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NHS
The Test: Purpose and Process "o romens

 Sample requirements:

* Venous Blood: use EDTA tube only:

e 4ml for adults (BD Vacutainer preferred).

* Saliva Samples: GeneFiX or Oragene collection kits only.

* Other Sample Types: by prior arrangement only.
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The Test: Purpose and Process "B umcmns

* Time Frame
e Results will take approximately 6 weeks
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The Test: Purpose and Process "o romens

 Sample storage in the lab

 DNA will be stored in lab in case further
testing is required unless patient opts
otherwise.
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The Test request paperwork: R

Lab use only Guidance Notes — Genomic Testing Request Form — Rare

Genomic Testing Request Form LabiNo:

North West

High Infection Risk: In accordance with the Health & Safety at Work Actand COSHH
INHS Genomic Laboratory Hub (6iCas60 Revision ) e & Vo completed as Regulations, the laborstary must be informed of any infection risk sssociated with
ul V“W“' . submitted samples. The sender has the respensibility for minimising the risk to

surname & Forename laboratory staff by giving sufficient information to enable the laboratary to take

«  D.0B-Dateof Birth
= " . ropriste safety precautions when testing a specimen.
Patient Details - use sticker if available but please add any missing information Referring C n/Healthcare Professional «  NHSNumber (10 digits) . i -
" « patient’ Biological Sex Poslnalal samples T e s G e

NHS No: | [] pos.: [ Consuttant/GP: | [] + batients Posteode ., FISH and Rapid Aneuploidy Testing) — ample at 4°C if

— - + Clinical Indication Code vguwsd " (R a5 G (R (6 () e
sumame: | [] solegial | ] E-mail/Tel: i} Please ensure a minimum of 3 matching identifiers on tubes and form, e e mitemperature.

SEC e EDTA t Iy
Gender Hospital/Surgery: ami d).
Forename:
0 Identity: 0 fimfult) [] Referring Cf ian/Healthcare Professional - lml minimum for neanates (s
:t:"“ Ethnicty: | [] Department: il Th folloig detals re mandatry: ¥
=8 Hospital 0 Requested by/ il Itant/GP name: mma\s are not acceptable as the
Postcode: No: Ce. Report to: Iaboratoryc the clinician/healthcs
A minimurm of first initals and surname must be provided. T i Iy e
Test Required - please refer to National Genomic Test Directory (https:, land.nh i £ st-directories/). ©  Hospital should be clearly identifiable; initisls are not Store Inv-—r:lgw at .1"[ if required, DO NO
N.B. Samples will not be accepted for testing if the Clinical Indication Code and Test Code have not been provided. Please highlight any exceptions :;:n e ‘?z“:’;;’ml i mm‘;’::: o Ve""‘:‘u;_f[“,‘;‘"uf
¢ I referring hospital. -
" R [ ] +  Department should be clearly identifiable; intials are not aml minimum f

(e.g. R53, Fragile X):

acceptable as the laboratory cannot identify the department.

Test Det: ical Det: Other details should be completed as fully as possible:
. i/ Tel; Prenatal samples — Store overnight at 4°C i required, DO NOT f
Wicroarray i teri cannot be given. Reports will only be sent by first class post. expose to heat. The sample mustarrive within 24 hours of being taken.
Disgnostc Sareen/Test defined by the National Genornic Test Directory. ) + AmioticFluid: 10-20mi i t P rsal.
- ST the testing pertinent Requested by/Cc. Report to: Use this space if the healthcare professional 10 € transpert met guidance on
Predictive Pre-symptomatic Tes clinical 2 “

PrenatalTest (Please Indicate Fetal Gestation below) [ Clinical indication Code
[ e ——
Family studies Clinical Indication Code s a mandatory field, however this code may not

be available, e.g. for a test that is in develapment. Please highlight these

exceptions on the request form. More than one Clinical Indication Code
[Pa— can be requested when relevant to the investigation, ensuring the

Tissue Type: For solid tissue samples the tissue type shauld he specified. For fetal
tissue samplesthe date of deliver d

accepted under any circumstances.

