
Send Report To:

Address:

DIAGNOSIS / ICD-9: Phone/Fax #:

c c Other (tissue / fibroblast):

c c

CLINICAL FINDINGS & FAMILY HISTORY

CH-SNP c SNP Array

CH-PARSNP c Parental SNP follow-up

CYTOGENETIC TESTING

CH-KARY c Peripheral blood karyotype

c Sex determination - STAT

CH-KARY c

CH-FISH c Fluorescence in  situ  hybridization (FISH)

c Velocardiofacial (VCF)/DiGeorge Syndrome (OPEN SPACE FOR PEDIGREE)

22q11.2 deletion/duplication syndrome

c Williams Syndrome

c Other: ___________________________

CH-FAMS c Family Study (limited work-up; provide pedigree)

CH-KARY c Workup for Turner Syndrome

CH-KARY c Workup for ambiguous genitalia

FISH for SRY? c Yes c No

SKIN FIBROBLAST TESTING

c Solid Tissue - Fibroblast culture ONLY

c Solid Tissue - Fibroblast culture + Karyotype

c Other Tissue Karyotype:

Source: ___________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

***Please include either Diagnosis/ICD-9 Code and/or Clinical 

Findings for all Cytogenetic testing***

CH-SKIN

CH-SKIN

ACD  Time collected: EDTA

SPECIMEN REQUIREMENTS FOR TESTS PERFORMED BY SEATTLE CHILDREN'S HOSPITAL ARE AVAILABLE AT www.seattlechildrens.org/labman

ARRAY SNP TESTING                                     

(Requires EDTA Purple Top AND NaHEP Green Top)

Peripheral blood karyotype + R/O mosaicism for 

_______________________

CH-SKIN

PHYSICIAN NOTIFICATION:  Only tests that you believe are appropriate for patient care should be ordered.  Medicare/Medicaid will pay only for tests that 

are medically necessary for the diagnosis and treatment of the patient, rather than for screening purposes.

Date collected: Whole Blood: Na Heparin

***REQUIRED INFORMATION***:

SPECIMEN INFORMATION:             /             /           

*ALL SAMPLES WILL BE BILLED TO THE REFERRING INSTITUTION UNLESS COMPLETE BILLING AND DIAGNOSIS INFORMATION IS PROVIDED ON THE BACK OF THIS FORM.  

CONTACT SEATTLE CHILDREN'S LABORATORY CLIENT SERVICES FOR ADDITIONAL ASSISTANCE.  (206) 987-2617

IMPORTANT INFORMATION REGARDING BILLING AND MEDICAL NECESSITY:

Seattle Children's  Account Number: Processed By: Date:

FAILURE TO COMPLETE MAY DELAY RESULTS
Birth date (required)

Seattle Children's MRN:

Patient's Last Name

Outside Patient Number Outside Specimen Number

Ordering Provider

Provider Phone Number

 Healthcare professional to call for information/abnormal results:  NAME (please print): _________________________ PHONE#: ____________________

Cytogenetics Services Request

Sex

Department of Laboratories

4800 Sand Point Way N.E.    A-6901

Seattle, WA 98105 (206) 987-2102

www.seattlechildrens.org/labman

First Middle



BILL TO: c Referring Institution (Preferred) - Provide billing address if different from report address

c Insurance (attach front and back copy of card) c DSHS (Only Alaska, Idaho, Montana & Washington accepted)

c

Guarantor Relationship to patient

Address

Address (if different from patient's)

Phone Number Employer

Insurance Company/Medical Coverage

Claims Address

Policy Number Group Number

Subscriber Subscriber DOB

Primary Care Physician Phone Number

Name On Credit Card Amount Of Payment

Card Number Card Type Expiration

Cytogenetics Laboratory (206) 987-3961

Kent Opheim, PhD (206) 987-2571 SHIP OVERNIGHT AT ROOM TEMPERATURE TO:

Karen Tsuchiya, MD (206) 987-4937

Laboratory A-6901

4800 Sand Point Way NE  

SEATTLE, WA 98105

If you have questions or wish to consult the staff about the testing or specimen requirements, please call:

Specimen:  Contact Cytogenetics Lab for information (206) 987-3961.

      (Institutional billing will be done for all patients with Medicare except for established Seattle Children's patients.)

Other Tissue

FISH Tests

Array SNP Testing 

Specimen:  3 mL ACD or EDTA whole blood AND 5mL (min. 1mL) Na Heparinized whole blood.  Keep specimens at room temperature.  

Transport specimens to laboratory immediately.  On the weekends, call the laboratory (206) 987-2102 to alert us of specimen arrival

Skin Fibroblast Karyotype

Specimen:  Standard 3mm skin punch in sterile transport media.  Keep at room temperature.  Transport specimen to laboratory immediately.  

On the weekends, call the laboratory (206) 987-2102 to alert us of specimen arrival.  If mosaicism is suspected, we recommend a 

minimum of two sites be biopsied.

Peripheral Blood Karyotype Tests (Routine Karyotype or Family Studies)

Specimen:  5 mL Na Heparinized (dark green top Vacutainer) whole blood.  Keep specimens sterile and at room temperature.  Transport 

specimens to laboratory immediately.  On the weekends, call the laboratory (206) 987-2102 to alert us of specimen arrival.

ALL INFORMATION MUST BE COMPLETE

BILLING INFORMATION

CYTOGENETICS SAMPLE INFORMATION:

Specimen:  5 mL Na Heparinized (dark green top Vacutainer) whole blood.  Minimum volume = 1.0 mL.  Keep specimens sterile and at room 

temperature.  Transport specimens to laboratory immediately.  On the weekends, call the laboratory (206) 987-2102 to alert us of specimen.

Patient - please provide credit card information below or enclose a check



(206) 987-2102 sc 6/11


