INF1341/3 — Guidance for completion of
Molecular Diagnostics Request Form FRM4738

Copy No:

NHS!

Blood and Transplant

Effective date: 10/07/2024

As a minimum three points of matching identification (full name, DOB, NHS number, hospital

number or unique identification number) must be included on both the sample and accompanying
form. The samples must be signed and dated by the person taking the blood. Please see User Guide

(INF1135) for full details.

Please note the request form is electronically editable

Essential
details are
highlighted
with an * -

please ensure
these “essential
detail” sections

>

MOLECULAR DIAGNOSTICS
Request for genotyping
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transplant.

Indicate type

and date of

transplant if
answer is yes.

Tick here to
show which
test you would
like us to
perform.

Refer to User
Guide
(INF1135) for
tests not listed
on referral
form.

referrall Antibodies pressnt:

EOTA bleod & Other fissue T (pease saie):

Urgency (3

48 hr n Standard Ganut‘_fpa Only [Premiumn change incused)

Ravtie n \

Requester Detalle js=sination tor mood] = DO MOT UEE AEEREVIATICNS L ACRONTLIE

Please include
the full name of
the hospital,
department,
address,
postcode,
telephone
number and
email in clear
print.

Do no use
abbreviations or
acronyms as
they may be
interpreted
incorrectly.

Indicate what
type of
sample has
been sent.
See reverse
of form for
sample
requirements
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Please contact
the laboratory
before sending
samples
requiring 48-
hour
turnaround

time.

| Hﬁquaﬁr SIgnagm: | Date:
NHEQT L'SE ONLY
Hemafos Bsrcode o, of samples
recelved:
Daie Recajvea:
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e

Controlled if ¢

Non-NHS England requesters MUST sign and date the

Cross-Refsranc referral form to show acknowledgement of NHSBT Terms

and Conditions.

Please include
an address for
the invoice to

be sent, this is
essential for all
non-UK users.

Controlled if copy number stated on document and issued by QA
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