual Name of Requester
Surname

. . Department
NHS No. is essential where ;ﬁ;’é‘m‘ . Hospital Mame, Fullffddress and ODS codet
o . o o
available, if not available another hiis Non-NHS/Private 4
DOB e amrry

unique identifier must be supplied

Purchase Order M. {f appicabiel —-.v.-:ovsrsieisiinsan

Sample type i rot perphesel b

Sampl : Date ooy Signature.....

Samp e time (time taken) Name of Consultant

Hosg tal number Contact No.
Alte native ID
Mal

TCitY fpleme incicate it nol provided)

Additional copy of repon;
Female o
Billing Name/address

Indicate if person is a
. Full address and postcode e
Patient / Donor i Complete for Family

Complete for new patients only Relationship to patient
Blood group (if known) . Patient’s Name
Previous transfusion(s)? Patient's DOB oo

/ Potential Donor|

Patient’s MHS Mo
Patient’s Hospital No

Enter relevant clinical

Pregnancies? Yes Ne
Previous transplantis)? Yes No
ielevant Clinical information

details here
Category Request details
Patient - Renal Patient - Non-Renal Donor HLA type {6ml EDTA)
Pre-dialysis Pre Post transpiant Live donor HLA specific antibodies (5m clotted)
P | ease ensure correct CAPD Cardiothoradic Altruistic Live donor crossmatch : 40mi EDTA
§ Lhver&rnal bowel danor (donor) & Bmi dotted (patient)
b icked ‘
test oxes are tIC e Cornea Auto crossmatch 1 40ml EDTA
Past transplant & 6ml dotted
Qther
(pleme state .o

T A

Page 1

| achnor erge that by making this refeiral | am agresing to NHSBT's tems and conditions, subject 1o NHSBT's accéptance of the conterts UIW

PRINT contact details

Reports will only be sent to
contacts listed here

SIGN & DATE the request

Write telephone
numbers clearly, direct
dial numbers are
preferred

Complete for family
member / potential
donor

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

Histocompatibility and Inmunogenetics Laboratory
Birmingham Vincent Drive, Edgbaston, Birmingham, B15 2SG

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

Colindale Charcot Road, Colindale, London, NW9 5BG

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

Barnsley Barnsley Blood Centre (Unit D), Capital Way, Dodworth, Barnsley, S75 3FG
Tooting Cranmer Terrace, London, SW17 ORB

Telephone

0121 278 4108
0117 912 5733
020 8957 2923
0191 202 4410
0122 686 8241

020 3123 8347

Controlled if copy number stated on document and issued by QA
(Template Version 03/02/2020)
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INF1182/4 — H&I Diagnostic Laboratory Test Request Guidance Information

NHS

Blood and Transplant
Copy No:
Effective date: 01/09/2023

Guidance Notes: 3C

H&I HSCT (Recipients and Donors) test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

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 as recorded on the test request and that they are signed

and dated.

Ensure you have identified the referring hospital clearly.

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

Refer to the reverse of the form for more information.

Enter PATIENT DETAILS
THREE points of I.D.

Pl&ce labelled specimen in bag, remove protective strip, fold flap onto bag and seal firmly.

HISTOCOMPATIBILITY & IMMUNOGENETICS

o . " Blood .nd Transplant
Haematopoietic Stem Cell Transplantation (Recipients & Donors)

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

i in this box must be or the samgfe may not be tested. ]
r Details (delete as applicable) Requester Details
must be completed for each individual pName of Requaster

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

Department

Hospital Name, Fffl Address and ODS code™ ...

Mon-NHS/Private

Purchase Order No. (it appicatie) /

Enter
FULL HOSPITAL NAME
Enter ODS CODE if known

PRINT contact details

SIGN & DATE the request

ample type & blead)
Signature /

ample Date oommryy

1 acknowsedge that by making this refenal | am agreeing 1o NHSBT's temns and conditions, subject 1o NHSBT's acceptance of the contents of this request form. |

Indicate if person is a
patient or donor

Enter relevant clinical
details here

Sample time (time taken)
Hospital number

Alternative ID

Male Female

Ethnicity iplease inclicate if ot Bomed). ....oeeecesseessees s senes

Mame of Consultant
Contact No.
Additional copy of report(s) to: ...

