VIRANT Clinical Information Form
DIAGNOSTICS

CLIA Certified and CAP Accredited Laboratory

For Genetic Testing

Please complete and return with the Test Requisition Form.
Attach relevant medical records and/or lab reports.

Patient Last Name Suspected Diagnosis/Gene(s) of Interest:

Patient First Name
Patient DOB

Clinical Features
Hematologic/Immunologic:

Skin/Hair/Dental:
Cardiovascular:
Endocrine:
Gastroenterological:
Metabolic:
Genitourinary:
Neuromuscular:
Neurological/Developmental:
Musculoskeletal:
Ophthalmological:
Pre/Perinatal History:
Respiratory:
Cancer/Neoplastic:

Clinical Evaluation (assumed not performed/unknown if left blank)
Genetic testing Gene(s): Results: Lab:

Karyotype [JNormal [] Abnormal:

Chromosomal microarray [JNormal [] Abnormal:

Methylation/UPD [JNormal [] Abnormal:

Mitochondrial DNA [(JNormal [] Abnormal:

Metabolic [JNormal [] Abnormal:

Other imaging/examination  [_] Normal [_] Abnormal;

O African/African American [J East Asian O Latino/Latina [J south Asian [[J choose nicdot to disclose
[J Ashkenazi Jewish [[] European [J middle Eastern [JNone of the above  [] Unknown
Family History
Family with similar phenotype? (ONo [ Yes:
Consanguinity? [INo [T Yes:
Additional clinical information: Pedigree:
Male [l Affected male I Carrier male —  Married
Female . Affected Female © Carrier female |
| |
Siblings
Please visit our webpage at https://virantdx.com ing-solution netic-testing/ and contact
us at info@virantdx.com or 877-888-2973 for any inquiries.
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