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BILLING INFORMATION GENZYME GENETICS INTERNAL USE ONLY

Non-Medicare Patients: I hereby authorize Genzyme Genetics to furnish my designated insurance carrier the 
information on this form if necessary for reimbursement. I also authorize benefits to be payable to Genzyme Genetics.  
I understand that I am responsible for any amounts not paid by insurance for reasons including, but not limited to,  
non-covered and non-authorized services. I permit a copy of this authorization to be used in place of the original.

 BC/BS	  HMO	  PPO	  Indemnity	  Network	  Medicaid
 Medicare	  Medical Group/IPA	  Hospital/Facility Bill #______________	 Self-Pay
 Billing Information Attached (Please include a copy of insurance card or face sheet.)*
*Do not attach credit card information to this form.
 Insurance Company Name  _____________________________________________________

 Policy # ______________________________   Group # ______________________________

Relation to Insured:       _ Self          Spouse          Child          Other_ ____________
Patient Signature______________________________________________________________

   Male           Female                                      Date of Birth    _______ / _______ / _______

Home Phone __________________________  Work Phone_ _____________________________

Social Security # ______________________________________________________________

Lab #_______________________________  Hospital #_______________________________

 Authorized Signature _ _________________________________________________________

NPI #_______________________ Taxonomy # (NPI Specialty Code)______________________

Treating Physician Phone #_ _____________________________________________________

 PATIENT LAST  _____________________________   FIRST _ ____________________________

 Address  ____________________________________________________________________

___________________________________________________________________________

City _____________________________________  State_ _____ Zip_____________________

 Referring Physician  ____________________________________________________________

Referring Physician Phone/pager__________________________________________________

Treating Physician _____________________________________________________________  

onc-165-v2-0210

TESTS AND SERVICES, CONTINUEDSPECIMEN AND CLINICAL INFORMATION
Specimen Information
 Hospital status when sample collected:    Inpt         Outpt         Non-hosp

 ID#(s):  ___________________________________   Body Site: _______________________

 Collection Date: _____________   Time: _ ___________  Send Date:____________________

Multiple Specimens:   Best block will be selected unless “Test all” is checked     Test all
 Paraffin Block: (attach H&E with each submitted block)
 Formalin	  Other:______________
 Time to Tissue Fixation:  _____________ 	  Tissue Fixation Time: _ _____________

 Cell Block/FNA	  Slides____________ 	 Smears___________ 	 Blood____________
 Fresh Tissue	  Frozen Tissue		  Fluid _____________

Return Material To:	 Ordering Client
	  Other: Name/Address_______________________________________
	 _______________________________________
	 _______________________________________
Clinical Information
 Diagnosis(es)/Clinical Indication ICD9:  ___________________________________________
 Breast Cancer	  Colorectal Cancer	  Other:_________________________
 Staging/Grade: 	 Ductal	  In-Situ      Invasive      Lobular      Metastatic
Tumor Size:_ _________ cm 	 Nodal Status (positive/total):__________ /_________
Clinical Data: (attach clinical history and pathology reports)

Consultative Services

 Technical component (antibody stain) only
 IHC staining with brief summary interpretation
 Comprehensive pathology consultation and report with IHC analysis
 Comprehensive pathology consultation and report on referred slides

TESTS AND SERVICES
Breast Cancer Profiles
NOTE: HER2 analysis requires formalin-fixed tissue. HER2 (IHC) with equivocal results (2+) will
be reflexed to FISH.
Panels
 ER/PR [B-1]

 ER/PR & HER2 (IHC) [B-2]

 ER/PR & HER2 (FISH) [B-4]

 ER/PR, Ki-67 & HER2 (IHC) [B-3]

 ER/PR, Ki-67 & HER2 (FISH) 
 ER/PR, Ki-67, DNA & HER2 (IHC) [B-7A]

 ER/PR, Ki-67, DNA & HER2 (FISH) [BF-3]

 �ER/PR, Ki-67, DNA, p53 & HER2 (IHC) [B-7B]

Individual Tests (or to add to panels)
 ER     PR     HER2 (IHC)     HER2 (FISH)
 Ki-67    p53 (IHC)    DNA Ploidy/S-Phase
 E-Cadherin
Reflex Options
 HER2 (IHC) reflex 0, 1+ to FISH
 HER2 (IHC) reflex 1+ to FISH
 HER2 (IHC) reflex 3+ to FISH     
 HER2 (FISH) if equivocal reflex to IHC
 DNA reflex inconclusive S-Phase to Ki-67

Colorectal Cancer Profiles
NOTE: Both normal colon and tumor tissue required for MSI (PCR); peripheral blood may be 
substituted for normal tissue.
 �Comprehensive CRC Predictive Panel
	� KRAS, EGFR (FISH), MSI (PCR)
OR

Other

Tests to be ordered (specify): _________________________________________________

 Highlighted fields are required. 

Invader® UGT1A1 Molecular Assay is a registered trademark of and manufactured and distributed by Third Wave Technologies, Inc., Madison, WI, USA.
*pharmDx® is a registered trademark of DakoCytomation Denmark A/S.

Molar Pregnancy

 DNA Ploidy/S-Phase & p57 (IHC)  DNA Ploidy/S-Phase
	  If diploid, reflex to p57 (IHC)

CRC Panels for Lynch Syndrome (HNPCC)
 �MLH-1/MSH-2/MSH-6/PMS2 (IHC) 

& MSI (PCR)
 MLH-1/MSH-2/MSH-6/PMS2 (IHC)

Individual Tests
 MSI (PCR)
 MLH-1 (IHC)
 MSH-2 (IHC)	
 MSH-6 (IHC)
 PMS2 (IHC)

Reflex Options
 �Reflex to MSI (PCR) if any of the above 

test results is negative
 �MSI (PCR); if unstable results, reflex to 

MLH-1/MSH-2 (IHC)

Non-Small Cell Lung Cancer Profiles

 �Comprehensive NSCLC Predictive Panel
	 EGFR Mutation, KRAS, EGFR (FISH), ERCC1, ALK (FISH)
OR
Check Individual Tests (below)
 EGFR Mutation Analysis	  �ERCC1 (IHC)
 KRAS Mutation Analysis	  �ALK (FISH)
 �EGFR (FISH)	  EGFR (IHC)*	

Reflex Options
If KRAS result is wild-type, reflex to: 
 EGFR Mutation Analysis    
 ALK (FISH)
 EGFR (FISH)

Check Individual Tests (below)
 ��KRAS Mutation Analysis
 BRAF Mutation Analysis	
 EGFR (FISH)
 MSI (PCR)
 TS (IHC)			 
 �UGT1A1 for irinotecan toxicity (Invader®)
 DNA Ploidy/S-Phase 
 p53 (IHC) 
 �EGFR (IHC)*
 p27 (IHC)
Reflex Option
If KRAS result is wild-type, reflex to:
 BRAF Mutation Analysis


