CONFIDENTIAL DOCUMENT
INFORMATION RELATED TO THE PATIENT'S MEDICAL CONDITION
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Please attach a photocopy of the patient's blood group card

’ LMP: L+ L1 | ‘ ’Conceptiondatezl N R |‘

TEST(S) REQUESTED (WA = WEEKS OF AMENORRHOEA)

[ RH1 (D) from 12 WA L] RH3 (E) from 13 WA LIRH1 (D) LIRH3 (E) [JRH4 (little-c) []KEL1 (Kell)
] RH4 (c) from 13 WA [ KEL1 (Kell) from 13 WA
MATERNAL BLOOD
Sample requirements: 3 tubes of 5 - 7 mL of EDTA

whole blood
Turn-around-time: 72 hrs (RH1)/48 hrs (KEL1)

AMNIOTIC LIQUID
Sample: 5 mL in a sterile tube
Turn-around-time: 72 hrs

Sample collectiondate: L1+ I 1 1L 1 1 1 |

Name of phlebotomist: ... Sample collectiondate: L1 J1L_1 JL 1 1 1 |
L] 1f an amniocentesis is planned: Reason for amniocentesis: ........cccccvveeeiiiiiiiiiiiiiiceeeeeeeee,
Date:L o JL 1 JL 1 1 1 | Cytogenetics laboratory: ...

Please specify the family's geographic origin:
o Father: ..., o Mother: ...,

Please specify the father's RH-KEL1 phenotyping: .........c.oooiiiiiiiiii e

I, the undersigned Dr.........ccccoovevrenrcreenn. , declare that | have informed the patient of the clinical interest behind determining the foetal blood group.

L1710 diagnose foetal-maternal incompatibility for a pregnancy under way
L] For non-immunised Rh negative patients: to evaluate if antenatal Rh-immune prophylaxis testing is necessary.

I, the undersigned, MiSS/IMS/MIS...........ccciiiiiiiiiieiiiee e accept that the test offered is performed on foetal DNA, within an autho-
rised laboratory pursuant to degree 2006-1661 dated 22 December 2006 concerning prenatal diagnostics, and that a part of the sample is to
be stored for quality control or scientific purposes pursuant to degree 2007-1220 dated 10 August 2007.

| declare that | have understood that the testing method could render a excessively positive result (or false positive), and that a negative or
borderline preliminary result could lead to a second maternal blood sample being requested for confirmation.

Prescribing clinician's signature Patient's signature

These tests are subject to referral.
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