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*FOR MEDICARE PATIENTS: Medicare will only pay for services that it determines to be “reasonable and necessary” under section 1862 (a)(1) of the Medicare law. If Medicare determines
that a particular service, although it would be otherwise covered is not “reasonable and necessary” under Medicare payment standards, Medicare will deny payment for that service.

Preauthorization: For Molecular and Chromosome testing please obtain preauthorization from the patients insurance prior to sample collection.

DIAGNOSIS INFO Signs, symptoms, pertinent clinical history and lab data required. ICD-10 codes must reflect |% N
the same information that appears in the patients medical record. No rule outs R/O. 753

Chromosome Analys:s

Bone Marrow collect BM Media or NaHep
Blood collect NaHep

Lymph Node collect in Hanks Solution

| {POC/Tissue/Tumor collect Hanks Solution

Leukemia / Lymphoma Panel
Bone Marrow collect NaHep

SAMPLE INFO Please-Contact Customer ‘% o

Service prior to sending [

sample 800-991-2799 or 847-5121, e Blood collect NaHep
Collect Date Collect Time Core biopsy (10% Zinc Formalin) Lymph Node/Tissue collect in RPMI Media
/ / , Clot/Particle sections (10% Zinc Formalin) : ' :
SAMPLE TYPE (Check v) | MEDIA (Check V) Peripheral Blood Smears EDTA DGoores Svrehore 220113
O Bi d O Na Heparin *Current CBC and Differential results are required for 1eorge syndrome 2=q11.
00 (] BM Medi complete evaluation Williams Syndrome 7q11 23
O Bone Marrow (BM) ecia ; T :
O Lymph Node O EDTA —=
. ormalin : 4 an urkitt's Lymphoma
O F i : 1(8;14) MYC/IGH dMYCB k Lymph
O Tissue / Tumor . . For a new dlagnOSIs :
oc : Time in Formalin . , 1(8;21) RUNX1/RUNX1T1 Acute Myeloid
arp ‘ . For a follow-up of a known diagnosis Leukemia (AML)
Other: (indicate dx here) -
O RPMI - - t(9;22) BCR/ABL Chronic Myelogenous
LAB USE: [ Hanks Solution For possible new onset acute leukemia Leukemia (CML)
’ fa\ A O oth or pancytopenia (Collect extra EDTA Tube) " - CCNb1 \GH Mantle Gell Lumon
\\ RERANE s er. t ) 4 t
: i For Evaluation.of myeloma or MGUS ( ) / antle Le¥ -ymphoma
Other Testing: : (Collect extra Sodium Heparin Tube) 11g23 MLL Rearrangement AML, ALL, MDS
This patient requires additional non-reflex testing t(12;21) ETV6/RUNX1 Acute Lymphoblastic
(Indlcate testlng here) Leukemia (ALL)

t(14;18) BCL2/IGH Follicular Lymphoma
t(15;17) PML/RARA Acute Promyelocytic

D | decline Cytogenetics ) Leukemia (APL)

O ! decline Flow Cytometry - ;

71 1 decline EISH Inv (1 6) C'BFB Rearrangement AML with
_|Eosinophils

(0 1 decline Mutational Analysis h
O 1 decline Multlgene Panel (genomlc testlng) CLL FISH Panel
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Bone marrow aspiration |Suspicion of a Cytogenetics, flow cytometry, FISH PCR Examples include 88233, BB264, 88291, 88184-
and/or biopsy hematolymphoid malignancy |mutational analysis, and/or genomic testing 88189, and additional codes as may be applicable

Genetics Testing: Submission of an order for any Laboratory test constitutes the certification to UYMMC that (1) the Ordering Provider has obtained the “informed Consent” of the patient as required by any applicable
state or federal laws with respect to each test ordered; and (2) the Ordering Provider has obtained from the patient authorization permitting UVMMC to report results of each test ordered directly to the ordering physician.

Please provide signature with lab orders DATE TIME
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