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Patient Details
	[bookmark: Text2]Surname*       
	Forename*       

	[bookmark: Text3]Date of Birth*       
	Hospital Number       

	Sex Assigned at Birth *       
	Laboratory / Sample Number       

	Date, time Sample Taken*       
	NHS Number       

	Sample Type*       
	Ethnic Origin       

	[bookmark: Check1][bookmark: Check2]Previous investigation at IBGRL? No |_|   Yes  |_|  previous IBGRL Numbers:      


Ideally required fields are marked with an *

[bookmark: Check3][bookmark: Check4]Test Requested (tick all required):  Antibody Identification	  |_|             Determination of Phenotype   |_|

	Clinical Details                       

	Diagnosis:      

Medication (if applicable):      


	Transfusion / Pregnancy History

	Previous transfusion: 

Pregnant: 
	No  |_|    Yes |_|   Date of most recent transfusion:               Number of units:     

No  |_|    Yes |_|   Expected Date of Delivery:      

	[bookmark: Check35]Patient Phenotype (not Genotype)                                           Tabulated and attached (tick if applicable)  |_| 
	ABO 
	D
	C
	c
	E
	e
	K
	M
	N
	S
	s
	Fya
	Fyb
	Jka
	Jkb

	     
	     
	     
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   


 

	[bookmark: Check36] Patient Genotype (not Phenotype)                                          Tabulated and attached (tick if applicable)  |_| 
	ABO 
	D
	C
	c
	E
	e
	K
	M
	N
	S
	s
	Fya
	Fyb
	Jka
	Jkb

	    
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   
	   


Other Phenotype / Genotype (please give all known)
Phenotype:       

Genotype:         


	[bookmark: Check37]Summary of Findings/Reason for Referral                              File attached  (tick if applicable) |_|
     


	Urgency (tick required box)
[bookmark: Check38]             Urgent    |_|  if urgent, please give reason:      
[bookmark: Check39]             Routine  |_|
	Virology status
[bookmark: Text7]     



	[bookmark: Text8]Referrer name (printed):       
	[bookmark: Text9]Position:       

	[bookmark: Text10]Address to send report to:       

	[bookmark: Text11]Referrer Contact, Email:       
	[bookmark: Text12]Phone:       

	Our investigations may require testing of an individual’s DNA, and storage for possible testing or quality assurance purposes in the future. All genetic testing requires informed consent, and it is the responsibility of the requester to ensure this is obtained. NHSBT will assume that consent has been obtained prior to referral to our laboratories.

By signing and submitting this Referral Form to NHSBT the purchaser is acknowledging that the NHSBT Terms and Conditions apply to this Referral. Where the contracting party has a Service Level Agreement with NHSBT which includes the provision of IBGRL services then the Service Level Agreement shall take precedence, and all provisions of that agreement and subsequent amendments will apply in full.


(1) NHS Blood and Transplant a Special Health Authority established under SI 2005 No 2529 of 500 North Bristol Park, Filton (NHSBT); and
Company Name (as above)                                                                                                                                                       (The “Purchaser”)

	Signature:
	[bookmark: Text13]Date:       


	Address for packages: Nicole Thornton, Head of Red Cell Reference, IBGRL, NHSBT, Filton, Bristol,
BS34 7QH, UK Email: IBGRLRed.CellReference@nhsbt.nhs.uk
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