‘sample Packaging: The sample container should be sealed in 3 biohazard bag in case

of a leakage. pap: not
e appropriste sample type(s) are supplied for the requested tests). be sealed vith the sample. All packeging should conform to UNESO standards (as
lied to UN3373 - Biological Samples, Category
ey Full details o Test Required and Clinical Details mustbe suppliedtoensure | | PP fological samples, Category &)
the correct analysis is performed. illegible forms will result in delays for the ofthe oni on of the
[O7] | LongTermstorage of Cells state blood/tissue type below) ;:‘ﬁ‘:l":n:“m’:::g :;‘T:n:;‘;;‘:i;::‘:d :’;;;‘:‘;"’;‘:3“:‘7:;’“““ reslllls w this patient has had 3 bone marrow transplant/blood mnsmsmn please
P . . - con v prior to
Please tick if the wrant any ana | N.B.WGS specialist services require an additional proforma:
orcells stored in the |sboratory(] f
consent f (s) by the Iaborat consentfor for the use ofthe ONA
, f ting and auality

EDTA Blood (1-4ml): Ideal for DNA storage and all Genomiic Testing except Karyotyping, FISH and Rapid Aneu ploidy Testing
LithiumHeparin [Lmep) Blood (1-6ml); For Karyotyping, FISH and Rapid Aneuploidy Testing

High InfectionRisk? | [07] ves No sampleDate:  [] Taken by: o

Further Details: | [] Fetal Gestation: | [|

Oncetaken, samples should be sent to your local Genomics Laboratory

m Manchester Liverpool
North Ls North Hub—Liverpool Site
North West Manchester Ce ntre for Ge nomic Medicine Manchester Centrefor Genomic Medicine
NHS Genomic Laboratory Hub sample Reception (6% Floor) Sample Reception (2 Floor)
St Mary'sHospital Liverpool Women's Hospital
Oxford Road CrownStreet
https:/imft.nhs.ukinwglh/ Manchester Liverpool
M13oWL L8755
Laboratory Opening Hours:
08:00 - 17:00, Monday to Friday Tel:0161276 6122 Tel: 01517024228
: Emsil: mft zenomics@nhs net Email: dna liverpool@nhs net

North West North West Coas?

NHS Genomic Laboratory Hub . T
. NHS Genomic Medicine Centry]




Patient demographics:

Lab use only

__m Genomic Testing Request Form Lab No:

Rare Disease
North West

NHS Genomic Laboratory Hub (DOC4900 Revision 2)

Patient Details - use sticker if available but please add any missing information Referring Clinician/Healthcare Professionfl
NHS No: D.0.B.: ﬁ:’::;’"‘"" GP:

Surname: iotostcal E-mail/Tel:

Forename: |

i fuh

Patient’s Department:

Addeons: " Hospital Requested by,
L goscode: o o Reportio

Test Required - please refer to Nations| Genomic Test Directory england.nh: al-genomic-test-d )
N.B. Samples will not be accepted for testing if the Clinical Indication Code and Test Code have not been provided. Please highlight any exceptions
Clinical Indication Code R 208

(e.g. RS3, Fraglle X):

Test Details cli | Details

Microarray By requesting this test you are confirming that this patient meets the eligibility criteria as

defined by the National Genornic Test Directory,
Please list how the patient meets the testing criteria and provide any additional pertinent
Predictive/Pre-symptomatic Test clinical information and/or detals of affected family members and familial variants.

Diagnostic Sereen/Test

Prenatal Test (Please Indicate Fetal Gestation below)
Carrler Test (Recessive Disorder)

Family studies

DNA STORAGE ONLY, NO TESTING (Tick this bosx onay)
Karyotyping

AsH

Rapid Aneuploidy

Lang Term Starage of Cells {state blood/tissue type below)

Please tick If the patient does NOT want any ren

ing DNA, RNA o | N.B. WGS requests and certain specialist services require an additional proforma;
cells stored in the laboratory https://mft.nh ? -request-forms/

ptott
1(5) by hea

ind samplefs) by the laboratory assu
s in the UK for fan

Consent Statement: that the clinician has obtained consent for genomic testing and for the use of the DNA

€ professic

and quality control purp

EDTA Blood [1-4ml): Ideal for DNA storage and all Genomic Testing except Karyotyping, FISH and Rapid Aneuploidy Testing
Specimen Details

Lithium Heparin (Li-Hep) Blood {1-6mi): For Karyotyping, FISH and Rapid Aneuploidy Testing

High Infection Risk? 1 Yes O N Sample Date: Taken by:

sample Type: Further Detalls: Fetal Gestation:

