KBC-144 Reference Lab Request Form R0O5/24 User’s Guide

Reference Laboratory Request Form
(&) KENTUCKY 3121 Beaumont Centre Circle Lexington, KY 40513
BLOOD CENTER Main: (859)276-2534 ¢ Relerence: (859)519-3816 ¢ Fax: [859)514-0128
L e e To be completed by Transfusion Facility (Front)
IMPROPERLY LABELED SPECIMENS WILL NOT BE PROCESSED
1. Roforonce Labon in advance of imen amval.
2. Send 24ml anicoagulated (EDTA) OR 10ml antcoagulated (EDTA) and 20ml kash dotied blood in sterlla, wall soppered, sealed text
wbes. For suzpociod Wam Auloartbodias, 24-30ml EDTA 1 pralerrod
DO NOT Send spocimons collected in gol soparator tubes.
3. Pack spocimans carchilly 1o avold leakage and /or brackage. Spocimans should be packed in a leak-prool container and a box
4. Specmans should be packoged and ransported according to Dep of Tranep n Regulatons for chiracal spocmans.
5 ¥ specimons will be in it for more than 4 hours thoy should be packed as you would red blood cell compononts.
6. FABO/Rh hestory s unknown (Le. dua to an ABO discrapancy), an ABO conbrmation tube with o diforent collecion date /ame will be 1 Name of the hospital/laboratory
required peior 1o tssue of crossmaiched products .
7 THE INFORMATION ON THIS FORM MUST MATCH THE TUBES. 2. Name of the ordering Physician
8 MISLABELED SPECIMENS WILL NOT BE TESTED - . . e 1 .
T —T— i » end MUST be logibly end < — 3. Pat%ent,s last name, first name (middle initial is optional)
O The full name of the patient 4.  Patient’s date of birth (DOB)
3 Hospital ID aumber, SSN or DOB. 5. Patient’s hospital number/ID
g :"‘ S “,""."':::" -y "";“m""" P SV S — 6.  Patient’s hemoglobin/hematocrit (H/H) or Platelet Count
M“ s mi name, or ﬂ.ﬁel’- . o . . .
o o Irandusion Reocsons send dearly lobelod pre- and past yarefuson specmens along wih o sample of o uit]s] konsheed 7 . Patlent, S Chnlcal dlagHOSIS
Adcdonal form rogosod KBC. 106 Travsh, Koacson k ppatan OR KBC 305 IRAL lovostgasan Roport 8. Date and time Specimen Collected
o ot Crossmanch prcbiloms send patent spocmen along with somple of ncompatiblo unts ol bloed, lobaled appeoprictoly . o ey
. Ior hamolyac deccwo of the nowbom (HDN] =end oppropriakily labelod speamares lrom baby, mother, and laber | ovalicblo) 9 PhlebOtomISt lnltlaIS/ID
o [OR EMERGENCY RELEASE OF UNCROSSMATCHED BLOOD SEND TUBES WITH KBC 264 AND KBC- 144 10. Patient’s race
PRINT OR TYPE ALL INFORMATION - BOTH SIDES of this form MUST BE COMPLETED, . . .
NASAL OF HOSPITAL/IABORATORY : ORDIRING FIVSICIAN ) 11. Patient’s Social Security Number (SSN)
12. Patient’s gender — Male or Female
Py % PATIENT'S NAME (las, Hrst) DOR g .
£x 3 4 13.  Form completed by and date of completion
.3- § HOSHMIAL ID s 1/H o r[( ouné ] CUNICAI DINGNOSIS 5 14 Phone number Of hospital/laboratory
@ \ . . . .
- s ey s FEBOTOMISTS INTA/T}. o 15.  Check the Sample Completion Priority for the status of patient
COUECHD — : ' sample — STAT, ASAP, Routine. Examples are provided
PATIENT RACH 10 | SSN 11 PATENIT GENDIER 12 i i
) a. Document the name of the person approving the call-in-fee
FORM COMPLETED BY/DATE HOSPITAL PHONE NUMBER . .
13 n J 16. Check the Testing Requested. If other is marked document the type
COMPLETE ADDITIONAL PATIENT HISTORY ON THE BACK OF THIS FORM of work-up on the blank line.
[ SAMPLE COMPLETION PRIORITY (~): | TESTING REQUESTED (7): | COMPONENT NEEDED | SPECIAL NEEDS (V) . . . . .
O SiAT O Antbody dontcation O letocy Reducod Pockod | O Inadiatan 17. Indicate the Component Needed by marking the quantity desired, if
| 15 O fo DARA work op Rod Blocd Calls O CMV Scramegatva applicable
{Ex. Ovders boe IMMIDIA - T 17 pp .
cotenl) Q Anbodylmaten)  4¢ TLP -G el Check th t tit ded. If otheri ked
athe Collan Fout O IIN DN sty O Compatbity Saromed RRADIATED a. cck the component quantity necded. I other 1S marke
153 O Dwoct Antigickedn Tas O Amgon nogatia Q Washed document the quantity on the blank line.
O ASAP el -iaaall e esm—— Q  Dectgratod Donce 18. Check Special Needs, if applicable. If other is marked document
O  Moleadar Genotygpo O Cryoproaptiak Pool O Ofer b A
. v 1 worsbns s, bt promntis i) | 03 4100 g O Flokdol, Phorcets the special need on the blank line.
(O ROUTINE O Ofwr Component Quantity /):1733
{2 patent & sbable /cupamnt, vo borubison 0102013 04
cedun)
KBC-144 R05/24 COMPLETION SOP: 15-99-144




