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TEST REQUISITION FORM

I PATIENT INFORMATION (required)

I INSTITUTION CONTACT (required for billing)

Patient Name:

Sending Location/Institution:

Patient ID/MRN: Contact:
Date of Birth: Sex: M__ F__ Address:
Location: Lab ID:
Collection Date: Collection Time: FAX: PHONE:
Clinical History: Physician signature/Date:

Physician Name (printed):

FLOW CYTOMETRY
TEST(S) REQUESTED:
CODE DESCRIPTION CODE DESCRIPTION
I:I TMITO T CELL MIOGEN PROLIFERATION CYTAPO CYTOTOXICITY/APOPTOSIS

CYTOKINE-IBD

[] cvmep

NPF (prior, NEUOXB) NEUTROPHIL PHENOTYPE/FUNCTION

TINTL T CELL INTERLEUKIN PROLIFERATION

Dogd

TLREC/XIAP TOLL-LIKE RECEPTOR

Tests listed below MUST be provided with same day CBC/Differential results:

IMPORTANT!! Only ONE test below may be selected per specimen submission.

L] ama ABSOLUTE T4

] awvwme AUTO LYMPH PROLIF SYNDROME

] st BRUTON’S TYROSINE KINASE

] cvo COMMAON VARIABLE IMMUNODEFICIENCY
] Hiem HYPER IGM

(] rperera PERFORIN GRANZYME

] wmswp MENDELIAN SUSCEP TO MYCOBACT DISEASE

] pip2
[] pip2
[] Tcact

[] THiL7

NOTE: THIL17 NOT to be collected on patients < 1 year of age

] rec
L] xee

PRIMARY IMMUNODEFICIENCY 1
PRIMARY IMMUNODEFICIENCY 2
T CELL ACTIVATION

T HELPER IL17 **

T REGULATORY-FOXP3
X-LINKED LYMPH PROLIF SYNDROME

SPECIMEN DELIVERY ADDRESS

CLINICAL IMMUNODIAGNOSTIC LAB USE ONLY

Send samples at ROOM TEMPERATURE by FED EX First Overnight to:

Medical College of Wisconsin

Clinical Immunodiagnostic and Research Lab
MACC Fund Research Center, Room 5072
8701 Watertown Plank Road

Milwaukee, WI 53226

>Please call 414-955-4165 with tracking number PRIOR to shipping.

Oam Opm

Date Recveived: Time:

Specimen Type: [JPB [0 Other: # of vials:

Anitcoagulant: [J Sodium Heparin [ Other:

Pre-Analytic Condition: O Satisfactory O Unsatisfactory Def Code:

Notes:




