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  Antibody ID 
 
  Antigen Typing:   # of unit segments being sent: _________  
 
  Provision of Antigen Negative Blood:   # of units needed: __________ 
 
  Direct Antiglobulin Test (DAT) Workup    List medications: _____________________________________________ 
 
  Other: ______________________________ 
 
**INCLUDE COPIES OF ALL SCREENING RESULTS INCLUDING COMPLETED ANTIGRAM.** 

 
 
Patient’s Blood Type: ___________________ 

Transfusion History (Blood Component & Date Transfused): ____________________________________________ 

_________________________________________________________________________________________________ 
 
Previously Identified Antibodies:_____________________________________________________________________ 
 
 
 
Patient Scheduled for Surgery?   YES,   Date of Surgery: _______________   NO 
 
Prenatal Patient?     YES       NO 
 
Pregnancy History:  _________________________________________________________  
 
RhIgG (RhoGAM) Administered?   YES,   Date of RhIgG: _____________   NO 
 

     *** REQUIRED INFORMATION – MUST FILL OUT FOR TESTING TO BE COMPLETED *** 

LAST NAME: FIRST NAME: MIDDLE INITIAL: SEX: 
   MALE     

FEMALE 
DATE OF BIRTH: 
  

PHYSICIAN: FACILITY: 
  

BILL: 

 Client:____________________________________________________ 
 Medicaid: State through which benefits are received: _______________ 
 Other: __________________________ 

SPECIMEN COLLECTION: 
DATE: TIME: COLLECTOR MNEMONICS (INITIALS): 

  STAT                 ASAP                 CALL RESULTS TO THIS NUMBER: 
COPY TO: 

SPECIAL INSTRUCTIONS: 
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