Virant Diagnostics, Inc. Angioedema Test Requisition Form
11002 Veirs Mill Rd, Suite 404

Wheaton, MD 20902 1 Specimen Collection Information

:::?f:i :](7078\/8:3;?;:; ;‘:':: 888-713-3456 i Place barcode label here | Collection Date: / /
virantdx.com : info@virantdx.com 1 : ion Time: .
T CAP#: 9540368, CLIA #: 21D2184276 M. ! Collection Time: __:__ LJAM [IPM

PATIENT INFORMATION

Last Name: First Name: Date of Birth:
Email: Phone: Sex: OOM [OF [OUnknown
Address: City: ‘ State: Zip:
MRN/Patient ID:
MEDICAL HISTORY

Angioedema Attack Frequency: Date of Last Angioedema Attack: / /
HAE Medication(s): Date HAE Medication Was Last Taken: / /

DIAGNOSIS CODES (ICD-10)
Please select a code below and include it in the provider’s notes: Please select both codes below and include them in the provider’s notes:
[J T78.3XXA: Angioedema, initial encounter [] D84.1: Defects in the complement system
[J T78.3XXD: Angioedema, subsequent encounter [J R79.89: Other specified abnormal findings of blood chemistry
Additional Codes:

PATIENT AUTHORIZATION

| authorize Virant Diagnostics to analyze my or my child's specimens for the tests ordered by my healthcare provider on this form. My healthcare provider has
explained these tests and their limitations to me. Test results will only be released to the healthcare providers indicated on this form. Furthermore, | authorize Virant
Diagnostics to submit claims to my healthcare insurers for the lab services provided. | authorize Virant Diagnostics and my healthcare provider to release any medical
information necessary to the insurers to process this claim. Payment will be made to Virant Diagnostics from my insurers. If my insurers pay me directly, | agree to
forward the payment to Virant Diagnostics. | understand that | am responsible for any amounts not covered or paid by my insurers. Should there be no insurance
coverage, Virant Diagnostics reserves the right to bill me directly.

Signature: Date: / /

Printed Name: Relationship: [ Self [ Parent [I Legal Guardian [ Durable Power of Attorney for Health Care
BILLING INFORMATION

[ Bill Insurance: Attach a copy of the patient’s insurance card(s), front and back.

Primary Plan Name: Policy Holder Name:

Policy #: Group #:

Secondary Plan Name: Policy Holder Name:

Policy #: Group #:

[ Bill Patient: Complete and attach the “Insurance Waiver Consent Form”. [ Bill Healthcare Provider or Client

Provider Name: NPI:

Organization Name: EIN/Tax ID:

Phone: Fax:

Address: ‘ City: ‘ State: ‘ Zip:

Provider Authorization Signature: Date: / /

TEST MENU

Blood Specimen Collection and Shipment Requirements: For Bradykinin Comprehensive Panel and Plasma Kallikrein Activity Test, completely fill one 4 mL lavender
top EDTA tube with whole blood. Ship the specimen, this form, and any accompanying documents overnight with a frozen ice pack on the day of collection. The
specimen may be rejected if not received within 24 hours of collection. Please see the “Genetics Test Requisition Form” for our HAE genetic test menu and contact
us for more information on our research use only (RUQ) tests.

[ Bradykinin (BK) Comprehensive Panel: Detection of four bradykinin metabolites at two timepoints via mass spectrometry.

Plasma Kallikrein (PKa) Activity Chromogenic Assay: RUO. C1INH Function Chromogenic Assay: RUO.

FOR LABORATORY USE ONLY

Accession #: Comment:

Please visit our webpage at https://virantdx.com/testing-solutions/angioedema/ for more information
and contact us at info@virantdx.com or 877-888-2973 for any inquiries.
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