Billing Mame/address (if afferent from above)

Reports will only be sent to
contacts listed here

Full address and postcode

Complete for Patient only

CMV Status (please delete as applicable).

Pasitive Negative Don't know

Date tested pomamyy

Time to transplant .. A S
The total number of siblings available to be tested

[« for Family 1 ial Donor \

Relationship to patient.. ... 3
PATERNTLS IR o odi i L s SR iy
Patient's DOB oomameyy

Patient’s NHS No
Patients Hospital No.

Write telephone
numbers clearly, direct
dial please

Diagnosis / Treatment / Test Reason / Relevant Clinical Information

URGENT INVESTIGATIONS - Telephane the labaratory before sending any samples.
Send ALL samples at ambient temperature. Tick box(es) of test(s) required and supply relevant information as required

Please ensure correct
test boxes are ticked

HLA Typing (6ml EDTA®)
HLA Class | type HLA Class | and Class Il type
HLA Specific Antibody Testing
HLA spedific antibody testing (6mi cictted (serum))
Volunteer Donor Search
Do you require a valunteer donor search if no family match?
Yes No

Chimerism Analysis
Total / Whale Biood (2 x 6m| EDTA*)
Lineage spedific (10ml EDTA*) Please specify. ..
Please specify sample source ... ..

* Depeniing on WEC cour. Comtact the labaratory for achice when WEC court i
below 22 1091

NHSBT use only

ISBT 1

Page 1

Complete for family
member / potential
donor

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 Imnmunogenetics Laboratory
Birmingham Vincent Drive, Edgbaston, Birmingham, B15 2SG

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

Colindale Charcot Road, Colindale, London, NW9 5BG

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

Barnsley Barnsley Blood Centre (Unit D), Capital Way, Dodworth, Barnsley, S75 3FG
Tooting Cranmer Terrace, London, SW17 ORB

Telephone

0121 278 4108
0117 912 5733
020 8957 2923
0191 202 4410
0122 686 8241

020 3123 8347

Controlled if copy number stated on document and issued by QA
(Template Version 03/02/2020)
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INF1182/4 — H&I Diagnostic Laboratory Test Request Guidance Information INHS |

Blood and Transplant

Copy No:
Effective date: 01/09/2023

Guidance Notes: 3D

Platelet Immunology test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

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 as recorded on the test request and that they are 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 Ivlg 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).

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

Place labelled specimen in bag, remove protective strip, fold flap onto bag and sgalfi

Enter FULL HOSPITAL NAME

Enter PATIENT DETAILS HISTOCOMPATIBILITY & IMMUNOGENETICS HS] Enter ODS CODE if known
THREE points of I.D. A ‘Blood * ad Transplant

Fore and surname =1.D.1

DoB =1.D.2 \ y . "agl!cs:gfaﬁ match.
NHS/CHI/HCS No. =1.D.3 Essentialinform\i box must be completed, or the sample pfay ot be tested. PRINT contact details
NHS No. is essential where R e e ) :::?::q‘::::" /

available, if not available another ot S MY Sty

unique identifier must be supplied

Department
Hospital Name, Full Ad and ODS code®

Reports will only be sent to

Non-NHS/Private

contacts listed here

Purchase Order NO. {f appiicablel «—.......ccicooemsiiioniinis cecenains

A separate form MUST be Sample type (i st ericheral loael _—
ignature ~
completed for each memberof a S oy

1 acknewtedoe that by msking this referral, | am agresing to NHSBT's terms and ennditians, subject 1o NHSHT's arceptance of the DNggnts of his request form.*
NAIT family sample time (time taken) ] Name of Consultant
Hospital number Contact No.
Alternative ID Additional copy of report(s) 1o
Male Female

