ROTUNDA HOSPITAL DEPARTMENT OF LABORATORY MEDICINE 
RF-BT-0003 Blood Transfusion GP Request Form Ed 03
Sample requirements:  Whole Blood sample 9ml EDTA bottle. (Greiner Vacuette bottle)
The sample should be handwritten and labelled in accordance with BSH guidelines for Blood Transfusion three unique identifiers; Patient’s full name (forename and surname) , date of birth, the patient’s address and must be signed. Labelling of the specimen should be checked against the request form prior to sending to the Rotunda Hospital, as any discrepancies in specimen labelling will result in sample rejection. 
Gestation and clinical details must also be completed.
	Blood Transfusion   The Rotunda Hospital, Dublin 1

	Rotunda Hospital Number  
If available
	Lab No



	SURNAME 


	Practice Name /GP

	FORENAME 


	GP Address 

	DATE OF BIRTH 

	SEX


	

	Patient’s Address
	Requested by:

	
	Specimen 

Collection  Date:                   Time:

	
	Specimen 
Collection by:                        Sig:

	
	Contact No

	REQUEST
	Please complete  details below

	Group and antibody screen for Termination of pregnancy 
   
	 Blood transfusion history                   GESTATION ……………….
 Unknown                                           
ABO Group……                                  Rh D group………………….

Ig Anti-D Given            No                  Yes             if yes complete below 
Date                                                Dose administered 
	

	

	*URGENT REQUEST MUST BE VERBALLY COMMUNCIATED

Telephone number 01-8176863 
	Checked


Example of sample label 

	Surname      Mergenci

	First Name    Anna

	Pat. No.   2 Any Street , Any Town 

	DOB  01/01/2000
	Ward GP

	Date 29/01/19
	Time 18.00
	Sig. MM
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