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	Patient Name (Last, First)
	

	SEX
	
	DOB
	
	Patient ID Number
	

	Date Specimen Collected
	
	Date Rec’d (lab use)
	
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
 Outpatient

	Diagnosis
	
	ICD10 Code
	

	Requesting Physician:
	

	Practice Name and Address:
	

	

	Telephone:
	
	Billing Information:  Please Bill: 

 FORMCHECKBOX 
 Insurance/Patient                    FORMCHECKBOX 
 Referring Laboratory

	Fax:
	
	Insurance Information:** (attach copy of insurance card) Humana requires pre authorization for all tests below


DNA TEST(S) REQUESTED:

Minimum 6 ml Blood (or bone marrow when appropriate) in EDTA anticoagulant: Refrigerate
For Tests marked with (*) 6-10 ml blood in sodium heparin anticoagulant (green top) also required
For Tests marked with (#) only 3 paraffin slides (KRAS/BRAF) required
	Indication for Testing: 
	       FORMCHECKBOX 
 Carrier Testing            FORMCHECKBOX 
 Diagnosis  (CHOOSE ONE)

	 FORMCHECKBOX 
 Angelman Syndrome (Methylation)
 FORMCHECKBOX 
 Cystic Fibrosis (CFTR)23 Race:_________

 FORMCHECKBOX 
 Dentatorubral-Pallidoluysian Atrophy 
     (DRPLA) (Expansion Mutation)
 FORMCHECKBOX 
 Fragile X Syndrome (FRAXA) (Expansion)
 FORMCHECKBOX 
 Huntington Disease (Expansion Mutation)
 FORMCHECKBOX 
 Huntington Disease-like 2 (HDL2)
 FORMCHECKBOX 
 Friedreich Ataxia( Expansion  ONLY)
 FORMCHECKBOX 
 Prader Willi Syndrome (Methylation)
 FORMCHECKBOX 
 Fragile X-Associated Ataxia/Tremor

	 FORMCHECKBOX 
 Factor V Leiden (R506Q)

 FORMCHECKBOX 
 Factor II Prothrombin (G20210A)

 FORMCHECKBOX 
 MTHFR (C677T)

 FORMCHECKBOX 
 Plasminogen Activator Inhibitor 

      (4G/5G)

 FORMCHECKBOX 
 Thrombophilia Panel 

       (FVL, Pro, MTHFR, PAI)
 FORMCHECKBOX 
 *Male Infertility Panel*
      (Y deletion, CFTR, chromosomes)
 FORMCHECKBOX 
 *Female Infertility Panel*
     (FRAXA, Chromosome Mosacisim)


	 FORMCHECKBOX 
 BCR/ABL by PCR: 
      Follow-up of CML or ALL 
 FORMCHECKBOX 
 FLT3 & NPM1 Mutation Panel

 FORMCHECKBOX 
 JAK2 (V617F) by PCR

 FORMCHECKBOX 
 #KRAS# (codon12/13 and 61)
 FORMCHECKBOX 
 #KRAS with Reflex BRAF Mutations#
            (add BRAF V600E/K)

 FORMCHECKBOX 
 #BRAF# Mutation Panel

 FORMCHECKBOX 
 #EGFR Mutation# Panel

 FORMCHECKBOX 
Plavix /CYP2C19  Mutation Panel
 FORMCHECKBOX 
 Warfarin/CYP2C9 +VKOR1  
     Metabolism Mutation Panel


	BRIEF CLINICAL SUMMARY: 
	

	


	CONSENT FOR DNA TESTING:  I acknowledge that I have received appropriate genetic counseling regarding these tests.  Furthermore, I understand that my DNA sample may be banked  (stored indefinitely) and may be used for other relevant DNA testing to assist with the confirmation of my clinical diagnosis 

	
	

	Patient/Legal Guardian/Durable Power of Attorney
	Witness                                                Date


**For Medicare Patients Only – A signed ABN form is required. **
For specimens mailed from outside regular service area, please contact PRIOR to shipping to arrange for payment options
http://gsm.utmck.edu/genetics/main.cfm
1930 Alcoa Highway, Suite 435


Knoxville, TN  37920


Molecular: 865-305-9449


1-800-325-3894


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