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GENETICS TESTING (INHERITED METABOLIC DISORDERS) FORM 1

PATIENT'S INFORMATION PLEASE TYPE OR PRINT (WRITE FIRMLY)

Last Name First D.O.B. (mm/dd/yyyy) ‘ SEX DIAGNOSIS: ICD-9-CM
/ / M F U
Street Address CONSECUTIVE #/PATIENT ID #
City State Zip Lab #
PERSON RESPONSIBLE FOR BILL (OUTPATIENTS ONLY) ¢¢ COMPLETED INSURANCE FORM OR COPY OF MEDICAID CARD REQUIRED +¢¢

Last Name First Telephone ( )

Address | city | State | Zip
[ PAYSICIAN'S INFORMATION MMIS # State Number
Name (Print) orlic. # [ | | Facility
Address | city | State | Zip
Telephone ( ) |PHYS|C|AN'S SIGNATURE
Fax ( ) Date / /

LIST PATIENT MEDICATIONS — -

DATE SAMPLE COLLECTED (mm/dd/yyyy) / / TIME SAMPLE COLLECTED (AM/PM or 24 hr)

O SKIN BIOPSY (S/CF)
O CULTURED FIBROBLASTS (SICF) [1167]
O HEPARINIZED WHOLE BLOOD,

GREEN TOP @ 4°C (WB) [1168]

O URINE, RANDOM OR 24-HOUR
COLLECTION, FROZEN (URINE) [1169]

O HEPARINIZED PLASMA, FROZEN (PLASMA) [1168A]

O HEPARINIZED PLASMA (PLASMA) [1168B]
[ LONG-TERM LYMPHATIC LINE (LTL) [1170] ¢¢ RESEARCH ONLY ¢+

SPECIMEN TYPE
(CHECK ALL THAT APPLY)

SAMPLE TYPE
DISEASE ENZYME OR TEST ID SICF WB PLASMA URINE
O Fabry «-Galactosidase A O 1100 01133 V77778 7777/
O Fucosidosis -Fucosidase 01113 001147 U

O Galactosemia Gal-1-P-Uridyl Transferase (UDPG Transferase)

.} 8vws | ]

O Gaucher Type 1,2,3 B-Glucosidase O 1104 O 1139 U
O GM1 Gangliosidosis B-Galactosidase O 1103 O 1138 777
O Hurler/Scheie, MPS | «-L-Iduronidase O 1108 O 1144 U
O Mannosidosis «-Mannosidase 01114 O 1148 U
O Maroteaux-Lamy, MPS VI Arylsulfatase B O 1110 O 1169 ////////////// 7/
O Metachromatic Leukodystrophy Arylsulfatase A 01107 01142 ///////////////

O Pompe, GSD II a-D-Glucosidase o1112 ///////////////////////////////////////
O Sanfilippo, MPS 1IIB N-Acetyl- «-D-Glucosaminidase 01109 0 1154 / ////////
O Sly, MPS VII B-Glucuronidase 01111 01145

O Tay-Sachs, Sandhoff
O Mucolipidosis I, lll Lysosomal Panel: Consists of the following tests:
Tay-Sachs, Sandhoff

GM1 Gangliosidosis

Mannosidosis

| Hexosaminidase 01101 |

€ Both Skin AND
Whole Blood MUST
be submitted.

LYSOSOMAL STORAGE DISEASE LAB

(Hexosaminidase)
( S-Galactosidase)
( @-Mannosidase)

Fucosidosis

E NI;E:rg)EeOLIC DISEASELAB /;’a—;Balactocerebrosidase 0O 1105 0O 1140 //////////////////////////
= LI?A giemann-Pick Sphingomyelinase O 1106 O 1141 Y7777/
% W: z:: Mucopolysaccharide Quantita:(jr?mVE E— -A//////////////////////% 01120
g O Hunter, Hurler, Sanflllppov N MPS Spot Test /////////////////////////%:////////////% 01119
- - T%;%Cn the conszli:to:::a::etshe back of this requisition. THIS ISE —

- - For Lab Use Only - - -

|| Accession No. Date: / / Entered By:
9/12 White: SCL Accession Copy Yellow: SCL Laboratory Copy Pink: Facility/Doctor Copy

Reviewed By: ||
SCL #004




GENETICS TESTING (INHERITED METABOLIC DISORDERS) FORM I "~
PATIENT AUTHORIZATION

Description, Principle, and Purpose of Test: These tests rely upon biochemical studies of skin
(biopsy), whole blood, and/or urine samples, including cell cultures of fibroblasts and long-term
lymphocyte lines, so that a specific disorder may be identified in relation to mental retardation or other
abnormalities. The disorder is related to errors in carbohydrate metabolism involving storage disorders
and/or enzyme deficiencies. Because the diseases involved are genetic, | understand that the result
will have implications for other members of my family. The patient and/or guardian may want to obtain
genetic counseling prior to consenting for any of these tests.

Result Interpretation and Test Limitations: The test result may be negative because the patient
doesn't have the disease in question. The test result may be positive because the patient does have
the disease in question. The laboratory may request a repeat specimen to confirm positive results. A
repeat specimen may also be requested because the original sample may have been inadequate after
processing, or may not have been properly maintained after collection (e.g., exposure to temperature
extremes). While results obtained are usually accurate, infrequent errors (false positive or false
negative types) may occur. Itis understood that test results will be sent only to the physician or facility
that ordered the test, without further written consent. Law requires that results be reported to a
physician only.

Specimen Retention: The specimens tested will remain in the laboratory for no longer than 60 days
and only for the purpose of completing the specific test requested, unless you authorize coding of the
specimen for future research studies that have been approved by an Institutional Review Board,
including recontacting you for informed consent.

| understand the above, and | authorize that my specimen be used for diagnostic genetic testing
only (to be discarded in 60 days):

Name (printed and signature) of Date Witness (printed and signature)
Subject or Parent or Guardian

| give my permission for any extra sample to be saved for research. | understand that names and other
identifiers will be coded to protect my confidentiality. | authorize the laboratory to keep such samples
for an indefinite period of time.

| understand the above, and | give consent for diagnostic testing and for use of the remaining
sample for research:

Name (printed and signature) of Date Witness (printed and signature)
Subject or Parent or Guardian

NOTE: The information on this referral form is confidential and is under the protection of the HIPAA
Privacy Rule of 1996. If it has arrived at the wrong address, please destroy this form and notify us as
soon as possible.

Thank you.






