
HUMAN GENETICS REQUEST 
East of Scotland Regional 

Genetics Service  
Level 6, Ninewells Hospital, DD1 9SY Dundee 

USER’S HANDBOOK ONLINE: 
www.humangenetics.org.uk 

Molecular Genetics: 
01382 632674 / ext: 32674 

email: Tay-UHB.moleculargenetics@nhs.net 

Cytogenetics: 
01382 496272 / ext: 33107 

 
Note: Specimens will only be accepted when the Request Form is fully 
completed and the containers adequately labelled. Illegible or incomplete 
forms will not be accepted. 

DOB/CHI       -      SAMPLE DETAILS 
                                                                                               USE BLOCK LETTERS OR PATIENT LABEL 

Surname:……………………………………….……....    Sex: …….....                                                   
First Name:………………………………………………………….…….  
Patient address: ……………………………………………..…...…….. 
……………………………………………………………………………… 

……..……………..….……….………….…….………………….....……. 

Referred by MO (Print):………………..………………..………….……. 

Referred by MO (Sign):……………..…..……………….………………. 

Bleep/Ext:…………………………………………………………………. 
 
IMPORTANT NOTE:    In submitting this sample, the clinician 
confirms that CONSENT has been obtained:  
(a) for testing and storage, (b) for the use of this sample and 
the information generated from it to be shared with members 
of the patient’s family and their healthcare professionals (if 
appropriate). 

 
Hospital/  
GP practice: 

 
 Dept/Ward: 

 

Consultant/GP: 
 

 Ext/ 
Bleep:  

Sample type:  Urgent? YES / NO 

Sample Date:  Sample time:  

Risk of 
Infection?  
(If YES, specify) 

 
YES / NO 
 

Gestation/ 
LMP?  

Previous 
Genetic 
Reports? 

 

Molecular Genetic (DNA) analyses requested:  
(For blood use EDTA tube) 

Cytogenetic (karyotype) analyses requested: 
(For blood use LITHIUM-HEPARIN tube) 

Condition implicated: Chromosome analysis: 

Affected individual: YES / NO / UNKNOWN FISH analysis (please specify): 

Other (eg: DNA storage)  

 

Other (please specify): 

Clinical details and family history (continue overleaf if required): 
Please include specific details of any known index case and previously tested family members. 
 
 
 
 
 
 
For laboratory use only: 
 
Time & date received:  …....……..  hrs   ….…/…..… /……. Lab No(s):         
 
 
Pedigree No: …………….……… 
 
 
Sample quality/quantity:  ………………..… 
 
 
Action:  ………..………….……….……...  Date:  ….…/….../…… 
 
 
Priority:  ………...  Authorised:  ……..…  Date:  ……/….../…… 
 
 
Details checked:  ………………………..   Date: ……./..…./…… 

Specimen:  

Subtype:  

ASC:  
 

 

Surname: .................................................................. Sex:.............

First Name: .......................................................................................

Patient address: ..............................................................................

...........................................................................................................

...........................................................................................................

Referred.by.MO.(Print):......................................................................

Referred.by.MO.(Sign):......................................................................

Bleep/Ext:...........................................................................................

Time.&.date.received:.....................hrs.........../........../..........Lab No(s):

Pedigree.No:..............................

Sample.quality/quantity:.............................

Action:. .................................................. . Date:. ......./......./.......

Priority:.................Authorised:................ . Date:. ......./......./.......

Details.checked:.................................... . Date:........./......./........


