IMMUNOHEMATOLOGY CONSULTATION REQUEST
THE Blloon CENTER () New Orleans Lab () Hammond Lab

2609 Canal Street 1213 Suite A. West Morris Ave.
ervin, ou for ll e./ New Orleans, LA 70119 Hammond, LA 70403
S g'y f f (504) 592-1569 (985) 345-4092
(504) 592-1570 fax (985) 902-7918 fax

SAMPLE SUBMISSION INSTRUCTIONS
1. All requests must be phoned to the Reference Lab before sending samples.
. Fill out this request form as completely and accurately as possible.
3. Minimum sample requirements: 2 tubes of clotted blood and 2 tubes of EDTA anticoagulated blood.
All samples must be labeled with the patient's name, facility ID number, date of collection and collector's initials.
INCOMPLETE OR MISLABELED SPECIMENS WILL NOT BE ACCEPTED!
4. Attach copies of current serological testing (if available) with this form to send with samples.
5. Send samples/paperwork by courier or call Hospital Services (800-86-BLOOD or 985-340-2343) to request a sample pickup.
6. Preliminary reports will be called/faxed ASAP. Final reports will be mailed after TBC Medical Director review.
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