Once taken, samples should be sent to your local Genomics Laboratory

m Manchester Liverpool
North West Genomic Laboratory Hub — Manchester Site North West Genomic Laboratory Hub - Liverpool Site

North West | Machester Cente for Genomic Medicine Manchester Cenlie for Genomic Mediine
i Sample Reception (6" Floar) Sample Reception (2 Floor)
NHS Genomic Laboratory Hub St Mary's Hospital Liverpool Women's Hospital
Oxford oad Crown Sireet
https:/mft.nhs.uk/nwglh/ Manchester Liverpooi
13 awt 1875

Laboratory Opening Hours:
09:00 = 17:00, Monday to Friday Tl 0161 276 6122 Tel: 0151 702 4228

Patient details



* Mandatory Fields. Can use sticker and fill in additional boxes by hand

Lab use only
Genomic Testing Request Form

Rare Disease

North West

NHS Genomic Laboratory Hub (DOCAS00 Revision 2

Patient Details — use sticker if available but please add any missing information Referring Clinician/Healthcare Professiongl

NHS No: D.0.B.: Consultant/GP:
{im full)

Surname: Biological * E-mail/Tel:
Sex:

Gender Hospital /Surgery: -

Forename:
Identity: {in full)

Patient's Ethnicity: Department:

Address: Hospital Requested by/

ostcode: Mo: Cc. Report to:

* Complete in full. Use if clinician ordering not pts consultant



Test required:

Lab use only
m Genomic Testing Request Form Lab No:
Rare Disease
North West
NHS Genomic Laboratory Hub (DOC4900 Revision 2)
Patient Details - use sticker it availabie but please add any missing information Referring Clinician/Healthcare Professional
NHS No: D.0.8.: fmﬁ:llum/ﬁv:
Surname: B‘m"':""i“‘ E-mail/Tel: [
Gender Hospital/Surgery:
Identity: (inull
A A @ Ethnicity: Department:
Heoplieh by/
= e =,
‘est Required - please refer to National Genomic Test Directory (https://; england.nhs.uk l-genomic-test-di )

.B. Samples will not be accepted for testing if the Clinical Indication Code and Test Code have not been provided. Please highlight any
linical Indication Code
.. R53, Fraglle X): R 208

I
TCnmear Detans

Microarray BY requesting this test you are confirming that this patient meets the eligibility criteria as
Dimgrostic ScrwenfTost defined by the National Genomic Test Directory.
Please list how the patient meets the testing criteria and provide any additional pertinent

Predictive/Pre-symptomatic Test dlinical information andjor details of affected family members and familial variants
Prenatal Test (P indicate Fetal Gestation below)
Carrler Test (| essive Disorder)
Karyotyping
FISH

Rapid Aneuploidy
Long Term Storage of Cells (state bloodftissue type below)

Please tick if the patient does HOT want any remaining ONA, RNA or | N.B. WGS requests and certain specialist services require an additional proformat

cells stored in the laboratory (] https://mft.nhs uk/ Jtest-request-forms

Consent Statement: Receipt

this form and sample(s) by the laboratory assy

at the clinician has obtained consent for genomic testing and for the use of the DNA
Iy testing and quality control purpases

healthcare professionals in the UK for

EDTA Blood (1-4ml): Ideal for DNA storage and all Genomic Testing except Karyetyping, FISH and Rapid Aneuploidy Testing
Lithium Heparin (Li-Hep) Blood (1-6ml); For Karyotyping, FISH and Rapid Aneuploidy Testing.

Specimen Details

High Infection Risk? ves No Sample Date: Taken by;

Sample Type: Further Details: Fetal Gestation:

Once taken, samples should be sent to your local Genomics Laboratory

m Manchester Liverpool

Noith West Genomic Laboratory Hub — Manchester Site | North West Genomic Laboratary Hub — Liverpool Site

Manchester Centre for Genomic Metiicine Manchester Centre for Genomic Medicine
_NDI’th West Sample Reception 6% Floar) Sample Reception (2 Floor)

