0 Molecular Diagnostics Lab
* NEMOURS agn
1600 Rockland Road, Wilmington, DE 19803

CHILDREN’S HEALTH p: 302.651.6775 email: MDL@nemours.org
CLIA #08D0706140

Test Requisition

PATIENT INFORMATION

Last Name First Name

Medical Record Number Date of Birth (MM/DD/YYYY)

Is this patient deceased?

Sexassigned st birth O Female O Male O Yes O No deceased date

sampleType o Blood O DNA O Buccal swab O Other Collection date (MM/DD/YYYY)

ADDITIONAL REPORT RECIPIENT

(specialist, genetic counselor, send-out lab)

ORDERING PHYSICIAN (required)

Name Name

Institution Address Address

Phone Fax Phone Fax

email email:

selection indicates your choice to send report via secure: selection indicates your choice to send report via secure:
O email O Fax O email O Fax

PAYMENT OPTIONS (select one):

Please note: We do not bill third party payers (insurance | If Patient Self Pay is selected, it is the responsibility of the
companies). The person or organization sending the sample | ordering healthcare provider to explain that a completed

is responsible for full payment of the invoice. Please include | credit card form must be included (or faxed to the lab) before
a name of the billing contact at your organization and an | testing can begin

email to send the invoice.

O INSTITUTIONAL BILLING O PATIENT SELF PAYMENT  finlude Credit Card form with samle)

Organization Bill to: Patient or Parent

Attention to

Street Street
City/State/Zip Code City/State/Zip Code
email email

Phone Fax Phone

Send invoice via secure O email O standard mail

CLINICAL INFORMATION

Brief description

O Symptomatic O Asymptomatic O Carrier testing O Variant Confirmation (documentation required)

O Family history (if variant is known, please specify here and attach report)

Pedigree attached OYes O No O Adopted Consanguinity O Yes O No
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Test Requisition

Patient Last Name: First Name: DOB:

O APOL1 Genotyping - APOL] sequencing

Autosomal Dominant Leukodystrophy
O LMNBT1 duplication O LMNBT upstream deletion

O Barth Syndrome - TAFAZZIN sequencing

O Benign Hereditary Chorea/Brain-Thyroid-Lung
Syndrome/CAHTP - NKX2.1 sequencing/del/dup

O Pelizaeus-Merzbacher disease (PMD) -PLP] del/dup

O Pelizaeus-Merzbacher disease & Spastic
Paraplegia 2 - PLP7 seq.

O Pelizaeus-Merzbacher like disease (PMLD)
GJC2 seq.

O Costello Syndrome - HRAS sequencing

POLIII Related leukodystrophies (HLD7 and HLDS8)
O POLR3A O POLR3B

O Duchenne muscular dystrophy - DMD deletions

O Rett Syndrome - MECP2

Feingold Syndromes 1 and 2
O MYCN sequencing/del/dup O miR17-92 del/dup

O Sickle cell disease/Sickle cell trait - HBB targeted

seq.

GJIB2 and GJIBE6 related disorders
O GJB2sequencing O GJB6 common del. and seq.

Spinal muscular atrophy (SMA) - SMNT/SMN2
O SMN gene del/dup O SMN sequencing

O HBAI/HBA2 (Alpha Globin)- del/dup/sequencing

O Spinal muscular atrophy with respiratory distress
(SMARD) - IGHMBP2

O HBB (Beta Globin) - del/dup/sequencing

O Microcephalic Osteodysplastic Primordial
Dwarfism (MOPD1) - RNU4ATAC

TRPV4 related disorders

O Full gene sequencing O exons 3,5,6 sequencing

O MT-ND4 (targeted testing only) - m.11232T>C

O XYLTI related disorders - XYLT]

Noonan syndrome/CFC syndrome confirmation testing

only

O BRAF O PTPNITI
O KRAS O RAFI1

O MEKI/MEK2 O SHOC2

O SOSI
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