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	BIOMARKER ANALYTICS 
Testing Request Form
Histopathology

Tel: 0161 446 3211/3221
	Biomarker Triage 
Lab use only

Lab No: B

Date Received:

	Patient Details 
	Referring Clinician/Healthcare Professional

	NHS No:
	
	Hospital No:
	
	Consultant/GP: 
(in full)
	

	Surname:
	
	D.O.B.
	
	E-mail/Tel:
	

	Forename:
	
	Biological Sex:
	
	Hospital: 
(in full)
	

	Patient’s Address:
	 
	
Other details:
	Department:
	

	
	
	
	Requested by/ Cc. Report to:
	

	Postcode:
	
	
	
	

	Consent Statement: Receipt of this form and sample(s) by the laboratory assumes that the clinician has obtained consent for testing and for the use of the tissue sample(s) and/or test result(s) by healthcare professionals in the UK.

	Test Required (please select options by placing a tick or cross next to each test required). 
Please refer to Breast and Gastric Testing guidelines

	Test 
	Required 
	Test
	Required

	BREAST CARCINOMA

	IHC Biomarkers
	In Situ Hybridisation

	Oestrogen Receptor (ER)
	
	HER2 FISH (if Her2 IHC equivocal)
	

	Progesterone Receptor (PR)
	
	
	

	Ki67
	
	HER2 FISH - Direct Request (Equivocal external Her2 ISH/IHC result required)
	

	Her2
	
	
	

	GASTRIC & GASTRO-OESOPHAGEAL TUMOURS

	IHC Biomarkers
	In Situ Hybridisation

	Her2
	
	HER2 FISH (if Her2 IHC equivocal)
	

	
	
	HER2 FISH - Direct Request (Equivocal external Her2 ISH/IHC result required)
	

	PD-L1 (22C3) BIOMARKER
Please state CPS/TPS scoring requirements for specific tumour types

	Gastric & Gastro-Oesophageal Tumours
	Cervical

	Tumour Type: (i.e.: SCC)
	Tumour Type:

	CPS:
	
	CPS:
	

	TPS:
	
	
	

	OTHER TUMOUR IHC (i.e metastatic)
Please state biomarkers required and tumour origin

	Oestrogen Receptor (ER)
	
	HER2 FISH (if Her2 IHC equivocal)
	

	Progesterone Receptor (PR)
	
	
	

	Ki67
	
	Tumour Origin:

	Her2
	
	

	SPECIMEN DETAILS (see requirements below)

	MANDATORY: Please include a copy of the Authorised Path Report

	Sample Type:                         USS:                                          Block:
	Lab Use:

	Pathology block/sample no.:
	Sent by:
	
	Received by:
	

	Sample Date:
	




	
	
	Date Sent:
	
	Date Received:
	

	Biomarker Analytics
Histopathology
The Christie Pathology Partnership
The Christie Hospital
Wilmslow Road
Manchester M20 4BX

	Tel: 0161 246 3211/3112
Email: the-christie.receptors@nhs.net






	Guidance Notes – Biomarker Analytics Request Form – HISTOPATHOLOGY

	

	Patient Details
	
	Specimen Details

	The following details are mandatory, other details should be completed as fully as possible: 
· Surname & Forename 
· D.O.B – Date of Birth 
· NHS Number (10 digits) 
· Patient’s Biological Sex
· Patient’s Postcode
Please ensure a minimum of 3 matching identifiers on slides and form.

	
	MANDATORY: Please include a copy of the Authorised Path Report

Sample Type: Please submit Paraffin block(s) or 8 unstained sections (3-4μ thickness) on charged slides. Please ensure cut sections reach the laboratory within 24 hours.




	Referring Clinician/Healthcare Professional 
	
	

	The following details are mandatory: 
· Consultant/GP name: initials are not acceptable as the laboratory cannot identify the clinician/healthcare professional. A minimum of first initials and surname must be provided.
· Hospital should be clearly identifiable; initials are not acceptable as the laboratory cannot identify the hospital. Trusts with more than one hospital should clearly identify the referring hospital. 
· Department should be clearly identifiable; initials are not acceptable as the laboratory cannot identify the department.
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