
 CBU-Specifi c Request Form

eMail Address:

CB Unit ID

Date of Request:

NAME:

Requestor Information:

Address:

Telephone Number:

Facility:

FAX Number:

Special Instructions / Pricing:

Print completed form and 
FAX to:  Robert Chow
Fax: (626) 430-9043

240

1589 W. Industrial Park St. 
Covina, CA 91722, USA

Telephone: (626) 646-2500      
Fax: (626) 430-5797 

04.08.08

OtherSamples For Confi rmatoryTyping

DNA Ship UnitWhole Blood

Shipping Information:

Address:

Telephone Number:

Facility:

NAME:

FAX Number:

FOR StemCyte USE

Received:

Action:

Date:By Routed To:

Date:By

Note:

Patient

Patient

Patient

Reserve
Unit

Ship Unit

Unit

Ship Unit

Reserve
Unit

DNA Whole Blood

Note:

DNA Whole Blood

Note:

Cord Blood
Unit Report

Reference Patient/s:
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