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Genetics 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: 

Ancestry: ☐ Ashkenazi Jewish  ☐ Asian                   ☐ Black/African American  ☐ French Canadian/Cajun  ☐ Hispanic/Latino  ☐ Mediterranean  ☐ Middle Eastern 

Ancestry: ☐ Native American   ☐ Pacific Islander  ☐ Portuguese                        ☐ White                                 ☐ Unknown             ☐ Other:  

MRN/Patient ID:  

FAMILY HISTORY 

Family member(s) have similar clinical feature(s)?          ☐ No     ☐ Yes, list name(s) and feature(s): 

Family member(s) have other hereditary condition(s)? ☐ No     ☐ Yes, list name(s) and feature(s): 

CLINICAL FEATURES 

Write the reason for testing and diagnosis codes (ICD-10) below if appropriate. Include the diagnosis codes in the provider’s notes. 
 
 
 

PATIENT AUTHORIZATION 

Authorization: I authorize Virant Diagnostics to analyze my or my child's specimens for the tests ordered by my healthcare provider on this form. For self-collected 
saliva or buccal swab specimens, I affirm that the specimens identified on this form belong to myself or my child. I have not adulterated them in any way and am 
voluntarily submitting them to Virant Diagnostics. 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. 
 

Genetics Informed Consent: My healthcare provider has recommended that I receive genetic testing as ordered on this form and explained to me that the purpose 
of genetic testing is to look for mutations or genetic alterations. I acknowledge that I have read, understood, and completed the “Genetics Informed Consent Form”. 
If my family members are providing specimens for Carrier Testing, they have also given consent by completing the “Genetics Informed Consent Form”. 
 

Clinically Actionable Findings: In addition to the tests ordered based on the primary clinical features and reason for testing as explained by my healthcare provider, 
other clinically actionable findings may be identified. 
 

☐ I consent to receive clinically actionable findings.                                             ☐ I DO NOT consent to receive clinically actionable findings. 
 

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 #:  Group #:  

Secondary Plan Name:  Policy Holder Name:  

Policy #:  Group #:  

☐ 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: _____ / _____ / _________   
 

 

See reverse side for test menu. 

Place barcode label here 
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TEST MENU 

Blood Specimen Collection and Shipment Requirements: Completely fill one 4 mL lavender top EDTA tube with whole blood. Ship the specimen, this form, the 

“Genetics Informed Consent Form,” and other accompanying documents (copy of insurance card(s), chart notes, prior lab results) overnight or through two-day 

shipping with a cold pack on the day of collection. Saliva shipping kits are available upon special request. 

HEREDITARY ANGIOEDEMA (HAE) AND OTHER ALLERGY AND IMMUNOLOGY DISORDERS 

☐ SERPING1 Gene: Exons 2 to 8 ± 10bp. 

☐ KNG1 Gene Exon 10: c.1136T>A p.Met379Lys 

☐ ANGPT1 Gene Exon 2: c.355G>T p.Ala119Ser 

☐ MYOF Gene Exon 7: c.651G>T p.Arg217Ser 

☐ HAE 4 Gene Panel I: SERPING1, F12, KNG1, and ANGPT1 genes. 

☐ F12 Gene Exon 9: c.983C>A p.Thr328Lys, c.983C>G p.Thr328Arg, 

☐ c.971_1018 + 24del72, c.892_909 dup 

☐ PLG Gene Exons 9 and 18: c.988A>G p.Lys330Glu, c.2183T>A p.Val728Glu 

☐ HS3ST6 Gene Exon 2: c.430A>T p.Thr144Ser 

☐ HAE 4 Gene Panel II: SERPING1, PLG, MYOF, and HS3ST6 genes. 

The panels below are available upon special request. Please contact us for more information. 

☐ nlC1INH HAE Panel: 6 normal C1INH genes, including F12, KNG1, ANGPT1, PLG, MYOF, and HS3ST6. 

☐ HAE Panel: 7 genes, including SERPING1 and 6 normal C1INH genes. 

☐ Angioedema Panel: 77 genes involved in the complement, coagulation, and tissue kallikrein pathways. 

HEMATOLOGY AND ONCOLOGY DISORDERS 

☐ Mast Cell Disorder (MCD) Panel: Via digital PCR. Includes both tests below, which can be ordered individually. 

☐ ☐ High Sensitivity KIT D816V Mutation Hotspot: Detection of KIT D816V, the most common SM-causing mutation. Test Sensitivity: 0.005%; Reportable Sensitivity: 

☐ ☐ 0.015% of mutated alleles. 

☐ ☐ Alpha-tryptase Copy Number Variation (CNV): Detection of copy number variations of the TPSAB1 gene on the tryptase locus on chromosome 16 short arm. 

☐ ☐ Buccal swab specimens are accepted, and their shipping kits are available upon special request. Please contact us for more information. 

Please contact us for more information on the tests below. 

☐ Decreased WBC Panel 

☐ Breast, Ovarian, & Prostate Cancer Panel 

☐ Colorectal Panel 

 

☐ Polycythemia Panel 

☐ Lymphoma Panel 

☐ Thyroid Cancer Panel 

NEUROLOGY AND NEUROLOGICAL DEVELOPMENTAL DISORDERS 

☐ Neurological Seizure Disorder Panel: Please contact us for more information. 

PULMONARY DISORDERS 

☐ Cystic Fibrosis Carrier Screening: Please contact us for more information. 

TARGET VARIANT TESTS 

☐ Known Familial Variant(s) 

Proband Name:  Patient Relationship to Proband:  

☐ Confirmation of Variant Identified in Research Lab 

Gene:  Transcript (NM#):  Coding Position: c.________________ Protein: p. ________________ 

ORDERING INSTRUCTIONS 

• For new healthcare providers or organizations, contact us at info@virantdx.com or 877-888-2973 for more details on how to order a test using this test requisition 
form (TRF) or online on StratusDX, our laboratory information system (LIS). 

 

• The patient’s medical records, including a copy of their insurance card(s), chart notes, and prior lab results, are required to obtain prior authorization (PA) and can 
be printed and attached to this form or uploaded as PDFs to the portal. 

 

• We will submit a request for PA on the patient’s behalf. 
 

• We will communicate the PA outcome before processing the patient’s specimens. The patient will have the option to pay out-of-pocket if PA is denied. 

FOR LABORATORY USE ONLY 

Accession #:  Comment:  

 

Please visit our webpage at https://virantdx.com/testing-solutions/genetic-testing/ for more information 

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