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

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

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

 Search Request Form

eMail Address:

Patient Information:
HLA Phenotype

A1

Diagnosis:

NAME - First: Last: Date of Birth:
(MM/DD/YY)

Weight (in Kg): Ethnicity:Sex

Date of Request:

Physician 

NAME - First:

Last:

Coordinator Contact Information:

Title:

Address:

Phone #:

Hospital/Affi liate:

FAX #:

Special Instructions / Comments:

A2 BPR1 BPR2 C1 C2 DRB1a DRB1b DQ1a DQ1b

21304.08.08

Country:

Pager #:

ABO/RhM

F
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