
Recipient Patient Bill   

Practice/ Office Name:
Address:
Address:

City, State, Zip:
Phone:

Fax:

700 Children’s Drive, Columbus, Ohio 43205
P: (614) 722-5477 / (800) 934-6575
F: (614) 722-5478 / (877) 722-5478 
NationwideChildrens.org/Lab

SM-REQ-EXT-F-34.4 Date: ______________  Time: ______________

Ship samples to the CPA Lab, Room C1955

MOLECULAR (DNA-BASED) TESTING
[    ]  PRE-TRANSPLANT ANALYSIS, BMT ENGRAFTMENT [BMPR]

BMT ENGRAFTMENT / CHIMERISM TEST REQUISITION

 **This sample is from:    [    ] Recipient   [    ] Donor

Submit sample(s) from both the recipient and the donor.
[    ] RECIPIENT
       [    ] Peripheral blood, EDTA purple top tube
       [    ] Bone marrow, EDTA purple top tube
[    ] DONOR 1
       [    ] Peripheral blood, EDTA purple top tube
       [    ] Other sample type: _______________________________
[    ] DONOR 2
       [    ] Peripheral blood, EDTA purple top tube
       [    ] Other sample type: _______________________________

[    ] POST-TRANSPLANT ANALYSIS, BMT ENGRAFTMENT [BMPT]
     Select sample types to be tested.

[    ] Peripheral blood, EDTA purple top tube
[    ] Bone marrow, EDTA purple top tube
[    ] Sorted Cells (CD3/CD33)
       [XSORT - 1 tube (NaHep or EDTA)]
       [    ] Peripheral Blood          [    ] Bone Marrow 
[    ] Sorted Cells (CD3/CD33/CD19/CD56)
       [XSORT - 2 tubes (NaHep or EDTA)]

         [    ] Peripheral Blood          [    ] Bone Marrow
FISH TESTING - DONOR MUST BE SEX MISMATCHED
[    ] POST-TRANSPLANT CHIMERISM FISH (XX/XY) [CHIMFISH]

Only peripheral blood accepted.
[    ] Peripheral blood, EDTA purple top tube
[    ] Sorted Cells (CD3/CD33)
       [XSORT - 1 tube (NaHep or EDTA)]
[    ] Sorted Cells (CD3/CD33/CD19/CD56

 [XSORT - 2 tubes (NaHep or EDTA)]

RECIPIENT AND DONOR (CURRENT & PREVIOUS) INFORMATION IS 
REQUIRED
RECIPIENT 
Name:_______________________________________________________
DOB or MR#: _________________________________________________

DONOR 1 
Name or ID #1:________________________________________________      
ID #2: _______________________________________________________ 
Sex: [    ] Male   [    ] Female

DONOR 2 
Name or ID #1:________________________________________________ 
ID #2: ______________________________________________________ 
Sex: [    ] Male   [    ] Female

ADDITIONAL DONOR INFORMATION (MARK IF APPLICABLE):             
[    ] Stem Cell Donor   OR   [    ] Cytotoxic T Lymphocyte (CTL) Donor

DATE OF TRANSPLANT: _______________________________________ 
DA  TE OF LAST STEM CELL   INFUSION:___________________________ 

DATE OF LAST CTL INFUSION: __________________________________ 
DIAGNOSIS: _________________________________________________ 

OTHER RELEVANT CLINICAL INFORMATION: _____________________ 
____________________________________________________________ 
____________________________________________________________  
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