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Request for Issue of Ovarian Tissue


Patient / Recipient

Title…………… Surname……………………………..

First Name………………………………………………

NHS no…………………………………………………..

Hospital no………………………………………………

Date of birth……………………………………………..

Hospital……………………………… Theatre…………… Consultant………………………..

Phone / Pager……………………................................

Diagnosis and Current Disease Status…………………………………………………………

Request

Total number of vials required…..…….. Location required………………………………..… Date required………………………………………… Time required…………………….……

Identify Products required:

	NHSBT Product Identifier
	Collection Date
	Number of vials required

	
	
	

	
	
	

	
	
	

	
	
	


Requesting Consultant (this request will only be accepted with a recognised Consultant’s or approved designee’s signature)

Name (print)…………………………………. Signature………………………………………..

Phone / Pager ……………………………………………………. Date………………………..

Transplant centre contact

Name…………………………………………….…… Phone / Pager………………………….

NHSBT use only

Vials confirmed as available and OK to issue?  □ YES □ NO
Name……………………………… Signature……………………………….. Date…………..
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