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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) Humana requires preauthorization for all tests except for amniotic fluid testing


CYTOGENETIC TEST(S) REQUESTED:

Cytogenetic Analysis is performed according to national guidelines based on diagnosis provided.

Hematology/Oncology samples have a separate requisition form for Chromosome Analysis and FISH 
	BLOOD SPECIMEN:  5-10 ml in sodium heparin (green top) tube.  Keep at room temperature

	
	 FORMCHECKBOX 
 Metaphase Karyotype (Routine Chromosome Analysis)

 FORMCHECKBOX 
 Metaphase & Prophase
 FORMCHECKBOX 
 Subtelomere FISH Panel and Metaphase Study

 FORMCHECKBOX 
 FISH and Metaphase Study – must select probes
	 FORMCHECKBOX 
 Male Infertility (Chromosomes, CF, Y Del)

 FORMCHECKBOX 
 Female Infertility

      (Chromosome Mosaicism, Fragile X)

	
	
	 FORMCHECKBOX 
 22q11.2 deletion (DiGeorge region I)      FORMCHECKBOX 
 Elastin-Williams

 FORMCHECKBOX 
 Smith-Magenis                                          FORMCHECKBOX 
 Miller-Dieker

 FORMCHECKBOX 
 Other – please specify ____________________________________________________________ (call 305-9471 to see if probe available)


	AMNIOTIC FLUID: 15-30 ml Fluid. Keep at room temperature

	
	 FORMCHECKBOX 
 Metaphase Karyotype (Chromosome Analysis)      

 FORMCHECKBOX 
 AFP      FORMCHECKBOX 
 Acetylcholinesterase

 FORMCHECKBOX 
 FISH and Metaphase – please specify probe      ______________________________________________________________________________________

 FORMCHECKBOX 
 Additional Studies – Specify ______________________________________________________________________________________

	

	TISSUE: (Fetal tissue, Products of Conception, Skin or Muscle Biopsy) – Place specimen in sterile container with 
                    sterile saline and REFRIGERATE!

	
	 FORMCHECKBOX 
 Metaphase Karyotype (Chromosome Analysis)

 FORMCHECKBOX 
 Growth for further studies – Specify _______________________________________________________________________________


	*FISH Studies – will be performed on tissue specimens with inadequate growth to rule out major trisomies – 13, 18, 21, and sex chromosome abnormalities*


	BRIEF CLINICAL SUMMARY: 
	

	
	

	
	


**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


Cytogenetic Laboratory: 865-305-9471


1-800-325-3894


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