NHS Genomic Laboratory Hub St Mary’s Hospital Liverpool Women's Hospital

Oxford Road Crown Street
https://mft.nhs.uk/nwglh/ Manchester Liverpool
M139WL 18755
Laboratory Opening Hours:
09:00 — 17:00. Monday to Friday | Tel:0161 276 6122 Tel: 0151 702 4228

b



Hesple— | espestedby

P ki N . T O 711 S

est Required - pless refer to Nations! Genomic Test Divctory (e o ngand s,k publication ationabgenomic-test-drectorie
B, Samples will not be accepted for testing if the Clinical Indication Code and Test Cade have ot been provided. Please highlight any entelti:lns

ncl icaton o
e R 208

N .~ —
TesT DeTe

Pre-filled test code




Test Details

Lab use only
m Genomic Testing Request Form Lab No:
Rare Disease

North West

NHS Genomic Laboratory Hub (DOCA90D Revision 2)
Patient Details - use sticker if available but please add any missing information Clinician/t e
NHS No: D.0.8: ff’"hjl‘"‘""’ P
Surname: Biological E-mail/Tel:

Sex:
. Gender Hospital/Surgery:
Forename: \dentity: finful)
Patient’s Ethnicity: Department:
i Hospital Requested by/
Postcode: No: Cc. Report
/s ’ di ies/)

A A m ase refer to National Genomic Test Directory (https://www.england.nhs.
be accepted for testing if the Clinical Indication Code and Test Code have not been provided. Please highlight any exceptions

R AUU\

Clinifa| Details

-By g this test you are confirming that this patient meets the eligibility criteria as
Dlagnostc Screen/Test definel) by the National Genomic Test Directory, -
- Pleagh lit how the patient meets the testing criteria and provide any additional pertinent
1 and/or details of affected family members and fam

Microarray

Predictive/Pre-symptomatic Test

Prenatal Test (Ple: cate Fetal Gestation bel

Carrier Test (Recessive Dis

Family studies
DNA STORAGE ONLY, NO TESTING (Tick this bax oY)

Karyotyping

FIsH

Rapid Aneuploidy

Long Term Storage of Cells [state blood/tissue type below)

N.B. WGS requests and certain specialist services require an additional proforma:

Please tickif the patient does NOT want any remaining DNA, RNA or
hittps://mft.nhs.uk/nwglh/documents/test-request-forms/

cells stored in the laboratory O

vd for the use of the DNA

1as abtained consent for genomic testi

ry assumes th

ple(s) by the labor
e UK for fami

Consent Statement: Receipt of thic form and sa

test resultfs) by healthcare professionals testing and quality control pur

ample(s)

EDTA Blood {1-4ml]: Ideal for DNA storage and all Genomic Testing except Karyotyping, FISH and Rapid Aneuploidy Testing

Specimen Details Lithium Heparin (Li-Hep) Blood (1-6ml): For Karyotyping, FISH and Rapid Aneuploidy Testing
High Infection Risk? Yes No Sample Date: Taken by:
Sample Type: Further Details: Fetal Gestati
Once taken, samples should be sent to your local Genomics Laboratory

Manchester Liverpool

‘ North West Genomic Laboratory Hub - Manchester Site North West Genomic Laboratory Hub ~ Liverpool Site

Manchester Centre for Genomic Medicine

North West | Manchester Centre or Genomic Medcine
) sample Reception (6" Floor) sample Reception (2~ Floor)
NHS Genomic Laboratory Hub St Mary's Hospital Liverpool Women's Hospital
Oxford Road Crown Street
https:/mft.nhs.ukinwglh/ Manchester liverpoal
18755

M13 9WL



Test Details

Microarray ient meets the eligibility criteria as

Microarray
Diagnostic Screen/Test

prediaive/pre-symptomati( Diagnostic Screen/Test 1d provide any additional pertinent
O
=
O
[

mbers and familial variants.
Prenatal Test (Please Indicat Predictive/Pre-symptomatic Test

Family studies

DNA STORAGE ONLY, NO T

Karyotyping

Carrier Test (Recessive Disorder)

Family studies

R DISO'- Prenatal Test (Please Indicate Fetal Gestation below)

FISH DNA STORAGE ONLY, NO TESTING (Tick this box ONLY)

Rapid Aneuploidy

Long Term Storage of Cells (state blood/tissue type below)

Please tick if the patient does NOT want any remaining DNA, RNA or | N.B. WGS requests and certain specialist services require an additional proforma:
cells stored in the laboratory [ https://mft.nhs.uk/nwglh/documents/test-request-forms/




Clinical details

Wigrl Rare Disease
North West

NHS Genomic Laboratory Hub (DOC4900 Revision 2)

