
Phone Number

  Plasma  Other:

  Urine

 Acylcarnitine Profile, Blood  Cephalexin (Keflex)

  Cyclosporin A Date/Time of last dose: ____________________

  Gabapentin (Neurontin)

  Ibuprofen (Advil, Motrin, etc.)   IBUPROFEN, IBUPROF P2, IBUPROF 4

 Galactose-1-PUT, Quantitative    Collection times: _________    _________    _________    __________

 Glucose-6-PD Screen  Lamictal (Lamotrigine)

 Homocysteine, Plasma  Levetiracetam (Keppra)

 Metabolic Screen, Urine  Methotrexate Date/Time of last dose: ____________________

 Maple Syrup Urine Disease  (Leucine, Isoleucine, Valine, Alloisoleucine)  NTBC (Orfadin)

 Organic Acids, Urine  Oxcarbazepine (Trileptal)

 Phenylalanine / Tyrosine, Quantitative  Sirolimus (Rapamune)

  Tacrolimus Date/Time of last dose: ____________________

 Topiramate (Topamax)

 Zonisamide (Zonegran)

 

 

 

 



* SPECIAL PROCESSING IS REQUIRED - SEE REVERSE FOR DETAILS AND DESCRIPTIONS.

Miscellaneous Specialty Testing

Amino Acids, Quantitative Plasma

THERAPEUTIC DRUG MONITORING

Serum

IMPORTANT INFORMATION REGARDING BILLING AND MEDICAL NECESSITY:
*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

Date collected:

BIOCHEMICAL GENETICS

Department of Laboratories

4800 Sand Point Way N.E.     A-6901

Seattle, WA 98105 (206) 987-2102

www.seattlechildrens.org/labman

Address:

Time collected:   am / pm

Biotinidase

         /                /          

DIAGNOSIS / ICD-9: Phone / Fax:

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.

SPECIMEN INFORMATION: Whole Blood

Lactic Acid   (Indicate Venous or Arterial)

Carnitine, Plasma

Very Long Chain Fatty Acids

Pertussis Culture (PCR is more sensitive)

Ordering Provider   

Middle Birth date (required) Sex

Outside Patient Number Outside Specimen Number Send Report To:

Seattle Children's MRN: Seattle Children's Account #: Processed By: Date:

FAILURE TO COMPLETE MAY DELAY RESULTS
Patient's Last Name First

OTHER

Beta-Hydroxy-Butyrate

Calcium, Ionized

MISCELLANEOUS

Rotavirus, Stool

Sickle Cell Screen*

VMA / HVA, Total Serum (Vanillylmandelic acid, Homovanillic acid)Pertussis by PCR (real time PCR)*

Pyruvate*  requires special processing

SC 9/2/2011



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

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

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

Name On Credit Card Amount Of Payment

Card Number Card Type Expiration

1) 1)
2)

2) 3)
3)
4) 1)
5) 2)

3)

Seattle, WA  98105
4800 Sand Point Way NE

SEND SPECIMENS TO:

BILLING INFORMATION

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

Insurance Company/Medical Coverage

Claims Address

Address (if different from patient's)

Group NumberPolicy Number

Address

Relationship to patient

EmployerPhone Number

Guarantor

*SPECIAL PROCESSING INSTRUCTIONS

Subscriber DOB

Phone Number

Subscriber

Primary Care Physician

Pertussis by PCR:  Two nasopharyngeal swabs in sterile tubes are required; or, one in sterile tube and the other in Regan-Lowe transport medium.  
Transport swab to Seattle Children's Lab ASAP.  Refrigerate or freeze specimen in sterile tube if > 2 hour transport delay is expected.  Specimens in 
transport medium may be stored at room temperature.

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

Pyruvate:  2 mL whole blood in a grey top (Na Fluoride) tube with minimal tourniquet use.  Place sample immediately on ice.  Do not spin.  Protein free 
filtrate must be made immediately.  For questions concerning this test, please call Non-Core Chemistry at (206) 987-2565.

To make protein free filtrate: Instructions for making up 0.6 M PCA:
Add 1mL cold 0.6 M perchloric acid 5.13 mL of 70% perchloric acid
(PCA) to 0.5 mL whole blood. QS to volume with de-ionized water in a 100 mL volumetric flask
Mix well, then centrifuge Good for one month
Remove supernatant OR
Freeze supernatant at -20ºC 4.49 mL of 8% perchloric acid
Ship on dry ice QS to volume with de-ionized water in a 10 mL volumetric flask

Laboratory A-6901

Good for one month

 ~GAL-1 PUT Screen:  No longer available - Quantitative Gal-1 PUT is performed on all requests for Gal-1 PUT screen.
 ~Sickle Cell Screen:  Hemoglobin electrophoresis performed on all positive screens, and all patients <6 months (including negative screens)

*REFLEXIVE TESTING POLICY AND DESCRIPTIONS:
*Reflexive testing is performed when initial test results are positive or outside normal parameters; or when specimen type/patient demographics warrant 
medically appropriate additional testing.  Ordering providers reserve the right to order tests without the reflex option by indicating restrictions on the 
requisition.
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