KBC-144 Reference Lab Request Form R0O5/24 User’s Guide

! —
Paticnt Name (Last, [ | 13 | Patient ID: | 19b

|
" PATIENT HISTORY l |2°a &.}bmcsamﬂ:m
A complete transfusion history is vital to accurate resulrs.

Please consult with patient, patient” s family and/ or patient’ s physician to verify fusion history

nmn»dubmlmwyudbmdalbymmm‘/wwmmwwadm

Hoas inchdo ik baned kom other b ,‘—“pcﬁi’mbmh’lhndllmadnuy lmnm&:ilnaqph-ﬂn
PATIENT /FAMILY CONSURTED: THE PATIENT HAD PRIOR

QYESQ NO Q YES aNo:lum 20c

TRANSFUSION HISTORY AT CURRENT FACILITY:

NWBII OF UNITS NOST RECENT DATE(S) TRANSFUSED:
20e [ ' 20f
we QYES Q NO

20d [if within tho lost 7 months, approval for dvalacuk
m;l" OF UNITS REACTIONIS), ¥ ANY: 20h
[F withor o kst 3 months) 20g [ J

ust OTHER FACILITIES | HE PATIENT HAS RECEIVED TREATMENT: ' 20i I
J

F asss—
ANTBODIES IDENTIFED: 20)
ANTIBODES:

DATE OF LAST WORKUP: l 20k

| DRUGS,/NEDICATIONS Floase 122 ALl medicabions the patant has racaived wilhin the Jost 6 moeths. | necezsary afoch axa theets. lease incheda F patiort
e g Dorzala /d b (DARA), Win Rho or stetkor IgG immuna globulin medicaton. Aoch shoots  nooded.

- Sco atoched kst 21 ]

————— PREGNANGIES:
Has the patiant ever boen pragnant? [ 223 | dYg—— dhNo

" Cuncrlly progrort 7 Dobyerg

IsMoW&mthﬂb&w@—’ :lY+ 22b I:lNo # of Pregnoncias 22¢ I

Pragrancy Datas | 22d !
Haxs the patent aver

When?
O VYes :lNo ]
SEROLOGICAL RESULTS
Hoase give us YOUR serclogical indings. Indioate srangth of reoctions seen MACROSCOPICALLY (14, 2+, ok ) o s l e
ABO/RR (D] TESTING: Iz tharo difficully In ABO grouping? OVYas dNo I thoro dilicully In Bh hyping? o Yz I No |
Forward Typo Reverso Type Diroct Antyghotottrtozt
AaD ®h AT
anh | aws | AwAs [ Am [ whod | 5[ PR Arcal | B ol :,rdy‘ _J'Z.?‘,,
23b [ 23d ]
ANTIBODY SCREEN
CROSSMATCHES:
Floase atoch copies, with scroan/popal s
l.‘nm‘n (‘:r 23e l Lot # 23f . . Other:
— — | Method: QGe O m Duss O
Mabod OGd O oo (aeS Ofss = O "i
Gti/Sad GEL/Sold
[ a7 c NG . s 37 AHG =
£e [ 22 ] 23j
sci U —
SCin NUMBER OF UNITS CROSSMATCHED: | 23k
Fato NUMBER OF UNITS INCOMPATIBLE: |
COMMENTS Of QUESTIONS: KBC USE ONLY

Dako/Tima Rocatved: .
xe

Saldokmﬂd:lr%érb |lm I
273 10(227b
| S—

KBC-144 RO05/24 COMPLETION SOP: 15-99-144

19.

20.

21.

22.

Document patient information:

a. Document the Patient Name (Last, First)

b. Document the Patient ID

For patient history document as follows:

a. Check (') YES or NO to indicate if the patient has been sent to
KBC before.

NOTE: If the patient has been sent to KBC before, and there have
been no changes to the history (transfusions, drugs or
pregnancies), skip to number 22.

b.  Check (v) YES or NO to indicate if the patient or their family

was consulted for history.

c.  Check (v') YES, NO or UNKNOWN to indicate if the patient
has received prior transfusions.

d.  Document the number of units transfused

e. Document the most recent date(s) of transfusion

f.  If the patient has been transfused in the last 3 months, check
(¥") YES or NO to indicate if a sample can be sent for
molecular genotyping.

g.  Document the ABO/Rh of any units transfused in the last 3
months.

h. Document any known transfusion reactions.

i.  Document any facilities that have treated the patient and may
have given transfusions.

j- List any known antibodies identified

k. Document date of last workup

List current medications, if applicable.

a. Ifalistis attached, check (v) see attached.

