Allina Hospitals and Clinics
Laboratory Service

BONE MARROW REQUEST FORM

Form

Patient Label/or complete required information below Specimen sent:*

Name:

SSN:

DOB:

Home Phone#:

Collection Site:*
Phone #:*
Bone marrow collected by:*

#cc__ Heparin BM aspirate Rec’d
#cc__ EDTA BM Aspirate: Rec’d
#cc__ EDTA Peripheral Blood Rec’d
Slides Sent:*

# slides P.B. Rec'd
# slides Touch Preps Rec’d
# slides Direct smears  Rec'd

# slides ME(concentrate) Rec'd

Collecting/Ordering Information (*required information)

Reason for Bone Marrow:

*0 Unilateral Right or Left

* [ Bilateral

Ordering MD:*

Phone #:*
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