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Referring Hospital information

Patient Name

ID Number

Nationality

Age/ Date of Birth

Gender

Referring Facility King Abdul-Aziz Hospital-Jeddah

City / Address

Ordering Physician

Physician’s Phone #

Physician’s Signature

Clinical Information

Stamp& Date

2y
2

[ Male [ Female

Clinical details:

[0 Initial diagnosis

For L eukemia/lymphoma/Myeloma immunophenotyping
cases only

[0 Lymphadenopathy

[0 Mediastinal mass

[0 Splenomegaly

[ Pathological Fracture
*Please submit copy of Reports: CBC/Diff, retic, chemistry
*Please send blood and bone marrow (2) slides for all
Leukemia/Lymphoma/Myeloma cases

[0 Follow up
Currant Therapy:
(1 Chemotherapy
Growth Factor

0
[0 Immunotherapy:
(01 Other:

Current Infection:
0 HIV
(1 Other:

Specimen Information

[0 Peripheral Blood
Specimen Type [J Bone Marrow
[1 Other:

Specimen L Name | signature |  stamp | Date | Time |

Collected by ’

Test Requested

00 Leukemia/Lymphoma Immunophenotyping
[0 Myelodysplasia (if increased blasts)

[0 Myeloproliferative neoplasm (if increased blasts)
00 Lymphocyte Subsets Enumeration (TBNK)

[0 Multiple Myeloma/MGUS (1 Other:
For Regional Lab Use :
Received by ‘ | Signature | |
Time & Date of Receiving | | Stamp | |
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