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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 molecular tests. 


HEMATOLOGY/ONCOLOGY CYTOGENETIC TEST(S) REQUESTED:

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

	BONE MARROW:  3ml in sodium heparin (green top) tube.  Keep at room temperature

	
	 FORMCHECKBOX 
 Karyotype & FISH Panel (Specify) (Chromosome Analysis)

	
	            FORMCHECKBOX 
 Multiple Myeloma                                
            FORMCHECKBOX 
 Lymphoma Panel                                
            FORMCHECKBOX 
 ALL Panel 
 FORMCHECKBOX 
 Karyotype with reflexive FISH testing

 FORMCHECKBOX 
 Karyotype (Chromosome Analysis only)
	 FORMCHECKBOX 
 BCR/ABL

 FORMCHECKBOX 
 AML Panel*

 FORMCHECKBOX 
 CLL Panel

 FORMCHECKBOX 
 Other – please specify ______________________________________
* - Reflex NPML + FLT3 if normal cytogenetics

	
	

	LEUKEMIA BLOOD: 5-10 ml in sodium heparin (green top)  tube – Room Temperature

	
	 FORMCHECKBOX 
 Karyotype (Chromosome Analysis only)

	
	 FORMCHECKBOX 
 Karyotype with reflexive FISH testing

	
	 FORMCHECKBOX 
 FISH Only (No Karyotype)

	
	
	 FORMCHECKBOX 
 Multiple Myeloma                                 FORMCHECKBOX 
 BCR/ABL                       FORMCHECKBOX 
 MPD Panel                    FORMCHECKBOX 
 CLL Panel
 FORMCHECKBOX 
 Lymphoma Panel                                 FORMCHECKBOX 
 AML Panel*                   FORMCHECKBOX 
 MDS Panel
 FORMCHECKBOX 
 ALL Panel                                             FORMCHECKBOX 
 Other – please specify ______________________________________

	PARAFFIN SECTION SLIDES:

	
	 FORMCHECKBOX 
 Tissue Type:__________________________________________________________________________________

 FORMCHECKBOX 
 FISH Studies – Specify: _________________________________________________________________________

 FORMCHECKBOX 
 KRAS Mutation Panel        FORMCHECKBOX 
 KRAS Mutation Panel with Reflex BRAF Mutation      FORMCHECKBOX 
 AIK Rearrangement
 FORMCHECKBOX 
 BRAF Mutation Panel        FORMCHECKBOX 
 EGFR Mutation Panel                                                    FORMCHECKBOX 
 EGFR Amplification

	MOLECULAR HEMATOLOGY TEST(S) REQUESTED – 6 ml EDTA blood samples – Room Temperature

	
	 FORMCHECKBOX 
 Factor V Leiden   FORMCHECKBOX 
 Factor II Prothrombin   FORMCHECKBOX 
 MTHFR   FORMCHECKBOX 
 Plasminogen Activator Inhibitor (PAI)

 FORMCHECKBOX 
 Thrombophilia Panel (includes all four above)

	
	 FORMCHECKBOX 
 BCR/ABL by PCR:  Follow-up of CML or ALL Patients

	
	 FORMCHECKBOX 
 JAK2:               Circle specimen type
	Bone Marrow                                 Blood

	
	 FORMCHECKBOX 
 Warfarin Metabolism Mutation Panel
	

	
	 FORMCHECKBOX 
 Plavix Metabolism Mutation Panel
	

	
	 FORMCHECKBOX 
 NPM1 and FLT3 Mutation Analysis: follow up of AML with normal cytogenetics – Bone Marrow preferred specimen

	Brief Clinical Summary:
	


**For Medicare Patients Only – A signed ABN form is required. **
http://gsm.utmck.edu/genetics/main.cfm
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