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Ethenticity

Address

Transfusion Details of Patient

Medication / Drug Detail

Send Report To 
Address 

City State Zip Code

Mandatory Documents :     Aadhar Card          Voter ID         Birth Certificate
Patient Sample Information

Donor

Pregnancy Details / Abortion 

Clinician’s Name

Clinic Address

Karyotyping POC by NGS (Next Generation Sequencing) 

Karyotyping by Microarray Rapidsure Constitutional (350k) 

Karyotyping by Microarray Rapidsure DeepDive (750k)

E-mail ID Contact No.  

Pedigree/Relationship between 
Patient & Donor

Renal
Other

Caucasian African Asian Indian Other

Bone Marrow Lung Heart Liver

If yes, specify
Medical Diagnosis (specify)

Previous Transplant        Yes       No
Did the patient received blood products (ever)?       Yes    No    Unknown

Did the patient have pregnancies / miscarriages?      Yes    No    Unknown

Did the patient received any antibody based therapy (i.e. ATG, lvig, Rituximab, Basiliximab, etc.)?      Yes     No

Specify

Organ Donor ID Tx Date

Date last received

Date last received

# of Pregnancies / Miscarriages
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Patient 
Photograph

Donor 
Photograph

PRODUCTS OF CONCEPTION (POC) 

Reason for Abortion: 
Missed abortion
Other

Spontaneous abortion Congenital abnormalities

Autopsy done:       Yes

Yes

No

No

Autopsy findings:

Consanguinity:

Previous obstetric history: 
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FAMILY HISTORY 
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Parents karyotype report: Done Not Done

Karyotype report findings

ATTESTATION 
I attest that the information given in this form is true and this patient has been informed about the diagnostic 
procedure & tests. 

Sign of Patient Sign & Stamp of Clinician

Note: Tissue: Skin or solid tissue obtained by sterile biopsy should be placed in normal saline inside  a sterile container. Place it in a box with cool packs 
and transport to the Laboratory.
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