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	PATIENT: 
	
	Immunology diagnostic laboratory use only:

	SURNAME
	
	
	Lab Number:

	FIRST NAME
	
	
	

	DATE OF BIRTH 
	
	
	

	SEX
	
	
	

	NHS NUMBER
	
	
	

	HOSPITAL NUMBER
	
	
	

	HOSPITAL LAB NUMBER
	
	
	

	ETHNIC ORIGIN
	
	
	

	Date / time of sample collection
	
	
	

	ADDRESS & POSTCODE


	
	

	
	
	Healthy Control received: ( No  ( Yes  ( N/A



	Analysis requested  :  Apoptosis, Functional and Protein Assays
[Genetic analysis will be carried out as follow on testing if indicated]

	ALPS:  functional Apoptosis, sFASL,  DN α/[image: image2.png]


+ T cells 

store DNA 
	
	
	5 ml LiHep (functional) + 2 ml EDTA (DN α/[image: image4.png]


+ T cells) (patient and control)

 + 1 ml serum (sFASL)

	XHIM: CD40 Ligand (CD154)
	
	
	2 ml LiHep (patient and control) + 

1 ml EDTA

	CGD:
	
	(gp91  (p47    (p67    (p22 
(p40
	5-10 ml EDTA (patient and control)

	Common gamma chain + STAT5 ptyr
	
	
	5 ml EDTA (patient and control)

	STAT5 phosphorylation 
	
	( IL-2  ( IL-7  ( IL-15
	5 ml EDTA (patient and control)

	STAT1 phosphorylation*
	
	
	5 ml EDTA (patient and control)

	STAT3 phosphorylation*
	
	
	5 ml EDTA (patient and control)

	Familial HLH: perforin + granule release assay (GRA) +/- SAP/XIAP(if male)

sCD25
	
	Please tick below if sCD25 required

( sCD25
	10 ml EDTA (patient and control)

1ml serum if sCD25 required

	XLP: SAP + XIAP
	
	
	5 ml EDTA (patient and control)

	Secondary HLH: sCD25
	
	
	1 ml Serum (patient)

	NK Killing assay (requires 48h advance notice)*
	
	
	5ml LiHep (patient and control) + 

1 ml EDTA

	Hyper IgE syndrome: DOCK8
	
	
	5 ml EDTA (patient and control)

	Neutrophil function test
	
	(DHR  (phagocytosis 
(L-selectin shedding
	2 ml LiHep for each test (patient and control) + 2 ml EDTA patient

	WAS: WASP
	
	
	5 ml EDTA (patient and control)

	TH17
	
	
	5-10 ml LiHep (patient and control)

	CTLA4*
	
	
	5-10 ml LiHep (patient and control)

	Other (please specify)
	
	
	Check with laboratory


	Only Genetic analysis required 

	Please complete Genetics request form and send samples directly to Genetics to avoid delays. 

Lab Contact Details:  020 7829 8870 or email genetics.labs@gosh.nhs.uk


	Clinical Details 

	Suspected diagnosis
	

	Age of presentation
	

	Family History
	

	Major complications
	

	Other complications / comments
	

	Please provide any results of laboratory investigations performed:

	Immunoglobulin levels g/l
	Specific antibody production

	IgG
	
	
	Pre-booster
	Post-booster

	IgA
	
	Tetanus
	
	

	IgM
	
	Hib
	
	

	Please indicate if levels performed are on or off replacement immunoglobulin therapy
	Pneumococcus
	
	

	
	Other (specify)
	
	

	Full blood count
	Lymphocyte subpopulations

	Hb
	
	CD3
	

	WBC
	
	CD4
	

	Neutrophils
	
	CD8
	

	Lymphocytes
	
	B cells *
	

	Platelets
	
	NK cells
	

	Mean platelet volume
(machine/film)
	
	* please indicate if CD19 or 20

	For Hemophagocytic lymphohistiocytosis (HLH) please complete following

	Cytopaenias
	
	Fibrinogen
	

	Fever
	
	Rash
	

	Splenomegaly/
lymphadenopathy
	
	CNS symptoms
	

	Ferritin
	
	Haemophagocytosis (site)
	

	Triglycerides
	
	Other
	


In submitting the sample, the clinician confirms that consent for testing and possible storage has been obtained.
External samples MUST BE PACKAGED IN ACCORDANCE WITH UN PACKING REQUIREMENT PI 650 and clearly labelled ‘diagnostic specimen UN3373’
Supraregional Service for


Molecular Diagnosis of Primary Immune Deficiencies 


Department of Immunology


Level 2 Camelia Botnar Laboratories, Great Ormond Street Hospital, London WC1N 3JH ph: 0207 829 8835





�





        8634  





Referring Physician Name: …………………………………...…      Department: …………………………………….  





Hospital / Address: …………………………………….……….................................................................................. 





Phone:………………………………. 	    E-mail: ………………………………………….......................................	





INSTRUCTIONS:


Sample tube and referral form must have three matching identifiers to be accepted.  Patient’s gender must be indicated on request form.  Samples will not be analysed if unsuitable, old or insufficient.                                                                                           * Test not ISO 15189 accredited
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