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Flow Cytometry Test Requisition Form 
 

Specimen Collection Information  

Collection Date: _____ / _____ / _________   

Collection Time: _____ : _____   ☐ AM  ☐ PM 

PATIENT INFORMATION 

Last Name: First Name:  Date of Birth: 

Email:  Phone: Sex:     ☐ M     ☐ F     ☐ Unknown 

Address: City:  State:  Zip: 

MRN/Patient ID:  

DIAGNOSIS CODES (ICD-10) 

Please select the following code:     ☐ D89.9 Disorder involving the immune mechanism, unspecified 

Additional Codes: 

PATIENT AUTHORIZATION 

I 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, I authorize Virant 
Diagnostics to submit claims to my healthcare insurers for the lab services provided. I 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, I agree to 
forward the payment to Virant Diagnostics. I understand that I 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   ☐ 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 #: Policy #: 

Secondary Plan Name:  Policy Holder Name:  

Policy #: Policy #: 

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

HEALTHCARE PROVIDER INFORMATION 

Provider Name:  NPI:  

Organization Name:  EIN/Tax ID:  

Phone:  Fax:  

Address: City:  State:  Zip: 
 

Provider Authorization Signature: _______________________________________________________________________        Date: _____ / _____ / _________   
 

SPECIMEN INSTRUCTIONS 
Blood Specimen Collection and Shipment Requirements: 
● For Standard Immunophenotyping Panel (SIP) and Selected Surface Marker Panels, completely fill two 4 mL lavender top EDTA tubes with whole blood. Ship the 

specimens, this form, and any accompanying documents overnight with a cold pack on the day of collection. The specimens may be rejected if not received within 
24 hours of collection. 

 

● For Basophil Activation Tests (BAT), completely fill one 10 mL green top heparin tube with whole blood for each comprehensive allergen or every five screened 
allergens ordered AND one 4 mL lavender top EDTA tube with whole blood. Ship the specimens, this form, and any accompanying documents overnight with a cold 
pack on the day of collection. 

Notes for Provider: 
● A complete blood count (CBC) with differential will be performed alongside SIP/BAT but will not be billed. 
 

● SIP and BAT cannot be ordered together. Insurance will not cover both tests when performed on the same date of service. 
 

See reverse side for test menu. 
  

Place barcode label here 
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STANDARD IMMUNOPHENOTYPING PANEL (SIP) AND SELECTED SURFACE MARKER PANELS TEST MENU 
☐ Standard Immunophenotyping Panel 

☐ Lymphocyte Core Panel 

☐ TBMNK Panel 

☐ Treg Panel 

☐ CD4+ T Cell Subset Panel 

☐ Activated T Cell Panel 

☐ T Cell Senescence and Exhaustion Panel* 

☐ T Cell Inhibitory Receptor Panel* 

☐ B Cell Subset Panel 

☐ NK Cell Panel* 

☐ Dendritic Cell Panel* 
*RUO. Please contact us for more information.  

BASOPHIL ACTIVATION TEST (BAT) MENU 

☐ Screening: Select up to TEN allergens in the list below. Each allergen will only be tested at one concentration. 

☐ Comprehensive: Write up to THREE food allergens from the list in the lines below. Each allergen will be tested at five concentrations. 

1. ________________________________ 
 

2. ________________________________ 
 

3. ________________________________ 
 

COMMON FOODS LEGUMES SHELLFISH VEGETABLES FRUITS FRUITS CONT. GRAINS 

☐ Egg white ☐ Green pea ☐ Clam ☐ Broccoli ☐ Apple ☐ Watermelon ☐ Oat 

☐ Milk ☐ Green bean ☐ Crab ☐ Cabbage ☐ Apricot ☐ Raspberry ☐ Rice 

☐ Soybean ☐ Lima bean ☐ Crab (blue) ☐ Carrot ☐ Avocado ☐ Strawberry ☐ Rye 

☐ Wheat ☐ Navy bean ☐ Lobster ☐ Cauliflower ☐ Banana ☐ Barley OTHERS 

COMMON NUTS COMMON FISH ☐ Oyster ☐ Celery ☐ Blueberry ☐ Buckwheat ☐ Cocoa bean 

☐ Almond ☐ Bass (black) ☐ Scallop ☐ Cucumber ☐ Cantaloupe ☐ Corn ☐ Cinnamon 

☐ Brazil nut ☐ Catfish ☐ Shrimp ☐ Lettuce ☐ Cherry ENVIRONMENTAL ☐ Coffee 

☐ Cashew nut ☐ Codfish ☐ Shrimp (brown) ☐ Onion ☐ Coconut ☐ Cat ☐ Garlic 

☐ Hazelnut ☐ Flounder ☐ Shellfish mix ☐ Pepper (black) ☐ Cranberry ☐ Dog ☐ Ginger 

☐ Pecan ☐ Halibut MEATS ☐ Pepper (green) ☐ Grapefruit ☐ Dust mites ☐ Hops 

☐ Peanut ☐ Mackerel ☐ Beef ☐ Potato (sweet) ☐ Grape ☐ Timothy grass ☐ Malt 

☐ Pistachio ☐ Perch ☐ Chicken ☐ Potato (white) ☐ Lemon ☐ Birch ☐ Mushroom 

☐ Walnut (black) ☐ Salmon ☐ Lamb ☐ Spinach ☐ Olive ☐ Oak ☐ Nutmeg 

☐ Walnut (English) ☐ Trout ☐ Pork ☐ Squash (yellow) ☐ Orange ☐ Ragweed (S) ☐ Vanilla bean 

SEEDS ☐ Tuna ☐ Turkey ☐ Tomato ☐ Peach ☐ Ragweed (L) ☐ Penicillin G 

☐ Mustard seed ☐ Tuna (yellowfin)   ☐ Pear  ☐ Pre-pen 

☐ Sesame seed ☐ Fish mix   ☐ Pineapple   

☐ BAT Venom Panel: Includes five venoms (yellow jacket, wasp, yellow hornet, white-faced hornet, and honeybee) tested at three concentrations each. 

☐ BAT for Chronic Spontaneous Urticaria (CSU) 

FOR LABORATORY USE ONLY 

Accession #:  Comment:  

 
Please visit our webpages at www.virantdx.com/testing-solutions/flow-cytometry/ 

for more information and contact us at info@virantdx.com or 877-888-2973 for any inquiries. 
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