_ : s ALLINA.
Cytogenetics Testing Requisition MEDICAL

Instructions . LABORATORIES
Allina Hospitals & Clinics

Please complete the requisition in its entirety, including:

Billing Preference

Patient Name and Demographics

Insurance Information if testing is to be billed to insurance

Date & Time of Specimen Collection

Clinical Indication for testing

Ordering physician and call-back information (phone/pager/fax number)

Mark each test clearly and answer all information requested within those section(s). Specimen requirements are
located on the back of the form.

S

COLUMN 1 (Chromosome Analysis Testing)

7. Prenatal Chromosome Testing: Select an Amniotic Fluid, Chorionic Villus, Products of Conception or Autopsy,
Skin Biopsy or Percutaneous Umbilical Blood Chromosome Study. For Products of Conception or Autopsy, record

the tissue type(s) sent. For all tests, record the gestational age, gravida, para, # stillbirths, # spontaneous (SAB) and #
total abortions (TAB).

8. Blood Testing: Select either a Blood or High Resolution Blood Chromosome Study. Record the requested priority.
For STAT 48hr and 72hr priorities, a preliminary report will be called.

9. Oncology Chromosome Testing: Select a Bone Marrow, Peripheral Leukemic Blood, Lymph Node or Malignant
Tissue Chromosome Study. If a bone marrows study is marked, record an aspirate or core sample is being sent. For
malignant tissues, record the tissue type(s) sent.

COLUMN 2 (Sendouts and Congenital FISH Testing)

10. Prenatal Sendout Testing: Circle the specimen type to be tested (whole fluid, supernatant or cultured cells). Circle
the action requested (“Hold” until notified or “Send” immediately upon sample requirements being met). Attach
sendout paperwork and any accompanying forms (consent, family history, etc.). Select a sendout test: AFP, ACHE or
other. If other is selected, list testing requested.

11. Blood Send-out Testing: Select a sendout test: Fragile X or other. If other is selected, list testing requested.

12. Aneuploidy FISH Testing: Select an aneuploidy test to be performed: Probe Perinatal X/Y/18/13/21, Aneuploidy
X/Y/18 Only, Aneuploidy 13/21 Only or Other. If Other is selected, list probes(s) requested.

13. Microdeletion FISH Testing: Select all Microdeletion FISH tests requested. For unlisted Microdeletion FISH tests,
consult with a Cytogenetics Director at 612-863-4541.

COLUMN 3 (Oncology FISH Testing)

14. Hematology FISH Testing: Select all hematology FISH tests requested. For unlisted hematology FISH tests, consult
with an AML Cytogenetics Director. A list of probes and common diseases is provided on the back of the requisition.

15. Panel FISH Testing: Select a panel FISH test. We recommend a CLL panel only when chromosome results are
normal or not available. We recommend an MDS panel only when chromosome analysis is not available.

16. Lymphoma FISH Testing:: Select lymphoma FISH test(s) requested.
17. Pathology Based Morphometric FISH Testing: Select specific test for Her-2/neu, Urine FISH, Oligodendroglioma

or for the soft tissue tumor options. For all other paraffin based FISH testing, select “Other” and list the probes to be
used in the general morphometric FISH study. A pathologist interpretation will be included in the report.
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