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	Genomic Testing
Request Form
ONCOLOGY CYTOGENETICS

	Oncology Cyto DS Triage - Lab use only

	
	
	Lab No:
	Type Lab No. or Affix label

	
	(DOC6455 Revision 8)
	
	

	Patient Details – use sticker if available but please add any missing information
	Referring Clinician/Healthcare Professional

	NHS No:
	Enter NHS No	D.O.B.:
	DD/MM/YYYY	Consultant/GP: 
(in full)
	Enter Consultant/GP name
	Surname:
	Enter Surname	Biological Sex:
	Enter Biological Sex	E-mail/Tel:
	Enter E-mail/Tel.
	Forename:
	Enter Forename	Gender Identity:
	Enter Gender Identity	Hospital/Surgery: 
(in full)
	Enter Hospital/Surgery
	Patient’s Address:
	Address Line 1	Ethnicity:
	Enter Ethnicity	Department:
	Enter Department
	
	Address Line 2	
	
	
	

	
	Address Line 3	Hospital No:
	Enter Hospital No	Requested by/ Cc. Report to:
	Enter Requested by/Cc. Report to
	Postcode:
	Postcode	HODS episode no:
	
	
	

	Consent Statement: Receipt of this form and sample(s) by the laboratory assumes that the clinician has obtained consent for genomic testing and for the use of the DNA/RNA/sample(s) and/or test result(s) by healthcare professionals in the UK.

	Test Required 
Refer to National Genomic Test Directory (https://www.england.nhs.uk/publication/national-genomic-test-directories/).

	Clinical Details:                                                                                        



Suspected diagnosis:


Current treatment:


Trial information:



	☐    Diagnosis/presentation

☐    ? Relapse

☐    Progression

☐    Remission

☐    Follow up

☐    Staging

Bone Marrow transplant: ☐   Yes    ☐   No
Donor Sex: ☐ Male   ☐   Female


	Sample Type:
	Histology sample no. (for FFPE sections): 
Please note: blocks are NOT accepted

	High Infection Risk?

☐   Yes              ☐    No

	Date taken:
	Select Date from Calendar
	Time taken:
	Enter Full Name

	Taken by: 
	
	
	☐  NHS    ☐   PRIVATE
	
	
	

	
North West Genomic Laboratory Hub – Manchester Site
Manchester Centre for Genomic Medicine
Sample Reception (6th Floor)
St Mary’s Hospital
Oxford Road
Manchester M13 9WL

	Tel: 0161 276 6122
Email: mft.genomics@nhs.net





	Guidance Notes – Oncology Cytogenetics Testing Request Form – 

	

	Patient Details
	
	Specimen Details

	The following details are mandatory, other details should be completed as fully as possible: 
· Surname & Forename 
· D.O.B – Date of Birth 
· NHS Number (10 digits) 
· Patient’s Biological Sex
· Patient’s Postcode
Please ensure a minimum of 3 matching identifiers on tubes and form.
	
	High Infection Risk: 
In accordance with the Health & Safety at Work Act and COSHH Regulations, the laboratory must be informed of any infection risk associated with submitted samples. The sender has the responsibility for minimising the risk to laboratory staff by giving sufficient information to enable the laboratory to take appropriate safety precautions when testing a specimen.

Sample Requirements:
Please use Cytogenetics Transport Bottles (refrigerate at 2-8°C), supplied to regular referrers, for bone marrow and blood collection.
In an emergency, a blood tube containing Lithium Heparin can be used.
Please DO NOT use other anticoagulants such as EDTA.

For FFPE FISH referrals please send 3~4 µm tissue sections mounted on positively charged slides.  We DO NOT accept blocks. 

Samples should be sent to the laboratory as soon as possible, within 24 hours.  Samples not for immediate dispatch should be refrigerated.

· All Friday samples need to arrive by 4pm on the day of collection.  For Myeloma samples 3pm to allow for cell separation.

· It is necessary to telephone about any samples that could arrive to the laboratory out of hours

Sample Packaging: 
The sample container should be sealed in a biohazard bag in case of a leakage. To prevent contamination of referral form and paperwork this should not be sealed with the sample. All packaging should conform to UN650 standards (as applied to UN3373 – Biological Samples, Category B).

For more details see our website: https://mft.nhs.uk/nwglh/test-information/cancer/haematology-oncology

	Referring Clinician/Healthcare Professional 
	
	

	The following details are mandatory: 
· Consultant/GP name: initials are not acceptable as the laboratory cannot identify the clinician/healthcare professional. A minimum of first initials and surname must be provided.
· Hospital should be clearly identifiable; initials are not acceptable as the laboratory cannot identify the hospital. Trusts with more than one hospital should clearly identify the referring hospital. 
· Department should be clearly identifiable; initials are not acceptable as the laboratory cannot identify the department.

Other details should be completed as fully as possible: 
· E-mail/Tel; without an email/telephone number, urgent results cannot be given. Reports will only be sent by first class post. 

Requested by/Cc. Report to: Use this space if the healthcare professional requesting the test/requiring a report copy is not the patient’s Consultant. 
	
	

		For Laboratory Use Only

	Date Received:


	Cultures Requested by:
	Priority:
	Duty Scientist:

	Time Received:


	
	
	

	Volume:



	Cultures Set up:
	Set up by:
	Test Required:

· Cyto
· Cyto FISH
· FISH only
· PET FISH


	Cell count:

	Transport media expiry:


………./………./………………….
	
	

	CD138 set up date:


Set up by:


CD138 volume:
	C culture/s set up by:

Pour off Volume:

Cell Count:

Volume per culture:


	Comments: 
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