
Test Code                Test Name  Sample Requirements  
DONXM HLA Donor Crossmatch 4 Yellow top ACD Solution A tubes; current patient serum must be available 
SESTO HLA Routine Monthly Sample 1 Plain Red Top  
HLATF HLA Transfusion Workup 1 Yellow top ACD Solution A tube and 1 Plain Red Top tube  
DONWU HLA Transplant Donor Workup 2 Yellow top ACD Solution A tubes   
SAB  HLA Luminex Antibody Testing 1 Plain RED Tube   
VRTXM  HLA Virtual Crossmatch HLA typing of donor and Antibody Analysis of Patient must be available 
TXKIL HLA Transplant Workup Kidney/Lung 2 Yellow top ACD Solution A tubes and 1 Plain Red Top Tube  
TXLIV  HLA Transplant Workup Liver 2 Yellow top ACD Solution A tubes and 1 Plain Red Top Tube  
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Pathology Services Referral Laboratory and Research
Histocompatability & Immunogenetics (HLA)
4502 Medical Drive  San Antonio, Texas  78229-4493

TRANSPLANT ASSOCIATED TESTING

Test Code                Test Name  Sample Requirements  
B27 Ankylosing Spondylitis/Uveitis 1 Yellow top ACD Solution A tube  
B5701 Abacavir Hypersensitivity 1 Yellow top ACD Solution A tube  
B5801 Allopurinol Hypersensitivity 1 Yellow top ACD Solution A tube  
BECHE Behcets Disease 1 Yellow top ACD Solution A tube  
BSR Bird Shot Retinopathy 1 Yellow top ACD Solution A tube  
CARB HLA Carbamezepine Hypersensitivity 1 Yellow top ACD Solution A tube  
CELIA  HLA Celiac Disease 1 Yellow top ACD Solution A tube  
LYME  Antibiotic Refractory Lyme Arthritis 1 Yellow top ACD Solution A tube  
MDS  MDS-Immunotherapy Candidate 1 Yellow top ACD Solution A tube  
MELVC  Melanoma Vaccine Eligibility 1 Yellow top ACD Solution A tube  
NARCO  Narcolepsy 1 Yellow top ACD Solution A tube  
RHART  HLA Rheumatoid Arthritis 1 Yellow top ACD Solution A tube  
THYGE  Thygeson Keratitis 1 Yellow top ACD Solution A tube  
VKHD  Vogt-Koyanagi-Harada’s Disease 1 Yellow top ACD Solution A tube    
DISAS HLA Disease Association 1 Yellow top ACD Solution A tube  

DISEASE ASSOCIATION TESTING

If indicated, additional testing will be performed.
Additional processing and storage fees may be applied.

Pre-TransPlant:                      Post- TransPlant:
Notes regarding previous or current sensitizing events: 
Prior transplants? ____________________________________________________________________________ _____
Prior transfusions?_________________________________________________________________________________ 
Pregnancies (even those that terminated)? _____________________________________________________________ 
Recent or upcoming vaccinations? ____________________________________________________________________ 
Infections requiring hospitalization? ___________________________________________________________________
*Please notify the HLA laboratory of any new sensitizing events as they occur.

Patient SSN / unique identifi er: ________________________

Patient: (Last, First)__________________________________________   Client Accession #: __________________   Client Account: _____________________

Patient ID : _____________________________   Contact Name: ______________________________________  Collected by & Date: ____________________

Sex:  Male   Female  DOB: _______________  Phone #: __________________________________________  Time Collected: _______________________

Provider: ____________________________________________________________   UPIN#: __________________________ Fax#: _____________________

All fields below must be completed for proper specimen handling and reporting


