Mississippi Blood Services 						             Phone 601 368-2677 
115 Tree Street 		                 Fax 601 981-2583	    
Flowood, MS 39232							               Lab Phone 601-368-2618
Immunohematology Consultation Testing Request
	Hospital Name

	Address
City, State                                                                                      Zip Code

	Phone #
	Fax # 

	Physician

Person Completing Requisition                                                                                        Today’s Date:

	Patient and Sample Information

	Last Name

	First  Name                                                  MI

	Patient Identifier / Medical Record #              
	Hospital’s sample accession #


	Date of Birth 

 
	Gender      Male
Female 
	Ethnicity   
African American     Caucasian   Hispanic             Asian             Other _____________________

	Blood Specimen Type 

See Reverse for Minimum Sample Volume Requirements
	 Draw Date / Time  

_________/_____




	Number  Of Tubes

 ____  Serum   

____“dry” Clot 

 
	
 Centrifuge the Red top tube after the clot is completely formed. Separate 
    serum from cells and send both tubes.  

NOTE:  Do Not Use a tube with any type of gel or serum separator. Specimen will be rejected; results are unreliable.

	
	

_________/_____

	

____   EDTA    
	

EDTA Anti-coagulated (Lavender top)



	Patient Clinical History

	Diagnosis:  ______________________________________________
Indication for Transfusion: ____________________________________________________


	Prior Transfusions?    No    Yes                             Dates of Last Transfusion: _________________
# Pregnancies (include miscarriages & abortions)  __________

	Medications  __________________________________________________________________________

Prior Known Antibodies? (list)

	                                 Previously studied by Mississippi Blood Services?     No        Yes, When? __/__/_____


              
	Reference Consultation Information

	Results needed by (Date / Time):                                                   Planned Transfusion Date
    Inpatient?   O`r     Outpatient?                                        Surgery Date:

	Number of RBC units needed:	
Additional order requirements?     CMV Negative     Irradiated       Pedi-Quad      Other: 

	Mark services needed \ problem
ABO / Rh problem  
Compatibility Problem 
Compatible unit screenings requested - Number requested:_______
          Compatibility must be confirmed by the transfusing facility.                                 DAT Workup
Antibody Identification                                                                                            Other (please describe)	 
Screen for Antigen Negative Units (list antigens): _____________________________________________________
	 Any additional services required to achieve an appropriate result will be charged.  Stat or after-hours charges may apply.
Different forms are used for Transfusion Reaction and TRALI work-ups.  Please call 601 368-2677.



	Hospital Blood Bank Lab Findings

	Antibodies Identified?                                                 Antibodies Suspected?            
How many donor units were screened with the patient’s serum?                                  Number compatible:
Please send a copy of your ABO/Rh reactions, Antibody Screen and All Panels Performed.


SPECIMEN REQUIREMENTS 

	 Sample must be received within 24 hours after collection. 
All samples must include sample identification clearly marked on each specimen container. 
Proper identification includes 
· full name of patient
· date and time obtained
· hospital and/or patient identification number and
· identification of the individual obtaining the specimen. 
Federal regulations mandate that a completed laboratory requisition form accompany each sample 

Recommended tubes for collection: 
Plain red top vacutainers for clotted (serum) samples -- Do not use tubes that contain a silicone separator gel. 
Lavender top vacutainers with EDTA anticoagulant 


	SUSPECTED SEROLOGIC PROBLEM 
	MINIMUM AMOUNT 

	
Compatibility Problem 
Antibody Identification 

	
Antibody Confirmation 
Antibody Titration 
	
All require 1 (7 ml) EDTA lavender top tube and 3 (7 ml) red top (serum) tubes



	
Warm Autoimmune Hemolytic Anemia – IAT Positive    with all panel cells tested and a positive DAT (1+ - 4+) 

	No transfusion within the past 3 months: 
HGB < 5.0 g/dl: 7 (7ml) lavender EDTA blood  (~50 ml) &                    
                          3 (7ml) red top tubes 
                                          separate serum from clot, send both

HGB > 5.0 g/dl: 4 (7ml) lavender EDTA blood (~30 ml) & 
                          3 (7ml) red top tubes 
                                          separate serum from clot, send both

Transfused within the past 3 months: 
1 (7ml) EDTA tube and 
4 (7ml) red top tubes -- separate serum from clot, send both



 Sample Shipping Requirements

Use suitable containers that meet the required shipping temperatures.  
Samples for red cell serological workups should be shipped in a container maintaining a temperature between 1C - 10 C. Red Top tubes – Be sure to separate serum from clot immediately after collection. 
Send both the separated serum and the “dry” clot.  
Blood samples must be packaged to comply with requirements of mail or overnight courier service, if used. 

Shipping Address: Mississippi Blood Services Laboratory 
115 Tree Street
Flowood, MS  39232
Phone: 601 368-2677 
The Immunohematology Laboratory is staffed 5 days a week, 7 AM to 5 PM.  After hours charges will be applied to services rendered during evening hours (5:01 PM to 6:59 AM), weekend, and holidays.  Turn around time depends on the urgency of the need for transfusion. 
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