
***PLEASE INCLUDE ICD-9 CODE***

REQUIRED FOR TESTING

S

TRANSPLANT TYPE:

 Bone marrow       Other__________

TRANSPLANT DATE: _________________________

DONOR NAME: ___________________________________

***REFERRING PHYSICIAN CONTACT INFORMATION*** 
(Required for testing. Please Print.)

ADDRESS:_______________________________________________________________

PHONE:_________________________________FAX:______________________________

CLINICAL HISTORY & DIAGNOSIS:________________________________________
________________________________________________________________
________________________________________________________________

ENGRAFTMENT/CHIMERISM TESTING
TRANSPLANT INFORMATION:

 PRE-TRANSPLANT ANALYSIS (RECIPIENT)
(test code: ENPR, test number: 4825)

 DONOR ANALYSIS (Please provide recipient name)
(test code: ENPR, test number:  4825)

RECIPIENT NAME:______________________________

SAMPLE INFORMATION: PRE-TRANSPLANT

 CHIMERISM
(test code: ENPOT, test number:  20984)
 Blood      Bone Marrow

 CHIMERISM, W/ CD3 & CD33 ENRICHMENT (2 LAVs)
(test code: ENPOE, test number:  4838)
 Blood

SAMPLE INFORMATION: POST-TRANSPLANT
(PLEASE COLLECT AT LEAST 5ML BLOOD SAMPLE IN LAVENDER TUBE) (PLEASE COLLECT AT LEAST 5ML SAMPLE IN LAVENDER TUBE)

***PLEASE NOTE*** 
submit 2 sterile swabs 

for post-transplant 
patients