PPatient Details - use sticker if available but please add any missing information Referring Clinician/Healthcare Professional
NHS Na: D.OMB.: Consultamt/GP:
Surname: AT E-mailfTel:
Forename: I"lell\ /Surge:
Patient’s Department:
Address: Requested by/
Postcode: Cc. Report to:
Test Required — please refer to Nationsl Genomic Test Directory [ ngland.nhs. ional-g
IN.B. Samples will not be accepted for testing if the Clinical Indication Code and TestCade. " p
— —
Clinical Indication Code
{e.g. RE3, Fragile X): R 20
Test Details Clinical Details
[r— By requesting this test you that this patient mests ia a5

defined by e National Genomic Test Directory.
Please fist how the patient meets the testing criteria and provide any additional pertinent
Predictive/Pre-symptomatic Test chinical information and/or details of affected family members and familial variants.

Diagnostic Screen/Test

Prenatal Test (Please Indicate Fetal G
Carriar Tast [Rec

Family studies

DA STORAGE ONLY, NO TESTING (Tick
Karyotyping

FISH

Rapid Aneuploldy

Long Term Storage of Cells (state blood/tissue type bel

Please tick if the patient does NOT want any remaining DNA, RNA

N.B. WGS requests and certain specialist services require an additional proforma;
cells stored in the laboratory £ i /

Lok test st forms/

1t of this form and sam

'y healthcare profes:

Cansent Statement. Re
sample(s) and/or test res

<) by the Laboratory assumes hat The CRETN T13s DU Consent T
: for family testing and quality control purposes.

of the DNA

TIE tesTing 20 for the

. . EDTA Blood (1-4mi): Ideal for DNA storage and all Genomic Testing except Karyotyping, FISH and Rapid Aneuploidy Testing
Specimen Details

Lithium Heparin (Li-Hep) Bload (1-6mI): For Karyotyping, FISH and Rapid Aneuploidy Testing

High Infection Risk? ves O M Sample Date: Taken by:

sample Type: Further Detalls: Fetal Gestation:

Once taken, samples should be sent to your local Genomics Laboratory

North West

NHS Genomic Laboratory Hub

https:l/mit.ahs.ukinwglh!

Laboratory Opening Hours:
09:00 - 17:00, Monday to Friday

Manchester Centre for Genomic Medicine
sample Reception (6™ Floor)

5t Mary's Hospilal

Oxford Road

Manchester

M13 W1

Tel: 0161 276 6122
Email: it genemics @nhs.net

m Manchester Liverpool
North West Genomic Laboratory Hub — Manchester Site North West Genomic Laboratory Hub — Liverpool Site

Manchester Centre for Genomic Medicine
Sampie Reception (2 Floor]

Tel: 0151 702 4228

Email: dna.liverpool @nhs net

further det:

~



Clinical Details

- By requesting this test you are confirming that this patient meets the eligibility criteria as
defined by the National Genomic Test Directory.

- Please list how the patient meets the testing criteria and provide any additional pertinent
clinical information and/or details of affected family members and familial variants.

Patient has a personal history of triple negative breast cancer
aged 35 years and wider family history in her mother aged 54 and
maternal Aunt aged 49 years.

N.B. WGS requests and certain specialist services require an additional proforma:
https://mft.nhs.uk/nwglh/documents/test-request-forms/




Option Not to store DNA

Patient Details - use sticker if available but please add any missing information Referring Clinician/Healthcare Professional
NHS Not D.O.B.t Consultant/GP:
i full

) Biological I

Surname: = E-mail/Tel:
R Gender Hospital/Surgery:

e ——— Identity: in ol
Patient’s Ethnicity: Department:
Address: Hospital Requested by/
Postcode: No: Cc. Report to:
Test Required — please refer to National Genomic Test Directory (https: england.nhs.uk/publi | directories/).
N.B. Samples will not be accepted for testing if the Clinical Indication Code and Test Code have not been provided. Please highlight any exceptions
Clinical Indication Code
(0.8 RS3, Fragile X): R 208
Test Details Clinical Details

Microarray - By requesting this test you are confirming that this patient meets the eligibility criteria as
defined by the National Genomic Test Directory,

Please list how the patient meets the testing criteria and provide any additional pertinent
Predictive/Pre-symptomatic Test clinical information and/or details of affected family members and familial variants

Diagnostic Sereen/Test

Prenatal Test [Please Indicate Fetal Gestation below)
Carrier Test [Recessive Disorder)

Family studies

DNA STORAGE ONLY, NO TESTING (Tick this box OMLY)
Karyotyping

FIsH

Rapid Aneuploidy

RE— il
T

lease tickif the patient daes NOT want any remaining DNk, RNA or | ll.B. WIGS requests and certain specialist services require an additional proforma:

ells stored in the laboratory O ttis: /it s, uk/ gl /documents/test-request-Forms/

Consent iatement TECe P T TS Torm and Samplers) Dy The Toboratory assumes that the ciinician ined consent for genomic testing and for the use of the DNA
sample(s) and/or test result(s) by healthcare professionals in the UK for family testing and quality control purposes.

