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Informed consent MUST be signed by the Patient, Parent/Legal Guardian or Legal Next of Kin. Please contact PGMINQUIRY@cumc.columbia.edu for consent forms.

PATIENT INFORMATION:

INSURANCE INFORMATION:

 (specify): 

MEDICARE PATIENTS ONLY:
ABN

CREDIT CARD:

PREAUTHORIZATION:

ORDERING PHYSICIAN INFORMATION:

INSTITUTIONALBILLING:

 
INQUIRY

NOTETOHEALTHCAREPRACTITIONER

I have obtained a
signed informed consent to perform genetic testing in accordance with New
York State Civil Rights Law, 79 L, and the informed consent is retained in the
patient’s medical record.:

TESTORDERED (FILL IN COMPLETELY):
MOLECULARTESTING

Huntington Disease ( TT) – CAG

C9orf72 GGGGCC Repeat

Fragile X (FMR1) CGG Repeat

Spinal Muscular Atrophy SMN

Thrombophilia Risk Panel

MITOCHONDRIALDISEASES

mtDNAWhole Genome Sequencing

Southern Blot for Mitochondrial DNA Rearrangements

Mitochondrial DNA Depletion

CHROMOSOMALMICROARRAY

SNP Oligonucleotide Microarray Analysis (SOMA)

ICD 10 CODES List Below

SAMPLE INFORMATION:

Cytoscan HD* Select Test Type

 (PGM)
https://www.pathology.columbia.edu/diagnostic-specialties/division-personalized-genomic-medicine
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General Information:
No special patient preparation is required. Specimens should be obtained and labeled as per standard hospital protocols including, but not limited to, labeling with two unique patient identifiers 
(i.e. Name and MRN or D.O.B.).  Pathology specimens not from CUMC should have accompanying pathology reports to ensure identity.
Assay Specific Specimen Requirements:

l : e   
M : ,  OR Peripheral blood: (1) 3-5 mL Lavendar-top EDTA; room 

tempera
SOMA: Peripheral blood; (1) 3-5 mL Lavender-top EDTA tube; room temperature or refrigerated. For other prenatal specimen requirements, please contact the laboratory.
DNA: must be extracted in a CLIA-certified laboratory. Please contact the laboratory for assay-specific DNA requirements.

Amniotic Fluid     Chorionic Villi       Products of Conception       Peripheral Blood       Buccal Swab       Muscle       DNA (contact laboratory)    
Other (contact laboratory) Collection Date: ____________________ 
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