KBC-144 Reference Lab Request Form R06/26 User’s Guide

Q

BLOOD CENT

KENTUCKY

Reference Laboratory Request Form
3121 Beaumont Centre Cirde Lexington, KY 40513
ER Main: (859)276-2534 < Relerence: [859)519-3816 < Fax: (859)514-0128

1. Notify Reference Labor:

Please follow these instructions carefully
IMPROPERLY LABELED SPECIMENS WILL NOT BE PROCESSED

In advonce of

cimen arrival

2. Send 24ml anscoagulated (EDTA) OR 10ml anscoagulated (EDTA) and 20ml fresh closied blood in sterle, well sioppered, sealed test
tubes. For suspeced Warm Autoantibodses, 24-30ml EDTA 1s preferred
DO NOT Send spedmens collected in gel separator tubes.

[« T Y- X}

required prior to Issue of crossmaiched products.

N

8. MISLABELED SPECIMENS

WILL NOT BE TESTED -

THE INFORMATION ON THIS FORM MUST MATCH THE TUBES.

Specimens will be used for crossmatch if necessary, and MUST be legibly and dearly labeled with:
Q The full name of the patient
Q Hospital ID number, SSN or DOB.
Q The DATE (Month, day, and year) and TIME the specmen was collected.
Q Phlebotomist s initials, name, or identifier.
*  For Trandusicn Reactions: send cleary labeled pre- and postranshusion specimens dlong with a sample of the unit(s) ranshused.

Al

Ik'ﬂ"

vod: KBC- 106 Transksion Re )

OR KBC-396 TRAL Investigession Report

®  For Crommatch peoblems: send patient specimen along with sample of incompatble units of blood, labeled appropeately.
*  For hemolybc disease of the newbaorn [HDNY): send opg

by labeled sp

from baby, mother, and lather (i available).

FOR EMERGENCY RELEASE OF UNCROSSMATCHED BLOOD SEND TUBES WITH KBC-264 AND KBC- 144

Pack specimens carefully o avold leakoge and/or breckage. Specimens should be padked in a leak-proof container and a box.

Specimens should be packaged and iransported according to Department of Transportation Regulations for dinical specimens.
If specdmens will be in transit for more than 4 hours they should be padked as you would red blood cell components.

If ABO/Rh history 1s unknown (Le. due to an ABO discrepancy), an ABO confirmation tube with a different collection date/time will be

PRINT OR TYPE ALL INFORMATION - BOTH SIDES of this form MUST BE COMPLETED.

NAME OF HOSPITAL/LABORATORY: m

ORDERING HEALTHCARE PROFE

st, First): [ 3

|

DOB:

HOSPITAL ID: L

§ PATIENT' S NAME (La
z

COLLECTED:

DATE/TIME SPECIMEN

s
[ s}

H/H or[ﬂ_ CLINICAL DIAGNOSIS:
6
PHLEBOTOMIST’ S INITIALS /ID:

PATIENT RACE: l 10 J

| TN "

PATIENT GENDER:

FORM COMPLETED BY /DATE:

13

HOSPITAL PHONE NUMBER

14

COMP
SAMPLE COMPLETION TESTING REQUESTED (v):
PRIORITY (v): Q  Antbody Identicaticn
Q 15 O PreDARAwok-vp
[ TE borehuon, | 9 Anibody Tikation
patert s credd) QTN RN lvestigaton
Who Approves the Call-in-fee? | O Direct Antighobulin Test
I gy
o ROUTINE -
Q  HDN lvesfigation
(Ex paent 1= sablo /outpation, no Q Oher
yonsheion ceders)

LETE ADDITIONAL PATIENT HISTORY ON THE BACK OF THIS FORM

COMPONENT NEEDED SPECIAL NEEDS (v):
levkocyte Reduced Packed Red Blood Cells | [ Irradiation
o o O CMV Seronegalive

17 s :g':: O HIA Selected-
Q  Tronsheable Pasma IRRADIATED
Q  Cryoprecpiate Pool O Washed
Q  Hatdet, Phesesis O Designated Donor
Component Quantity (v'): 17a 0O Other: 18
Q1 092 Q3 Q4 Q__

KBC-144 R 06/26

COMPLETION SOP: 15-99-144

To be completed by Transfusion Facility (Front)

0 © N O

_

O woN — 0O

Name of the hospital/laboratory

Name of the ordering Physician

Patient’s last name, first name (middle initial is optional)

Patient’ s date of birth (DOB)

Patient’s hospital number/ID

Patient’s hemoglobin/hematocrit (H/H) or Platelet Count

Patient’s clinical diagnosis

Date and time specimen collected

Phlebotomist initials/ID

Patient's race

Patient’s Social Security Number (SSN)

Patient's gender — Male or Female

Form completed by and date of completion

Phone number of hospital /laboratory

Check the Sample Completion Priority for the status of patient sample —

STAT, ASAP, Routine. Examples are provided

a. Document the name of the person approving the call-in-fee

Check the Testing Requested. If other is marked document the type of

work-up on the blank line.

