ROTUNDA HOSPITAL DEPARTMENT OF LABORATORY MEDICINE

RF-HAEM-0002 Thrombophilia Request Form for use for Inherited Thrombophilia only. Edition 06
Please do not request Lupus anticoagulant on this form

For inherited Thrombophilia requests complete section one and two.

National Coagulation Laboratory, Centre for Laboratory Medicine and Molecular Pathology,
St. James’s Hospital, Dublin 8. Tel.: 41620492, Fax: 4103569

THROMBOPHILIA SCREEN/ LUPUS ANTICOAGULANT SCREEN REQUEST FORM

All sections of this form MUST be completed by the requesting medical team. Samples will not be analvsed unless a fullv completed form
accompanies the samples.
Thrombophilia screen: 6 Coagulation samples and I EDTA (FBC) sample. LA Screen onlyv: 4 Coagulation samples.
For Lupus Anticoagulant requests, a separate sevion sample shonld be sent with a separate request form to the nmmnnology Department for
Cardielipin and 12 Glvcoproteini antibody testing

J I O e N By O

First Name | | | | ‘ | | | ‘ | | | | | Date of Birth | l l | l | | I ‘
Medical Record ‘ | External lab order number | |
Number:

Hospital: | | Ward I ‘
Consultant | | Specialty | |

Clinical Details (To be completed in all cases):

Anticoagulation: Yes D No I:l

If ves, state agent, dose and time last taken before samples taken:

Drug: Dose: Date and time taken:

Tests Requested: Refer to the guidelines for Thrombophilia Testing at htips:www stjames. ie/LabMedInformation’ prior to sending request. This form
can be downloaded at https./www sijames_ie/services/laboratorymedicinelabmead/

Antithrombin Lupus Anticoagulant Factor V Leiden

Prothrombin Gene
Protein C Activated Protein C Mutation
Eesistance

Protein S

Consent for Genetic Testino:

The requesting clinician confirms that written consent has been obtained for testing for the Factor V Leiden mutartion (if APCE test
abnormal), testing for the prothrombin gene and subsequent storage of DNA samples:

Yes |:| No |:|

The consent form should be keptlocally in the patient record and SHOULD NOT be sent to the laboratory with the test reguest.

Date and time sample taken: ! / :

Requested by (print name): Signed:

Haem Form 1420 Version 3 Effective date: 12/03/2026




ROTUNDA HOSPITAL DEPARTMENT OF LABORATORY MEDICINE
RF-HAEM-0002 Thrombophilia Request Form for use for Inherited Thrombophilia only. Edition 06
Please do not request Lupus anticoagulant on this form

Section 2: Consent for Rotunda Hospital

A) Patient Details

SUM@ME ... e e e Forename ..........cocooiiiiiiiiiciiiee e eeeeees
Hospital ......ccoeniiiiier e e Hospital Number .........cccvoiiiiiiiiiereeee,
Date of Birth ........................

B) Collection and usage of samples

| (Print name) give consent for a blood sample to be taken
frOM e (Myself or name of child) and the genetic material extracted, stored and
tested fOr .o (Specify
disorder).

Please initial the boxes below to indicate your consent

g The purposes for obtaining this sample and the potential implications have been explained to me and |
have had an opportunity to have my questions answered.

g I have read and understood the information about genetic testing.

g Itis the intention to store the sample for a maximum two year period.

g | understand that it may be necessary to use part of the sample anonymously for example for quality
assurance or development of new tests.

SigNed ... Date........cocvenenenn.
(Patient/parent/legal guardian — delete as appropriate)

C) Use and availability of results

g | hereby give consent for clinical and genetic information that may be relevant to other family members to
be made available to relevant health care professionals.

g | agree to the results being entered into local or national confidential databases.

Signed ... Date.........ccenvnenee
(Patient/parent/legal guardian — delete as appropriate)

D) Person obtaining consent
| have explained to the above patient/parent/legal guardian the purpose of obtaining a sample for genetic
studies and their implications.

o T 0 L X = 13 =S Position..........ccccveeeeens

A photocopy of the completed from should be given to the patient, the original filed in the patient’s case
notes and a copy filed in the family genetic record file.

Patient consent has been obtained for testing for APCR (if APCR test abnormal) then Factor V Leiden
mutation, testing for the prothrombin gene and subsequent storage of DNA samples Copy of this form will
be retained by Rotunda hospital

Patient Signature .............................................. Clinician Signature ..............................................