SIGN & DATE the request

Ethnicity dalease in

Enter relevant clinical e T

Billing Name/address (if different from aboRgy . ...coceeeerieecueenes

Relavant Clinical Information

details here URGENT INVESTIGATIONS - Telepl
Date of defivery/EDD DO/MM/YY D Likiapars noief Thrlsiithpigla ) Write telephone numbers
’ : Flatelet count: Initial ...... €10% Cument .........x10% . .
Insert Mother’s Length of gestatian ........ /40 weeks X
. - "y | Piatsiet count: Neonatal____x10%_Maternal ___x10%) Heparin started AT score clea rly’ direct dial numbers
name if thisis a [Cviethers name ] Other drug induced antibody mediated thrombocytopenia arep referred
J e K B R Drug name =
N AIT pa rtn ersor Investigation of Platelet Refractoriness due to HPA' (g started Platelet count ........x10%1
Ch | |d’5 sam |e HPA type HPA ant.hn-dy screen Post Transfusien Purpura (PTP)
p Autoimmune Thrombocytopenia? Date of transfusion Ho. of units given .......
Platelet count .......... x10% Date taken .
Piatelet transfusion ¥ N Platelet count: Pre transfusion .......... x10%
Date of last platele1 ransfusion Post transfusion - x10M
. . . IVig given within the last 21 days yes/no/don't know Platelet membrane glycoprotein estimation
|nd|cate |f patlent (delete as aporopriate) Glanzmann's | Bemard Soulier syndrome | Other
Notes: Fie. lete al date fields DD/MM/YY is of t i
: 1 our carote ol N b e8I HLA sy BN ARyl Please ensure correct
have received IVIg st ha o o st Tt
2

e e e oo mRk | test boxes are ticked

Page 1 of ;

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

Filton (Bristol) 500 North Bristol Park, Northway, Filton, Bristol, BS34 7QH 0117 921 7372 0117 912 5731

Histocompatibility and Immunogenetics Laboratory

Controlled if copy number stated on document and issued by QA Page 4 of 6
(Template Version 03/02/2020)



INF1182/4 — H&I Diagnostic Laboratory Test Request Guidance Information

NHS

Blood and Transplant
Copy No:
Effective date: 01/09/2023

Guidance Notes: 3E

H&I Granulocyte Immunology test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

A separate request 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/CHI/HCS No. =1.D.3
NHS No. is essential where

available, if not available another
unique identifier must be supplied

ace labelled specimen in bag, remove protective strip, fold flap ento bag and seal firml
OCOMPATIB : 0 Vi

IMRDRTANT: Please ensure that the three points of identification used on this form and all gemples match.

Please use BLOCK CAPITALS to complete. See reverse of forms for sample labelling’criteria.
| il inf jon included in this box must be ¢ 'armesamphmaymlamsmd.
Patidpt Details  For cases: A separate form Requester Details
% rsmut completed for_ Individual Name of Requester
‘i urname
| Forename Department

Hespital Mame, Full Addrg and ODS code ..o

Enter FULL HOSPITAL NAME
Enter ODS CODE if known

PRINT contact details

Reports will only be sent to
contacts listed here

Non-NHS/Private

A separate form MUST be
completed for each member of a
NAIN family

Enter relevant clinical details

Indicate if person is a
patient, donor or relative

Father Child

Purchase Orcer No_ it appiicable) ...
‘»Sample type i ipheral bload) /
LSample date pommy

{ | acknowledge that by making this referral | am agreeing to NHSBT's terms and conditions, subject to NHSBT's acceptance of the contents of this request form.*

Signature

Sample time (time taken)
Hespital number
Alternative ID

Male  Female

Name of Consultant
Contact No.

Additional copy of RO 0 ceeeveee e

Ethnicity (please indicate i mot promdad).. ..o enssimecamsionnsi

Fult address and posteode .......oocooccrn.. Biling Namefaddress if sfere fom sbovel ......ooeoeooeececeec

Test Clinical Infe

URGENT INVESTIGATIONS - Telephone the laboratory before sending any samples

Send ALL samples at ambilent temperature. Tick box(es) of test{s) required and supply relevant infarmation as required
Insert Mother’s name if this is Neonatal Alloimmune Neutropenia (NAINJ: HNA investigation for renal trar
, S DaWy of delivery/EDD oomater Adult Autoimmune Neutropenia:
a NAIN partner’s or child’s oo\ gestaton ... 40 vieeks ummiry Neutroghl cou........ 1 0%1

sample

If > 2.010% give reason for testing .......cooooeoooeverreees
Indicate if PrmanSecondany .......o.wremuecemserinnnns
Diagnasis

Drugrinduced Antibody-Mediated Neutropenia

Mother's name.

