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	Patient Name (Last, First)
	

	SEX
	
	DOB
	
	Patient ID Number
	

	Date Specimen Collected
	
	Date Rec’d (lab use)
	

	Diagnosis
	

	Requesting Physician:
	

	Practice Name and Address:
	

	

	Telephone:
	
	Fax:
	Billing Information:  Please Bill: 
 FORMCHECKBOX 
 Insurance/Patient         FORMCHECKBOX 
 Laboratory

	ICD9 Code
	
	
	Insurance Information: (attach copy of insurance card)


BIOCHEMICAL TEST(S) REQUESTED
Urine: 5 ml Frozen, Serum: 0.5 – 1 ml Frozen, Whole Blood 1-2 ml Refrigerate. CSF: 0.3 ml Frozen
	

	 FORMCHECKBOX 
 Urine Amino Acids
	 FORMCHECKBOX 
 Qualitative      FORMCHECKBOX 
 Quantitative

	 FORMCHECKBOX 
 Urine Metabolic Profile (amino acids, acetone, reducing substances and protein)

	 FORMCHECKBOX 
 Urine Mucopolysaccharides 
	 FORMCHECKBOX 
 Total      FORMCHECKBOX 
 Differential

	 FORMCHECKBOX 
 Serum/CSF Amino Acids
	 FORMCHECKBOX 
 Qualitative      FORMCHECKBOX 
 Quantitative

	 FORMCHECKBOX 
 Serum Phenylalanine Only

	 FORMCHECKBOX 
 Combined CF Analysis: Sweat Chloride and DNA


	BRIEF CLINICAL SUMMARY: 
(For biochemical testing, include dietary formula.)
	

	

	


**For Medicare Patients Only – A signed ABN form is required. **
http://gsm.utmck.edu/genetics/main.cfm
1930 Alcoa Highway, Suite 435


Knoxville, TN  37920


Biochemical/Molecular: 865-305-9449


1-800-325-3894


(Fax) 865-305-6675 or 865-305-8580


CLIA#44D0659272


State of Tennessee # 2047
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