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   SEATTLE CANCER CARE ALLIANCE

  RESEARCH LAB REQUEST
	Drawn by:
	Logged by:
	Lab acc. #:


	     WHOLE BLOOD
 FORMCHECKBOX 
RED TOP (no additive)

 FORMCHECKBOX 
GREEN TOP (sodium heparin)

 FORMCHECKBOX 
LAVENDER TOP (EDTA)

 FORMCHECKBOX 
BLUE TOP (sodium citrate)

 FORMCHECKBOX 
GRAY TOP (sodium fluoride    

     potassium oxalate) 

 FORMCHECKBOX 
SERUM SEPARATOR 
     (gel clot activator)
 FORMCHECKBOX 
PLASMA SEPARATOR 

    (gel clot activator)

	__________ mL

__________ mL

__________ mL

__________ mL

__________ mL

 FORMCHECKBOX 
 check if pre-chilled tubes needed
__________ mL

__________ mL
	 FORMCHECKBOX 
YELLOW TOP, 6mL 
    (ACD solution B)
 FORMCHECKBOX 
YELLOW TOP, 8.5mL 
     (ACD solution A)
 FORMCHECKBOX 
1000 u/mL Heparin in Syringe

 FORMCHECKBOX 
1000 u/mL preservative free 
     Heparin in Syringe

 FORMCHECKBOX 
CELLSAVE TUBE 

 FORMCHECKBOX 
DRAW ATTACHED KIT
	__________ mL

__________ mL

__________ mL

__________ mL

__________ mL
____________ 

# of tubes

	URINE
 FORMCHECKBOX 
RANDOM 
 FORMCHECKBOX 
TIMED COLLECTION (24HR)

	BONE MARROW ASPIRATION
 FORMCHECKBOX 
RED TOP (no additive)

 FORMCHECKBOX 
GREEN TOP (sodium heparin)

 FORMCHECKBOX 
LAVENDER TOP (EDTA)

 FORMCHECKBOX 
OTHER:________________________

	OTHER:
 FORMCHECKBOX 
 Please specify:


	COLLECT & HANDLING REQUIREMENTS:

 FORMCHECKBOX 
Ambient              FORMCHECKBOX 
On Ice              FORMCHECKBOX 
Refrigerate
TRANSPORT OPTIONS:
1.   FORMCHECKBOX 
HOLD FOR PICKUP
            Staff Name: ___________________________________
          Telephone/pager: _____________________________
2.   FORMCHECKBOX 
RESEARCH STUDY COURIER  206-445-8823  (Choose this option ONLY if specimen processing required in 60 minutes or less from collection)  SEND TO:  (choose one)
          FORMCHECKBOX 
RSPF (G7-304)

          FORMCHECKBOX 
FH Shared Resources/Specimen Process (M5-A224)

3.   FORMCHECKBOX 
SENDOUT (ROUTINE INTERCAMPUS COURIER)
Lab Name:_________________________________(Required)
Lab Room Number: ________________________(Required)
Lab Telephone: ___________________(Required for UW Labs)

	__________________________________________
Protocol # / Research Title
__________________________________________
Research Coordinator:

__________________________________________
Coordinator Telephone / Pager:

PROCESSING LAB INSTRUCTIONS:
 FORMCHECKBOX 
 Remove SCCA patient identifiers; DO NOT remove central lab special identifier labels.
RS STUDY CODE: 
(Write RS Study Code below or affix label with RS Study Code)



	TEAM/CLINIC LOCATION:                                                           

NAME: 

PT. NO: 
DOB:

[ M ]  [ F ]
	ORDERING/ATTENDING PHYSICIAN:

REQUIRED
	UWP, UPIN or NPI CODE:

REQUIRED

	
	COLLECTION DATE:
REQUIRED
	ICD-9 CODE(S) or Text Diagnosis
REQUIRED

	
	COLLECTION TIME:
REQUIRED                       
	

	
	BLOOD TO BE

DRAWN AT:
	 FORMCHECKBOX 
ALLIANCE LABORATORY 
 FORMCHECKBOX 
INFUSION / CTU
 FORMCHECKBOX 
RADIOLOGY

	
	NOTE:  Missing or illegible patient location and/or physician code can delay testing and/or reporting. 