Drug related cases
please phone H&lI Filton
on 01179217372

D08 ooy Samplefs) of the drugs) must be sent with the specimen

NHSHospital Mo ... mplcase discuss ALL cases with the laboratory prior to taking samples.
= TRTANT Autoimmune Neutropenia i e

Newtrophil CoUnE _...... €104 Date drug started cony

Drug namefs)

13 2.0¢10% give 1eason TOr 185TNG........oo..ceivcvreocc

Filton (Bristol)

NHSBT use only Humber of each sample ecered srature
: R

Page 1

Histocompatibility and Immunogenetics Laboratory Telephone _

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

SIGN & DATE the request

0117 921 7372

Write telephone
numbers clearly, direct
dial numbers are
preferred

Please ensure correct test
boxes are ticked and
information supplied

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

0117 912 5731

Controlled if copy number stated on document and issued by QA

(Template Version 03/02/2020)
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INF1182/4 — H&I Diagnostic Laboratory Test Request Guidance Information NHS

Blood and Transplant
Copy No:
Effective date: 01/09/2023

Guidance Notes: 3F

H&I Drug Hypersensitivity / Disease association / H&I Research test request guidance information

USE BLOCK CAPITALS & DO NOT USE INITIALS OR ABBREVIATIONS

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 as recorded on the test request and that they are signed

and dated.

Ensure you have identified the referring hospital clearly.

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

Refer to the reverse of the form for more information.

Place labelled specimen in bag, remove protective strip, fold flap onto bag and seal firmly

HISTOCOMPATIBILITY & IMMUNOGENETICS NHS

Blood and Transplant

Enter PATIENT DETAILS

Disease Association / Drug Hypersensitivity / H&I Research

THREE points of I.D.

Enter FULL HOSPITAL NAME
Enter ODS CODE if known

Fore a nd surname = 1.D.1 Essential in ation included in this box must be completed, or the sample may not
Patient Details Requester Details
DOB = |_D_2 Surname Name of Requester
NHS/CHI/HCS No. = 1.D.3 s
- o. -
.=1.D. Haospital Name, Full Address and
o NHS Non-NHS/Private e g
DOB by ST
NHS No. is essential where Sample type (7 nat perisheral Biood) w..coroessiresresness Purchase Order No. g sppicatel
. . . Sample date pommry Si i - Y. e &
available, if not available another o R
L ackondodge tht by aking i el | am agresing s NHSBT's s anc e aubect 1 NHSAT' aceptance of the Ngges ofthi recpest form.*
unique identifier must be supplied sivglE fimE {ime akan) TR
Hospital number Contact No.
Alternative ID Additional copy of repori(s) to: . \ . N
Male Fernale =
Ethinicity passe P (-] \E' CELEICE R R \—

Diagnosis / Treatment / Test Reason /

Relevant Clinical Information - \ e \
—

URGENT INVESTIGATIONS - Telephone the laboratory before sending any samples
Send ALL samples at ambient temperature. Tick box{es) of test(s) required and supply relevant information as

HLA Type (6mi EDTA)

Class. | Class il
HLA Associated and Linked Diseases and Drug Hypersensitivity (6m| EDTA)
A*29 B*27 B*57.01 HFE (pasition 63/282)
(Birdshot Chorioretinopathy)  (Ankylosing spondylitish (Abacavir hypersensitivity)  (Hereditary hasmachromatosis|
DQB1*06:02 DQ2/D08 HLA-B*51
L. (Narcolepsy} (Coeliac disease) (Behcet's disease)
Enter relevant clinical e et st st )
1 Sample for Research/Study:
details P v
Name of study
Test required

Page

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

PRINT contact details

Reports will only be sent to
contacts listed here

SIGN & DATE the request

Write telephone
numbers clearly, direct
dial numbers are
preferred

Please ensure correct test
boxes are ticked and
information supplied

Histocompatibility and Immunogenetics Laboratory Telephone

Birmingham Vincent Drive, Edgbaston, Birmingham, B15 2SG

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

Colindale Charcot Road, Colindale, London, NW9 5BG

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

Barnsley Barnsley Blood Centre (Unit D), Capital Way, Dodworth, Barnsley, S75 3FG
Tooting Cranmer Terrace, London, SW17 ORB

0121 278 4108

0117 912 5733

020 8957 2923

0191 202 4410

0122 686 8241

020 3123 8347

Controlled if copy number stated on document and issued by QA
(Template Version 03/02/2020)
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