
 
 

Send to  - I.B.M.D.R. – Via Volta, 19 - 16128  Genova – Italy tel. + 39-010/5634434  fax: +39-010/57481888           
 

 
 

 
 

Patient  data 

Last name: …………………………………………….First: …………………………..………………….. 
 

Sex:  M      F        Date of birth:…………..……..   Weight:…………Kg  Diagnosis:………..….………   
 

A B Cw DRB1 DRB3 DRB4 DRB5 DQB1 

        
Patient 

HLA 
Typing 

        

 

Requesting Center     ……………………………………………………………………………………… 
 
Institution in charge of the payment ………………………………………………………………..…. 
 
Address:………………………………………………………………………………………………………. 
 
City: ……………………..  Zip Code: ………………………. Country  ………………………………….. 
 
Tel: ……………………..   Fax :……………………………    Email:……………………………………… 

 
 

   HPC-CBU request 
 

   HPC-CBU identification code/s:………………………………..………………………………………. 
 

 
                       Typing request         Unit report 
 
   HLA –A   LR  HR                   Unit reservation*    

   
   HLA –B   LR  HR       *Please provide the transplant schedule:  
 
   HLA –Cw  LR  HR       ………………………………………..………… 
 
   HLA –DRB1   HR         ……………………………..……………………  
 
   HLA –DQB1  HR         Other (Specify):………………………….……  
 
   Other (specify)……………………………….       ………………………………………………….. 
 
 

 
 Date of request : …………………………………          Signature:…………………………………………….. 

mm/dd/yyyy 

HPC-Cord Blood Unit 

master request 

Italian Bone Marrow Donor Registry 

Form RC305-cb  (V5 1/1 Feb. 2010) 
 

n° : ___________ Date:  ___/___/_____ 
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