EDTA Bload (1-4ml): Ideal for DNA storage and all Genemic Testing except Karyotyping, FISH and Rapid Aneuploidy Testing

Specimen Details
P Lithium Heparin (Li-Hep) Blood (1-6ml): For Karyotyping, FISH and Rapid Aneuploidy Testing

High Infection Risk? Yes No Sample Date: Taken by:

Sample Type: Further Details: Fetal Gestation:

Once taken, samples should be sent to your local Genomics Laboratory

Manchester Liverpool
m MWorth West Genomic Laboratary Hub — Manchester Site North West Genomic Laboratory Hub — Liverpool Site

Mianchester Centre for Genomic Medicine Manchester Centre for Genomic Medicine
X North West Sample Reception (6" Floor) Sample Reception (2 Floor)

NHS Genomic Laboratory Hub | ¢ arys Hospitat Liverpool Women's Hospital

Oxford Road Crown Street
https://mft.nhs.uk/nwglh/ Manchester Liverpool
M139WL L8758
Laboratory Opening Hours:

09:00 — 17:00, Monday to Friday | 1€l 0161276 6122 Tel: 0151 702 4228

Email: mit genomies@ahs net Email: dna Iverpool @nhs net

Guidance notes are provided overleaf, further details can be found at



Option Not to store DNA

Please tick if the patient does NOT want any remaining DNA, RNA or

cells stored in the laboratory [




Specimen details:

Test Details Clinical Details

(] Microarray - By requesting this test you are confirming that this patient meets the eligibility criteria as
- Please list how the patient meets the testing criteria and provide any additional pertinent
Predictive/Pre-symptomatic Test clinical information and/or details of affected family members and familial variants.

Diagnostic Screen/Test

Prenatal Test (Please Indicate Fetal Gestation below)
Carrier Test (Recessive Disorder)

Family studies

DNA STORAGE ONLY, NO TESTING (Tick this box ONLY)

M Karyotyping
FISH

Rapid Aneuploidy

o Long Term Storage of Cells (state blood/tissue type below)

Please tick if the patient does NOT want any remaining DNA, RNA or | N.B. WGS and certain specialist services require an additional proforma:
cells stored in the laboratory [J https://mft.nhs.uk/nwglh/documents/test-request-forms/

Consent Statement: Receipt of this form and sample(s) by the laboratory assumes that the clinician has obtained consent for genomic testing and for the use of the DNA
: - T cono POt

EDTA Blood (1-4ml): Ideal for DNA storage and all Genomic Testing except Karyotyping, FISH and Rapid Aneuploidy Testing

Specimen Details

Lithium Heparin (Li-Hep) Blood (1-6ml): For Karyotyping, FISH and Rapid Aneuploidy Testing

High Infection Risk? a Yes ) No Sample Date: Taken by:
Sample Type: Further Details: Fetal Gestation:
nce taken, samples should be sent to your local Genomics Laboratory
m Manchester Liverpool
North West Genomic Laboratory Hub — Manchester Site North West Genomic Laboratory Hub — Liverpool Site
‘A’ Manchester Centre for Genomic Medicine Manchester Centre for Genomic Medicine
North eSt Sample Reception (6% Floor) Sample Reception (2™ Floor)
NHS Genomic Laboratory Hub St Mary’s Hospital Liverpool Women's Hospital
Oxford Road Crown Street
https://mft.nhs.uk/nwglh/ Manchester Liverpool
M139WL L8 78S
Laboratory Opening Hours:
09:00 - 17:00 Monday to Friday Tel: 0161 276 6122 Tel: 0151 702 4228
¥ gk Email: dna.liverpool@nhs.net

dance notes are provided overleaf, er details can be found at

b



Lonsent Statement:. Kecelpt o1 this Torm and sample(s) by the laboratory assumes that the clinician has obtained consent Tor genomic testng and 1or tne use o1 thne DNA

g dna quality control purposes.

