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PATIENT INFORMATION

NAME: , )

Last First Mi
ADDRESS:
HOME PHONE: ( )
MR # GENDER: M___F__
DATE OF BIRTH / /

mm / dd / yy

SAMPLE INFORMATION
SPECIMEN TYPE:

O Amniotic Fluid O Blood O Bone Marrow
acvs O Cord Blood [ Cytobrush

[ Tissue (Specify):

O Other (Specify):

SPECIMEN DRAW DATE: / / Time:

SPECIMEN AMOUNT:
All tests require 3 ml of blood in EDTA tube.

DRAWN BY:

*Phlebotomist must initial tube of specimen to confirm sample identity

ETHNICITY: Choose One
[ Hispanic or Latino
O Non-Hispanic or Latino

O African-American

O Other (Please specify)

RACE: Choose ALL that apply

[J Native Hawaiian or other Pacific Islander

O Asian [ Caucasian

O American Indian or Alaskan Native

TEST REQUESTED
B Autoimmune lymphoproliferative syndrome
O FAS (TNFRSF6)
O Full gene sequence analysis 0 Family Study*
O FAS Ligand (TNFSF6)
O Full gene sequence analysis O Family Study*
O CASPASE 10 (CASP10)
O Full gene sequence analysis [0 Family Study*
B Familial Hemophagocytic lymphohistiocytosis

O PRF1
O Full gene sequence analysis O Family Study*
O MUNC13-4

O Full gene sequence analysis 00 Family Study*
O  Syntaxin 11
O Full gene sequence analysis [0 Family Study*
O RAB27A (Griscelli syndrome)
O Full gene sequence analysis [0 Family Study*
B |[PEX syndrome (FOXP3)
O Full gene sequence analysis O Family Study*
W Severe Congenital Neutropenia

O ELA2

O Full gene sequence analysis O Family Study*
O HAX1

O Full gene sequence analysis O Family Study*
O WAS

O Full gene sequence analysis O Family Study*
B Wiskott-Aldrich Syndrome (WAS)

O Full gene sequence analysis O Family Study*
B X-linked hyper IgM immunodeficiency (XHIM-CD40LG)

O Full gene sequence analysis [0 Family Study*
B X-linked lymphoproliferative disease

O SH2D1A
O Full gene sequence analysis 00 Family Study*
O BIRC4

[0 Full gene sequence analysis [0 Family Study*
B X-linked severe combined immunodeficiency (X-SCID-IL2RG)
O Full gene sequence analysis O Family Study*

* Family-specific mutation analysis (by prior arrangement only).

INDICATION
[0 Mutation detection in suspected affected patient
O Carrier testing
[ Prenatal diagnosis (by previous arrangement only)

PRESENTING SYMPTOMS/HISTORY

Suspected ALPS
O abnormal ALPS panel
O lymphadenopathy
O (hepato)splenomegaly
O autoimmune disease
O lymphoma

Suspected XHM
O current bacterial infections
O autoimmune hematologic disorders
O lymphomas/ other malignancies

Suspected XSCID

O persistent infections
Suspected HLH O failure to thrive
fever O thymic hypoplasia
low or absent NK function
splenomegaly

O

O
O Suspected IPEX
O 1 ferritin O endocrinopathy
O cytopenias (2 of 3 cell lineages) O chronic diarrhea
O 1 soluble IL2Ra O dermatitis
O 1 triglycerides and/or |fibrinogens
Suspected SCN
O profound neutropenia
O recurrent bacterial infections
O promyelocytic maturation arrest of the
bone marrow

Suspected XLP

O severe EBV infection

O hypogammaglobulinemia

O lymphoma

O hemophagocytosis

Other Symptoms: (please specify)

Suspected WAS

O thrombocytopenia

O eczema

O recurrent infections

O small platelets

PEDIGREE OR FAMILY HISTORY

Parental Consanguinity OY ON

REFERRING PHYSICIAN INFORMATION

Physician Name ( print):

Address:

Phone: ( ) Fax: ( )

Email:

Genetic Counselor Name:

Phone: ( ) Fax: ( )

Email:

REFERRING PHYSICIAN SIGNATURE (REQUIRED) DATE

**BOTH PAGES OF REQUISITION MUST BE COMPLETED BEFORE SAMPLE CAN BE PROCESSED**

Laboratory Use Only Date/Time Received:

Received by: Specimen Container: # Tubes:



mailto:moleculargenetics@cchmc.org
http://www.cincinnatichildrens.com/
http://www.cincinnatichildrens.org

Billing Information

Patient Name Last/First

DOB

Choose one method of payment

O Patient Billing

[1 Check Enclosed L1 Money Order

[ Credit Card
(Visa, MC, AM.Exp., Disc.)

Credit Card Number

Card Holder Name

Expiration Date

Signature

O Referring Institution or MD

[nstitution

Address

City/State/Zip

Contact Name

Phone

Fax

Email

O Insurance [ Policy Holder Information

Name

DOB IGender

Authorization Number

Insurance Name

Insurance Address

City/State/Zip

Insurance ID Number

Group Number

Insurance Phone Number

O\ Cincinnati

Children’s

Cincinnati Children's Hospital
Medical Center

3333 Burnett Avenue
Cincinnati, OH

45229

Phone: 513-636-4474
Fax: 513-636-4373
www.cincinnatichildrens.org

Medical Necessity Regulations: At the government’s request, the Molecular Genetics Laboratories would like to remind all physicians that when ordering tests that will be paid
under federal health care programs, including Medicare and Medicaid programs, that these programs will pay only for those tests the relevant to program deems to be (1) included
as covered services, (2) reasonable, (3) medically necessary for the treatment and diagnosis of the patient, and (4) not for screening purposes.

[0 Patient signed completed ABN

***ALL INFORMATION MUST BE COMPLETED BEFORE SAMPLE CAN BE PROCESSED***
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