Complete the patient’s pregnancy information, if applicable.

a.  Check (v))YES or NO to indicate if the patient has ever been
pregnant. Check (V') the box if they are currently pregnant or
delivering.

b.  Check (v) YES or NO to indicate if there is a history of

Hemolytic Disease of the Newborn (HDN).

Document the number of pregnancies.

Document the date(s) of pregnancy(ies).

e. Check (v) YES or NO to indicate if the patient has received
Rh Immune Globulin (RhIG).

f.  Document the date of RhIG administration, if applicable.

/o
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F a—
Paticnt Name (Last, [ | 13 |

Paticnt ID: | 19 |
——— " PATIENT HISTORY l |2°a s.}bmcsamd:m
A complete transfusion history is vital to accurate resulrs.
Please consult with patient, patient” s family and/ or patient’ s physician to verify fusion history

MMUMWJbWG/MwMWMMMMWde
Hoase nchde ik btancd kom other b ,qlpcﬁihbmhlhndhmadnﬁzﬁy Iamnm&:ilndq.*dia

PAY!NT/I THE PATIENT HAD PRIOR
QYESQ NO Q YES DNODUnkmwn 20c
mmumvmlm
[TNUMBER OF UNITS: () | MOST RECENT DATE(S] m\wusml 20e l
20d e 20¢
[ within o Jost 3 months, approval for we QYES CINO&

REACTION(S), ¥ ANY:

[ZOhJ

~ABO;/RH OF UNITS
1 withen tho Jast 3 months) | 20g
TiST AIY OTHER TACIHTTIES | E PATIEN FIAS RECEIVED TREATMENT: [ 200 ]

F asss—
ANTBODIES IDENTIFED: 20)
ANTIBODES:

DATE OF LAST WORKUP: l

mhmmhmhwmhhbmﬁ T necezsary atoch cdra thoets. Flease nchda F patiart
b (DARA), Win Rho or stetkor IgG immuna globulin medicaton. Aoch shoots  nooded.

ClSeomdndh

21]

————— PREGNANGIES:
Has the patiant ever boen pragnant? | 222 | OYg— Ore

" Cuncrlly progrort 7 Dobyerg

IsMaW&mthﬂb&w@—’ :ch} 22b I:lNo # of Pregnoncias 22¢ I

Pragrancy Datas | 22d !
Hax the patent aver Immre

When?
Ovee ONo I 22e ” | oot I
SEROLOGICAL RESULTS
Hoase give us YOUR serclogical indings. Indioate srangth of reoctions seen MACROSCOPICALLY (14, 2+, ok ) o s l e
[ ABO/Rh (D] TESTING: &= thare difficully In ABO grouping?  J Yas LI No  Is tharo dilficully In Bh hyping? O Yez . I N .
Forward Typo Reverso Type Diroct Antyghotottrtozt
AaD ®h AT
anh | aws | awas [ Amo | mow | =5 | FRCR | A1 col | B :,rdy‘ _J’zgi,
23b [ 23d ]
ANTIBODY SCREEN
CROSSMATCHES:
Floase atoch copies ol aasioram with screen/f
l?anin e- 23e Lot # 23f ; Other:
— - f 3 Method: OGe O 5 Ouss O
Soid J Oher: Pl
Mabod OGd O O (S Ofss
[ a7 c NG c':/s‘“ IS 37 AHG W" -t
£e [ 22 ] 23j
sci U —
SCin NUMBER OF UNITS CROSSMATCHED: | 23k
Fato NUMBER OF UNITS INCOMPATIBLE: |
COMMENTS Of QUESTIONS: KBCUSEONLY ———

Dake/Tima Recatved:

Sonpbk:mcld:lr-;-\b—arb |Im I
273 In(;’27b
| S—

KBC-144 RO05/24 COMPLETION SOP: 15-99-144

23.

24.

Serological Results:

a.

b.
C.

Check (v') YES or NO to indicate if there is difficulty in
ABO group or Rh type testing.

Document the serologic results for ABO/Rh

Check (v') Poly, IgG or C3 to indicate which reagent was
used for the DAT testing, if applicable.

Document the results of the DAT, if applicable.
Document the manufacturer of the screen cells being
used.

Document the lot number of the screen cells being used.
Check (v') Gel, Solid Phase, PeG, LISS or Other to
document the method of testing for antibody screen. If
Other, document the method of testing.

NOTE: A copy of the antigram for the cells tested should be
included.

h.

1.

Document the serologic results for the antibody screen.
Check (v') Gel, Solid Phase, PeG, LISS or Other to
document the method of testing for crossmatches, if
applicable.

Document the serologic results for crossmatched units, if
applicable.

Document the number of units crossmatched, if
applicable.

Document the number of units incompatible, if
applicable.

Document any additional Comments or questions.