Indicate the Component Needed by marking the quantity desired, if

applicable.

a. Check the component quantity needed. If other is marked document
the quantity on the blank line.

Check Special Needs, if applicable. If other is marked document the

special need on the blank line.




KBC-144 Reference Lab Request Form R06/26 User’s Guide

1. Document patient information:

) )
Patient Name (Last, First) [ | 192 | | Patient ID: [] 190 |
Nt ) S

PATIENT HISTORY [ 20a }SemoKBCBdocez QYESQNO
A complete transfusion history is vital to accurate results.

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

a. Document the Patient Name (Last, First)
b. Document the Patient ID

Posbonts with udnown hisory will be ieced as # ey are recenty hanskised and may incur ackdonal esting and costs 20. For patient history document as follows:
Plocue include ink bicined from cher hosgatols f posienthas been Wransfered om another foclly. Leave areas blonk # not applicabl o ,
ATIENT/FAMILY CONSULTED FOR HISTORY: HAS THE PATIENT HAD PRIOR TRANSFUSIONS? a. Check (v') YES or NO to indicate if the patient has been sent to
QYESQNO || Al l 0 YES QNO O Unknown KBC bef
efore.
TRANSFUSION HISTORY AT CURRENT FAGILITY, ———
NUMBER OF UNITS: [ o0 ] MOST RECENT DATE[S] TRANSFUSED: | 20e NOTE: If the patient has been sent to KBC before, and there have been
[ wn b ot ] - pig? QI YES DNO@ no changes to the history (transfusions, drugs or pregnancies), skip
?33/2,,”3 NS [ ] REACTION[S) FANY: | 20n : ’
to number 22.
LISTANY OTHER FAGILITIES IN WHIGH THE PATIENT HIAS RECEIVED TREATMENT:
| 20i I b.  Check (V) YES or NO to indicate if the patient or their family was
ANTIBODIES IDENTIFIED: [ = ] consulted for history.
ANTIBODIES: e [ - J c.  Check (¥') YES, NO or UNKNOWN to indicate if the patient has
DRUGS,/MEDICATIONS Plocee it AlL mochcabons e palice has recawed wilin e k& mord W necessary aiach e thech Plaasa nclude # palied received prior fransfusions.
ﬁ%ﬁ‘-ﬂ%w Win Rho o ik oG imemune globuley medcaton Aioch theck f necded d.  Document the number of units fransfused
aia Document the most recent date(s) of transfusion
Hion fho poiont cves boen pragnand? 2 ayo e T oty g f. Ifthe patient has been transfused in the last 3 months, check (v')
M{“‘_’“"“"”‘“‘ - L ONo  dcifngunces | 2¢ | YES or NO to indicate if a sample can be sent for molecular
Pregnancy Dates: 22d — )
[ e [Pt everseceived Rh lewume Globude? | When? [ p— ] genotyping.
b L eSS i g.  Document the ABO/Rh of any units transfused in the last 3 months.
Plocse gve us YOUR serologs Incheoge shengh of reockons seen e or h.  Document any known transfusion reactions.
ABO/Rh (D) TESTING: Is there difficulty in ABO grouping? QYes QNo 23a ubym%rypmg?:Ya Q No . . .
Forword Type ) —— | T Dieoct Anbglcbuln Tes i.  Document any facilities that have treated the patient and may have
Ans-A | AntiB | An-AB | AakD | RhCul &';g, m Al Cells | BCell: | 23c ;.po,,g".‘;l;;m given transfusions.
23b 23d i.  Listany known antibodies idenfified
ANTIBODY SCREEN k. Document date of last workup
&,mcj’d 23 d'l \ - 23i Other: 21. List current medications, if applicable.
A 1 . ot ~
= S| 23 s IO Method: QGel O oo Qrec Quss 2 a. Ifalistis attached, check (v) see attached.
Mehod QG4 Q '
- Fhone N B v " - — e 22. Complete the patient’s pregnancy information, if applicable.
- Phase Phase a.  Check (Y')YES or NO to indicate if the patient has ever been
o | [ 25h %) pregnant. Check (v) the box if they are currently pregnant or
el NUMBER OF UNITS CROSSMATCHED: 23k | dehve“ng
NUMBER OF UNITS INCOMPATIBLE: o o ,
comhmrmsoaouzsnms: T [ 23'09 b.  Check (v) YES or NO fo indicate if there is a history of Hemolytic
Dote/Time Recewved: Disease of the Newborn (HDN).
ol ek B Y Ei ik —] c.  Document the number of pregnancies.
ll 263 |} Tock: o Document the date(s) of pregnancy(ies).
KBC-144 R 06/26 COMPLETION SOP: 15-99-144 e. Check (‘/) YES or NO to indiCOTe I]t The pOﬁenT hOS received Rh

