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Immunohematology Reference Laboratory Request for Antigen Negative Unit(s) 
Versiti Illinois: Phone 630-264-7832 | Fax 630-892-8648 Versiti Indiana:  Phone 317-916-5188 | Fax 317-916-5189 

Versiti Michigan: Phone 616-233-8583 | Fax 616-233-8687 Versiti Wisconsin: Phone 414-937-6205 | Fax 414-937-6461 

Ordering Institution Information 

Person Completing Requisition:       Date and Time order placed:       

Institution:       Client #:       

Dept:       Address:       

City:       State:       Zip Code:       

Phone (Lab):       Provider Contact (phone/email):       

Patient Information 

Last Name:       First Name:       MI:       

DOB:       ABO/Rh:       Biologic Sex/Sex Assigned at Birth:    ☐ Male    ☐ Female 

Order Priority 

☐ Routine 

Date and Time needed: ________________________________ ☐ ASAP 

☐ STAT*  

*Please contact Versiti partner directly when ordering STAT service 

Units Requested (ABO/Rh compatible red cell units may be substituted. Contact your Versiti partner to request type specific units) 

ABO/Rh:       Number of Units Requested:       

Special Requests   

☐ Confirmed Antigen Negative   ☐ Unconfirmed Antigen Negative 

☐Irradiated ☐ CMV Negative ☐ Saline Washed ☐ HbS Negative 

☐ Other 

___________________________________________________________________________________________ 

Required Antigen Negative For (Please circle or comment what the requested units need to be antigen negative for) 

C  E  c  e  CW  K  Fya  Fyb  Jka  Jkb  M  N  S  s  

Additional Antigens/Comments _____________________________________________________________________ 

IRL USE ONLY 

☐ Order received by date / initials __________________________ 

☐ Patient History Check Performed (date and initials) __________________________________ 

 

 

 

 

Review: __________________ Date: ______________ 
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