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Poštovani,
 
Poslali ste nam uzorke za Tošaj Brankicu, a nemamo uputnicu za pacijenticu. Molimo napišite
nam datum rođenja i potrebne pretrage.
 
Također, za pacijenticu Vincek Bernardu poslali ste nam samo jednu crvenu i jednu ljubičastu
epruvetu. Budući da je za pretrage klirens kreatinina, PCR i ACR potreban uzorak urina, navedene
pretrage nećemo moći odraditi. Također ne možemo odraditi pretragu antitrombocitna antitijela
jer nam je za nju potrebno 15 mL EDTA pune krvi (ljubičasta epruveta – potrebno je 5 malih ili 3
velike epruvete) i 5 mL seruma (nedostaju nam barem još tri serumske epruvete samo za tu
pretragu). Uzorke za ovu pretragu možete izvaditi samo utorkom i poslati nam ih odmah to jutro
zbog zahtjeva suradnog laboratorija. Ukoliko se odlučite na ponavljanje vađenja, za pretragu
antitrombocitna antitijela potrebno je ispuniti obrazac iz priloga.
 
Pretrage anti-ICA, anti-GAD i anti-IA2 ćemo se potruditi napraviti iz postojećeg uzorka, iako Vas
ubuduće molimo da za specifične pretrage unaprijed pošaljete upit koliko je epruveta potrebno
izvaditi kako bismo bili sigurni da će se sve tražene pretrage moći odraditi.
 
Također, mislite li pod 'antitireoidna antitijela' na anti-TG, anti-TPO ili obje pretrage?
 
Unaprijed zahvaljujemo!
 
S poštovanjem,
Sara
Poliklinika LabPlus Zagreb
 
Posjetite nas na novoj adresi – Ilica 250, Zagreb!
 
E-mail: info-zg@poliklinika-labplus.hr   
Telefonski broj: +385 12993 595
Adresa: Prijepoljska 19B / Maksimirska 282, 10 000 Zagreb
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Clinical information sheet
Platelet immunology


PATIENT DETAILS*


Name at birth: ......................................................................  First name(s): ............................................................................
Surname: ............................................................................. Date of birth:     Gender : 	  F  	  M
Post code:  City: .............................................. Country: .....................................................................................
Geographical origin:.................................................................................................................................................................


CLINICAL DETAILS


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


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


..................................................................................................................................................................................................
Ongoing treatment, please specify:........................................................................................................................................
Platelet transfusion:	 	  YES	 Date :   	 If yes,	 	  Pooled platelets	 	  Apheresis platelets	 	  NO


EXAMINATIONS REQUESTED* (BIOMNIS CODE IPLAQ)


The following must be enclosed with your sample:
	 	 The examination request form
	 	 The prescription
	 	 This completed clinical information sheet
	 	 The patient consent form, available on www.biomnis.com  


	 (ref. D43-INTGB: Declarations - Consent for testing the genetic characteristics of an individual).


	 	 Detection of platelet-bound IgG / platelet Coombs test only on samples less than 72 hours old
	 	 Identification of platelet-bound antibodies (direct MAIPA)
	 	Research and identification of serum antibodies (indirect MAIPA)
	 	 Additional research for anti-platelet antibodies apart from systems HPA-1, 3 and 5
	 	 Additional research for anti-platelet antibody system HPA-15
	 	 Platelet typing in systems HPA-1, 3 and 5 (phenotyping and genotyping)
	 	 Platelet phenotyping in systems HPA-1, 3 and 5
	 	 Extensive platelet genotyping in systems HPA-1, 2, 3, 4, 5, 6, 7, 8, 9, 11 and 15
	 	 Platelet genotyping in "rare" systems, not including extensive platelet genotyping HPA-1, 2, 3, 4, 5, 6, 7, 8, 9, 11 and 15
	 	 Exploration of fetal or neonatal thrombocytopenia
* All of this information is compulsory for processing of the request.


CONTEXT OF THE EXAMINATIONS
	 	 Isolated thrombocytopenia
	 	 Thrombocytopenia during pregnancy, stage: .................  weeks
	 	 Foetal anomaly on ultrasound, stage: ............................  weeks
	 	 Foetal death in utero, stage: ..........................................  weeks
	 	 Neonatal thrombocytopenia
	 	 New pregnancy with a history of foetal/neonatal  
	 thrombocytopenia, stage: ............................................... weeks
	 	 Suspected ITP


	 	 Known ITP
	 	 Known autoimmune disease - Specify: .....................................
	 	 Lymphocytic haematologic disease - Specify: ..........................
	 	 Suspected post-transfusion purpura (PTP)
	 	 Glanzmann / Bernard-Soulier thrombasthenia / other  
	 thrombopathias


	 	 Other disease(s):........................................................................


CLINICIAN 


Surname: ...............................................................................
Department: ..........................................................................
Address: ................................................................................
Post code:  City: ...............................................
Country: ................................................................................
Tel.:	     
Fax:	      


REFERRING LABORATORY 


Surname: ...............................................................................
Post code:   City:...............................................
Country: ................................................................................
Tel.:	     
Fax:	      


Date and time of sampling:
   at  hrs  min


INTERNATIONAL DIVISION - Tel.: +33 (0)4 72 80 23 85 - Fax: +33 (0)4 72 80 73 56 - E-mail: international@biomnis.com
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