
Chimerism Analysis Information Sheet

Instructions:
• No results will be issued for this order/test until all three required specimens are received for analysis.
• All charges and results will apear under MML test #84427 Chimerism-Recipient Engraftment (Post).
• Use a separate form for each specimen submitted.

For questions or additional assistance phone 1-800-533-1710 and ask for the Molecular Hematology lab.
Patient Name (Last Name, First Name, Middle Initial)

Donor Name/Identifier

MML Account Number (if known)

Referring Physician Name Phone Fax*

*Note: Fax number given must be from a fax machine that complies with applicable HIPAA regulations

Complete information only for specimen submitted.

Patient Pre-transplant Information (Complete this section if specimen collected is the patients pre-transplant or buccal specimen)

Specimen Type:	  EDTA blood	  EDTA Bone Marrow	  Extracted DNA	  Buccal Swab (Supply T543)

Collection Date: _ _______________

	 • Order MML test #83186 Chimerism-Recipient Germline (Pre)

Donor Information (Complete this section if specimen collected is from the donor)

Specimen Type:	  EDTA blood	  EDTA Bone Marrow	  Extracted DNA	  Buccal Swab (Supply T543)	
Collection Date: _ _______________ 	

	 • Order MML test #83182 Chimerism-Donor

Patient Post-transplant Information (Complete this section if specimen collected is the patients post-transplant specimen for Chimerism analysis)

Specimen Type:	  EDTA blood	  EDTA Bone Marrow	  Extracted DNA	
Collection Date: _ _______________	 (Specimen must be from a collection after transplant.)

Have Pre-transplant and Donor specimens already been sent for this patient’s analysis?	  Yes	  No
– If no, results cannot be calculated or released until the laboratory has received the Pre-transplant and Donor specimens.

	 • Order MML test #84427 Chimerism-Recipient Germline (Post)
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