Specimen Details

EDTA Blood (1-4ml): Ideal for DNA storage and all Genomic Testing except Karyotyping, FISH and Rapid Aneuploidy Testing
Lithium Heparin (Li-Hep) Blood (1-6ml): For Karyotyping, FISH and Rapid Aneuploidy Testing

High Infection Risk?

a

Yes O No Sample Date: Taken by:

Sample Type:

Further Details: Fetal Gestation:

nce taken, samples should be sent to your local Genomics Laboratory




2nd

Guidance Notes ~ Genomic Testing Request Form — Rare Disease

The following details are mandatory, other details should be completed as
fully as possible:

. ‘Surname & Forename

. D.0.8 - Date of Birth

. NHS Number (10 digits)
«  Patient’s Biological Sex
.

Patient’s Postcode
Clinical Indication Code
Please ensure a minimum of 3 matching identifiers on tubes and form.

Referring Clinician/Healthcare Professional

The following details are mandatory.

©  Consultant/GP name: initials are not acceptable as the
laboratory cannot identify the clinician/healthcare professional.
A minimum of first initials and sumame must be provided.

©  Hospital should be clearly identifiable:; initials are not acceptable
35 the laboratory cannot identify the hospital. Trusts with more
than one hospital should clearly identify the referring hospital.

©  Department should be clearly identifiable; initials are not
acceptable as the laboratory cannot identify the department.

Other details should be completed as fully as possible
©  E-mall/Tel; without an email/telephone number, urgent results
cannot be given. Reports will only be sent by first class post

Requested by/Cc. Report to: Use this space if the healthcare professional
requesting the test/requiring a report copy is not the patient’s Consultant.

Clinical Indication Code

Clinical Indication Code is a mandatory field, however this code may not be
available, e.g. for a test that s in development. Please highlight these
exceptions on the request form. More than one Clinical Indication Code can
be requested when relevant to the investigation, ensuring the appropriate
sample type(s) are supplied for the requested test(s),

Full details of Test Required and Clinical Detalls must be supplied to ensure
the correct analysis is performed. lllegible forms will result in delays for
results. As much detail as p p , if required addit
reports and letters can be attached to this referral form.

Page

Specimen Details

High Infection Risk: In accordance with the Health & Safety at Work Act and COSHH
Regulations, the laboratory must be informed of any infection risk associated with
submitted samples. The sender has the responsibility for minimising the risk to
laboratory staff by giving suffici

formation 10 enable the laboratory to Lake
appropriate safety precautions when testing a specimen

Postnatal samples for DNA extraction (all genomic testing except Karyotyping,
FISH and Rapid Aneuploidy Testing) ~ Store sample at 4°C if required, send by
courier o first class post. N.B. Blood samples for Neurofibromatosis type 1 (NF1)
testing should be kept al room temperature.
*  Venous Blood: use FDTA tube only.
ami for adults and children (8D Vacutainer preferred).
Ami minimum for neonates (Sarstedt Micro Tube preferred)
Sallva Samples: GeneFiX or Oragene collection kits only
Other Sample Types: by prior arrangement only.

atory within 48 hours of being
Venous Blood: use Lithium Heparin (Li-Hep) tube only
Up to 6ml for adults and children.
- 1mi minimum for neonates.
Solid Tissue: DO NOT expose 1o form
ernight in st

at 4°Cif required, DO NOT freeze or

to heat. The sample must arrive within 24 hours of being taken
Amniotic Fluid: 10-20ml in sterile leak proof plastic universal.
Chorionic Villl: 1030mg in sterile transport media. See guidance on
website for further information

Fetal Blood: 1ml in a pacdiatric Li-Hep tube, mix well to prevent clotting.

Tissue Type: For solid tissue samples the tissue type should be specified. For fetal tissue
samples the date of delivery and gestation must be included. Fetuses cannot be
accepted under any circumstances.

Sample Packaging: The sample container should be sealed in a biohazard bag in case of
aleakage. To prevent contamination of referral form and paperwork this should not be
sealed with the sample. All packaging should conform (o UN6SO standards (as applied
to UN3373 - Biological Samples, Category B).

Factors known to affect the of the of the
results: If this patient has had a bone marrow transplant/blood transfusion please
contact the laboratory to discuss testing options prior to sending 3 sample.




