
Mod. PR. 11 G7 ENG Rev. 01       

               dated 16/10/2026                                                                                                                  

        

  

 

 

Test Requisition Form (*Mandatory field) 
 

 

 
 

 N. Prot.: _______________                          

     Date: _______________ 

SAMPLE DETAILS 
 

Name and Surname*:___________________________________________________ Birth Date*:________________ 

Sample Code (Doctor’s duty): ________________________ Collection date*: ___________ Gender*:   F         M 

Sample:  ✓ EDTA Peripheral Blood  

 

Test requisition indications*: 
 

□ Couples with recurrent pregnancy loss history and/or repeated implantation failures  

□ Couples with history or risk of pre-eclampsia  

□ Selection of sperm donors in heterologous male assisted fertilization  

□ Selection of egg donors in heterologous female assisted fertilisation 

□ Selection of donors for embryo donation/double donation of gametes 

□ Other: _______________________________________________ 

  

ANALYSIS DETAILS* (Please check the box) 
 

 

□ Affinitymap HLA-C  

□ Affinitymap KIR 

□ Affinitymap KIR+HLA-C 

REPORTING PREFERENCES   

 

✓    MD/ HOSPITAL / LAB                                                                                                 
 

INVOICING PREFERENCES (Select the box  accordingly)  

            
        MD/ HOSPITAL / LAB  (according to EUROFINS GENOMA information sheet)                                PATIENT (Please fill underneath) 

 

 

NAME SURNAME: _____________________________________________   TAX ID: _________________________ 

City of birth: ___________________________________________ District of Birth:__________________________ 

Address: __________________________________________________n. ________ ZIP CODE: ________________ 

Town: ______________________________________________________Country __________________________ 

 

Privacy: This document was generated by Eurofins Genoma Group and is used for the exclusive use of patients who request it. This document may contain information of a highly 
confidential and confidential nature. If it is lost and in your possession, please inform us immediately by phone (+39) 06.164161500 or send it promptly to the following address: 
Eurofins Genoma Group - Laboratori e Studi Medici c/o Via Castel Giubileo, 11 - 00138 Rome. Any unauthorized use of the content of this document constitutes a violation of the 
obligation not to view the correspondence between other subjects, unless a more serious offence, and exposes the responsible person to the related civil and criminal consequences 
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