OOPMVYNAP-NMOPDBYKA
REQUISITION FORM

AMGENLAB

American Genetics Laboratories

Patient identification (@aaHHu 3a nayneHTa)

Sample type: O DNA (OHK) O blood (kpbB) O buccal swab (TamnoH) O other (gpyro):

Bug Ha npobata

Last Name:. First Name: Date of Birth:
(Pamunus) (Nme) (daTa Ha paxgaHe)
Hospital/Patient ID # Gender: O male O female

(BonHuyeH HoMep Ha nauneHTa — ako MMa) (Mon) (M) (K)

Ethnic origin: Country of Birth:

(ETHMYecku nponsxoa) (ObpxaBa, B KOATO € poAeH)

Indication for test, family history:
(MHavkaumu 3a TecTBaHe, amunHa ucTopus u ap.)

Short clinical description (optional):
(KpaTko KnuHMYHO onuncaxue)

Requesting physician /clinic (flaHHu 3a KNAMHUKaTa/neKapsa/, nopbUBaLLM TECTA)

Last Name: First Name:
(Pamunusn) (Mme)

Name of the Institution/Clinic:
(Mme Ha kNUHKKaTa/MHCTUTYLMSATA

Adress:

(Aapec)

Country (ObpxaBa):

e-mail: Phone: Fax:

Payment: O invoice O in advance O CreditCard O PayPal
(HauunH Ha nnawatHe) (Mpodopma) (ABaHcoBO) (KpeauTHa kapTa)

| Date (fata): Physician Signature (Moanuc Ha nekapsi):

Requested analysis (Mopb4yaHu aHanusu):

Disease name: Synonym:
(Mme Ha GonecTTa) (CurHOHMM)
Gene symbol: OMIM*:

(Kog Ha reHa)
*OMIM - OHnaliH 6a3a-0aHHU € KAMAsI02 HA 8CUYKU U38ecmHU b6osecmu ¢ 2eHemuyeH KoMnoHeHm http://www.ncbi.nlm.nih.gov/omim

Other (Opyru):
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Consent to genetic testing (Cbrnacue 3a nsapbpLuBaHe Ha reHeTU4YEeH TecT)

Patient (MauueHT):
Last Name: Date of Birth: First Name:

(Pamunus) (JaTa Ha paxpgaHe) (Nme)

| hereby agree that genetic testing will be performed on me / my child and that the material will be stored
for review of results and for any additional test that may be necessary to obtain a clear result or for

research purposes.
C nodnuca cu yoocmoeepsieam, 4e daeaM cb2s1acuemo cu Ha MeH/Ha dememo mu/ 0a 60e u3ebpuwieH

2eHemu4eH mecm u Mamepuaabm uje 6b0e cbxpaHeH 3a npeased Ha pe3ysmamume U 3a ecsikakeu
dpyau donbyIHUMEsIHU mecmose, Koumo Mo2am da 60am Heo6xolumu 3a nosyvyaeaHe Ha siCeH

pe3ysimam usiu 3a uscsedoeamesiCKu HyXou.

Place/Date (Ipag v gata) Signature of Patient/Parent (Moanuc Ha nauneHTa/poauTens)

. Name, Stamp of Physician (Mime n neyat Ha nekaps) Signature of the Physician (Moanuc Ha nekaps)
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