OncoDiagnostics Requisition

Client Name/Account Number:

Client Address:

City/State/Zip:

Client FAX:

Client Phone:

REQUIRED ORDER INFORMATION

[ Facility / Client
BILL TO: [ Patient / 3rd party — Billing information must be provided

Patient Name: (Last, First, Middle)

el

2110 Research Row, Suite 221

Dallas, Texas 75235
PHONE: 214-645-7053
Toll Free: 877-887-8136
FAX: 214-645-7020

CLIA#45D-0659587, CAP #2723201

ICD-9 Code(s)

ul SOUTHWESTERN

MEDICAL CENTER

VERIPATH LABORATORIES

www.veripathlabs.com

PATIENT/3RD PARTY BILLING INFORMATION

Medicare patients with non-covered diagnoses must sign
Advanced Beneficiary Notice (ABN) on reverse side.

[ Signed ABN
included

Mother's Name: (if infant)

ICD-9 Codes applicable to each and every test requested should come only from the ordering physician,
represent the reason for the test order at the time of order, and be supported by the patient’'s medical record.
Physicians should order only tests that are medically necessary for the diagnosis or treatment of the patient.

SPECIMEN INFORMATION

Date of Birth: Sex: Patient ID / MR#: Tests ordered should be single laboratory tests appropriate for the patient's medical condition. Tests for
| | screening purposes may be ordered, but may not be reimbursed.
i . Collection Date: Collection Time: AM Insured/Responsible Party Name: (if different from patient-Last, First, Middle) Date of Birth:
Hospital Inpatient Y / N .
: PM | |
Ordering Physician: NPI: Patient’s relationship: Responsible Party Address: (street, city, State, zip)
O Self
O Spouse
Phone: Pager: FAX: O Dependent
[ Other
Clinical Indication Sex: Phone:
for Tests Ordered:

Employer's Name:

Employer's Phone:

*Surgery Accession number:

*Block #:

Insurance Co. Name:

Insurance Co. Phone:

*Tissue Source: *Tumor size:

Insurance Co. Address:

*Diagnosis/Clinical Hx:

TissueType: OParaffin O Other:

Fixative OFormalin O Other:

Duration of Fixation:

Originating Institution (if different from Client):

Policy #: Group #:

O Medicare [OHMO [Other Member ID#:
OMedicaid OPPO

Referral Authorization/Precertification #:

Name: Date/Time:

REFERRAL INFORMATION

Address:

*Referring Pathologist:

*Phone/Pager:

TEST SELECTION

Contact name/Phone:

By Profile: FISH Tests: By Individual Marker:
Related to
Olnvasive Breast Profile OHer2/neu (FISH) Angiogenesis Drug Resistance Targeted Therapies
DNA, ER, PR, Ki-67, Her2/neu, p53, OCD9 O ERCC1 oCD117 Op34
reflex protocol for FISH i ey _— 0CD31 oGsT 0 Cox-2 Op57
er2/neu by is ionei
Oln-situ Breast Profile positive confirm with OCD34 O Metallothlon(.am O EGFR pharmDx Op130
the above + E-Cadherin and bcl-2 Her2/neu (FISH) ocCDs6 b p-glycoprotein HER HpRB
OTSP OHer2/neu OPTEN
O Colon Profile OVEGF Growth Factors aTs ORAD 51
hMLH-1, hMSH-2, hMSH-6, OTopo lla (FISH) OPDGF OPR ORARb
EGFR pharmDx, hPMS-2 Apoptosis OSMAD-4
. OBAX Mismatch Tumor
O Ezlfdpd;r ;fs?f}I(li%? N Oc-Myc (FISH) Obcl-2 Repair Genes Suppressor Genes Other
R Y Op21 OhMLH-1 OAndrogen Receptor OAE1/AE3
O Hydatidiform Mole Profile . Op27 OhMSH-2 Oc-myc OTelomerase
(Must be received within O Survivin OhPMS-2 0O Cyclin D2 O
O Circulating Tumor Cell Analysis|  72hrs of collection) O Cyclin E O
g“{'gzﬁ:glgice’\')’ggd‘zghﬁfézr:y) Cell Adhesion Proliferation OERK 1/2 O
' CEGFR (FISH) O B-Catenin OKi-67 OKai-1 O
CIDNA Ploidy Analysis DCD44 DPCNA OMAP o
O E-Cadherin O Topoisomerase lla OMMP14 O
OMicromet Analysis OX/Y DNA (FISH) HHSP-47 op16
VERIPATH Transport Container: Total # of specimens: Transport Conditions: | Destination: [JOther Initials:
USE _ VYellow __ Green __ Purple ___Syringe __ Conical __ Red __ Blue __ Cup | OFrozen [OSlushy OAston [Coag [Cytogen
ONLY ___TransTube __ Block __ Slides ___Formalin __ Other: ORefrig CORoom Temp |[OFlow [Hist Mol Dx [1OncoDx

CC-26 042308



