
To be generated by the clinical transplant program.
 I.  Donation/Donor Information

	Donor Name:  
	Donor ID#
	Donation type:

Autologous  FORMCHECKBOX 
   Allogeneic  FORMCHECKBOX 


	Sex:

M  FORMCHECKBOX 
      F  FORMCHECKBOX 

	Date of Birth:
	Blood Group:
	Ordering Physician:
	Projected Collection Date:


 II.  Recipient Information

Only to be completed for allogeneic donations.  If transplant product is autologous, disregard this section and go to section III.

	Recipient Name:  
	Recipient ID#:
	Sex:

M  FORMCHECKBOX 
      F  FORMCHECKBOX 

	Date of Birth:
	Blood Group:
	Weight:



  Donor and Recipient:  ABO  FORMCHECKBOX 
Incompatible   FORMCHECKBOX 
Compatible   FORMCHECKBOX 
Unknown
III.  HPC, Apheresis Collection Target Endpoint / Infusion Requirements:  _____x 106 CD34+/Kg
Record the intended CD34+ dose for infusion (target endpoint).  [Acceptable Target Ranges:  ≥ 2.0 x 106/kg for single autologous transplant,








     ≥ 4.0 x 106/kg for tandem autologous transplant,








     ≥ 2.0 x 106 for allogeneic transplant or NMDP request]

IV.  TC, Apheresis Collection Target Endpoint / Infusion Requirements:  __________ CD3+/Kg

  Storage Concentration Preference:  _______________________________________ CD3+/Kg/Bag
 V.  Processing Request
Select all services requested for the cellular therapy product identified. 

	 FORMCHECKBOX 

	Processing Procedure
	Elements
	Description

	 FORMCHECKBOX 

	Evaluation and Qualification
	Transport, visual inspection, complete blood count, CD34+ or CD3+count, cellular viability, microbial cultures 
	Intended for allogeneic and autologous collections as an assessment of the HPC/cellular product. 

	 FORMCHECKBOX 

	Partial Evaluation and Qualification
	Transport, visual inspection, complete blood count, CD34 & cellular viability (as applicable), overnight storage and monitoring (as applicable), record completion, review, and release for distribution
	Intended only for allogeneic collections for the NMDP.  Refer to NMDP Transplant Center request for special processing requirements.

	 FORMCHECKBOX 

	Plasma Reduction
	Plasma reduction by centrifugation and plasma replacement with HSA or plasmalyte +HSA if necessary
	Intended for allogeneic collections only in the cases of ABO incompatability and/or presence of antibodies.

	 FORMCHECKBOX 

	Red Cell Reduction
	Red cell reduction by HES sedimentation, post reduction complete blood count, CD34 or CD3 count, cellular viability and microbial cultures
	Intended for allogeneic collections only in the cases of ABO incompatability and when the RBC volume in the product is > 20ml.

	 FORMCHECKBOX 

	Cryopreservation 
	Processing, post-processing microbial cultures, post-processing complete blood count and CD34 viability, controlled-rate freezing, storage and inventory
	Preparation and freezing of cellular therapy product required for Long Term Storage. 

	 FORMCHECKBOX 

	Short-Term Storage
	<48 hours stored @ 1-6ºC in monitored refrigeration
	For allogeneic collections intended for infusion of fresh product.

	 FORMCHECKBOX 

	Long-Term Storage
	Cryostorage @ ≤ -150ºC following cryopreservation 
	Intended for cryopreserved cellular therapy products with undetermined infusion dates. 


VI.  Physician Authorization

Physician’s signature indicating that the processing procedure(s) selected above may be performed on cellular therapy products to reach the target endpoint (CD34+ or CD3+ dose for infusion) by The Blood Connection Cellular Therapy Processing at 1099 Bracken Road, Piedmont, SC 29673.
________________________________________________________________    ____________________

Ordering Physician








  Date

________________________________________________________________    ____________________

Form Completed By








  Date

Return Original To: The Blood Connection and One Copy Each To: Clinical Transplant Program and Collection Facility
The Blood Connection, Inc.
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