Immune Globulin (RhIG).
f.  Document the date of RhIG administration, if applicable.




KBC-144 Reference Lab Request Form R06/26 User’s Guide

Patient Name (Last, First)  [| 192 | | Patient ID: [] 190 |
.— ) SEEE—
PATIENT HISTORY [ 202 o KBC Before? Q YES Q NO
A complete transfusion history is vital to accurate results.

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

Flease nchude inf btaned from other hospatals if patient has been randered hom another focility. Leave areas blank § not applicabl
ATIENT /FAMILY CONSULTED FOR HISTORY: HAS THE PATIENT HAD PRIOR TRANSFUSIONS?
QYESQNO 20c Q YES O NO Q Unknown

TRANSFUSION HISTORY AT CURRENT FACILITY;———

NUMBER OF UNITS: [ 20d ] MOST RECENT DATE(S) TRANSFUSED:

20e
(i within the kast 3 months, ’lo:mé«%l 2 D YES DNO! 20f '

ABO,/RH OF UNITS REACTION([S), IF ANIY: 20h

[ within the kast 3 months) 20g

LIST ANY OTHER FACILITIES IN WHICH THE PATIENT HAS RECEIVED TREATMENT:
20i

ANTIBODIES IDENTIFED: [ 20j ]

ANTBODIES:

DATE OF LAST WORKUP: [ 20k J

DRUGS/NED'CA“QQS -Pleae list AL medicatons the patient has recenved within the kot & moeths. If necessary aach extra theets. Please indude if patient

‘daratumumab (DARA), Mﬂnauﬂulﬁm@m Asoch sheet f needed
DSee&od-cdh 21a

Has the pasent eves been pregnan® 22 QVYes Q No Q Currently Pr
Is there o history amDizease of the 22b QVYes QA No # of Pregnancies: l 22¢ l
Pregnancy Dates: 22d -

patient ever receved Rh Immune Globuln? When?
[ 22e OYe: QONo [ 22f ]
SEROLOGICAL RESULTS
Ploase give us YOUR Inchoate of reockions seen L ele) or
ABO/Rh (D) TESTING: Is there difficulty in ABO grouping? QYes QNo 23a ulty in Rh typing? Q Ye. Q No
Forward Type T Tvene Type | I Direct Antiglobulin Test
. 5 . Ans-D Rh Cl {DAT)
Ans-A | Anti-B Ani-AB Anti-D Rh Cl (AHG) (AHG) Al Cells B Cells 23¢ (g PolyQ IgG A C3
23b 23d
ANTIBODY SCREEN
altoch copiss o, o p— _—t
“Scmcl-n Ccl!r 23e Lot # 23f 23i . Other:
- Method: Qcel Q1 Qrec Quss Q
Mebhod OGd O ;;U 23g  Juss I Oer s
. GH /Solid GEL/Solid
IS 37°C AHG o s 37 AHG b

S [ 23h 23j

sci L

sau NUMBER OF UNITS CROSSMATCHED: 23k |

Auto NUMBER OF UNITS INCOMPATIBLE: [ 23|
COMMENTS OR QUESTIONS: KBCUSE O =0
Do /Time Received:

Sample Accepiable? QYes QNo  Todt

o (]

KBC-144 R06/26 COMPLETION SOP: 15-99-144

23.

24.

Serological Results:

a.

o

@ "o a

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

Document the serologic results for ABO/Rh

Check (V') Poly, IgG or C3 to indicate which reagent was
used for the DAT tesfing, 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.

k.

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.




