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ACCOUNT INFORMATION
Acct: MCTYD Medical City Dallas Hospital
7777 Forest Lane Building A,Suite # A200
Dallas, TX 756230

1
REOUIRED ORDER INFORMATI O

PFacitty / Client

BILL TO:

Patiant Namer: (Last, Fast, Middlay

{JPatient / 3rd party Blumg lnformanon must be provided

el

Mother's Namae: { infant)

Dallas, Texas 75380

Toll Free: 877-887-8
FAX: 214-645-7T035

5323 Harry Hines Blvd U5.100

PHONE: 214-645-7057

CLIA #45D-0659587,
PATIENT/3RD PARTY BILLING INFORMATION

of SOUTHWESTERN

136

CAP #2723201

MEDICAL

CENTER

VERIPATH LABORNTORIES

www. vernpathlabs com

Medicare petients with non-coverad disgnoses must sign Advanced
Banaficlary Notice (ABN) avallable at www.veripathiaba.com or by caliing
sorvico at 214-645-7087 or toll froa 877-887-8136

{1 Signed ABN
xr‘ciudad

History:
Therapy:

[3 Other,

Pathology/Cytopathology repart, the block */unstained slides and corresponding HAE slide.
“Block is preferred. If sending unstalned slides instead, please see nuxt page for Instructions.

CLINICAL INFORMATION TESTS REQUESTED {contl

[nfection: [ HIV [0 Hepatitis [ Other

‘3 Lymphadenopathy (3 Madiastinal Mass [ Splenomegaly
3 Chemotherapy 3 Growth Factor
B O Immunotherapy.
Ol Initiat (3 Relapse [ Remission [J Post Transplant

J Other

Morphology

7. Other Markers:

Flow Cytometry {ACD preferred)
7 Leukemia/Lymphoma Immunophenotyping
LIPNH. (Parqusmal Nocturnal Hemoglobinuria)

C] ALPS {Autoimmune Lymphoproliferative Syndrome)
C] Process and hold - call next day with instructions

1 Bone Marrow Morphology exam ] Peripheral Blood exam
Attach Current CBC Report

TESTS REQUESTED

WBC Count:

Moleculan Diagnostics {(EDTA preferred)
1 B-cell Clonality PCR

0 T-cell Clonality PCR

O BCLYAGH: t{11.14) PCR
{7 BCL2/IGH: t(14:18) PCR (mbr, mcr)

{7 BCR/ABL: 1(9;22) quantitative (p210 only) {CML]

(] BCRJABL 1(9;22) qualitative (p210, p190) [CML, ALLI
. D ﬁ\KZ V,m?f mutation aqalysrs PCR

10 BRAF mutation analysis
[ KRAS mutaticn analysis
[J EGFR mutation analysis
{1 Loss of Heterozygosity (LOH): 1p/19q fragment analysis
{1 IDHHIDH2 Mutation analysis on brain tumors

Nama:

‘Cytogenetics (Soditm Heparin proterred]

Date of Birlir. Sex Patient 1) / MR IGI-0 Codes appheable to ench and every test roguestad shottd come onty from 0 ordaning ymymcsars
J [ lepresem the reason for the test order at the time of ordor. and be suppordted by the patient's medical record
- - - - icians whould order only tests that are (redically nacessary for the diagnosis of treatiment of the patient.
Hospital Inpatient Y / N Collection Date: Coftection Time: AM [ Tsts ordered should bo single laboratory tests appropriate fof the patient’s medicat condition Teuts for
S l 4 PM screening pulpases may be ordered. but may not b teimbursed.
7 | Osdering Physician (Full Namay: NPT tnsuteResponsible Party Name: (f different lrom panent-Last, First, Middle) Date of Buth,
Pioria: Pager: FAX: Patiant’s relationshipy Rasponsible Party Addtess: City
0 Selt (1 8pouse
Clinical Indication 3 Dependant L Other Yo z Hoe
for Tests Ordered Gender. State P e
SPECIMEN INFORMATION =y -
- — Employer's Name: Employar's Phone.
1 Bone Marrow 0 Peripheral Blood
L1 Bone Marrow Aspirate Smears [ Peripheral Blood Smears Tmsuranee Co. Nars - Instiances G Phone.
{J Bone Marrow Touch Prep
£ Bone Marrow Core Biopsy I Left O Right 0, Addiias
OUhne ‘OCSF O Body Fluud
'D Tissua: site/type _ 3 Policy #: Group
[ Formalin Fixed Paraffin Embedded Tissue (FFPE}
Case# Block # O Medicare [IHMO [30Other Member 108
Signout Pathologist O Medicaid  CIPPO
if ordering on non-UT Southwestern Pathology material, pleass include a copy of the Surgical Relerral Authorization/Precartification #: Dale/Tima:

{71 Chromosomal Analysis

FISH
[TALK: 2p23
{1 BIRC3/MALT1:

{31 BCR/ABL1: (9,

[JCBFB: inv(18)
L} CCND/IGH: ¢

t(11:18)
22)

11,14)

{7 Deletion/monosomy &
{71 Deletion/monosomy 7

{1 DDIT3: 12g13
[JEGFR: 7Tp12
[JETVS/RUNX1T:

112,21}

{1EWSR1: 22q12
1 FIP1L1/PDGFRA; 4g12

i1 FOXO1: 13q14
£ HER2/neu

FISH Panels:

f1ctt O Mm

Transplant Analysis

[T FISH - XfY sex chromosomes

[1 STR Pre-transplant analysis

[} Donor Name:

Please provide dates of all previous transplants:

___ Recipient Name:

OMDs  [(JALL [T

Donor Sex:

[ FISH specify__

{3 IGH/BCL2: t(14:18)

{1 MLL: 11923

{3 MYC/IGH: 18,14}

LI MYCN: 2¢23-24

O MYC: 8q24

[ PML/RARA: {{15,17)
{1RB1: 13q14

T RUNXIT1/RUNXT: «(8,21)
{18YT:. 18q11.2
CITP53:17p13 1

3 Urovysion®

{1 Other FISH (please call lab)

I AML

{3 Male
{1 STR Post-transplant analysis

(] Female
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