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Request for DNA Diagnosis (complete both sides of form)

Patient

	Name:
	

	Date of birth:
	

	Patient’s Address
	

	
	

	
	

	
	

	Postcode
	

	Home Phone
	

	Work Phone
	

	Hospital number
	
	NHS Number
	

	Ethnicity
	

	Family History
	


Referrer (Report address)

	Name
	

	Title
	

	Address
	

	
	

	
	

	
	

	Postcode
	

	Contact Phone
	

	Contact Fax:
	


GP

	GP Name
	

	GP Address
	

	
	

	
	

	GP Postcode
	

	Health District & 
Primary Care Group
	


Sample

	Date sample taken
	

	Hb:
	

	RBC:
	

	MCV:
	

	MCH:
	

	HbA2:
	

	Hb F:
	

	Ferritin:
	

	Reason for referral/Family details
	


Sample requirements: 
Adults (16 years and above)
10 ml EDTA blood

Children (2-15 years)

4 ml EDTA blood

Infants (0-2 years)

2 ml
EDTA blood

All blood samples must be labelled with:

First name

Surname

DoB

Hospital No

Date of sample

An electronic version of this request form is available on request.

PATIENT CONSENT
For all samples sent please ensure that the patient has given appropriate consent for:

1. Analysis of DNA for diagnostic purposes
2. Storage of DNA for 5 years


3. Use of anonymous DNA for use as control samples

A copy of our consent form is available upon request.











Laboratory Contact details


Telephone: 020 3299 9000 Ext 2265 (lab)


Telephone: 020 3299 4337 (Office)


Fax: 020 3299 1035


Section Email � HYPERLINK "mailto:kch-tr.PND@nhs.net" ��kch-tr.PND@nhs.net� 





Denmark Hill


London SE5 9RS





Tel: 020 3299 9000


� HYPERLINK "http://www.kingspath.co.uk" ��www.kingspath.co.uk�


� HYPERLINK "http://www.kch.nhs.uk" ��www.kch.nhs.uk�
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