Insurance Ordering Checklist
Place Patient Label here
and on buccal swaps
pouch

-

Clinic Notes
ICD-10 Codes
Clinician and Patient Signatures
Copy of patient Insurance Card

PHARMACOGENETIC TEST REQUISITION

PRACTICE INFORMATION:

FAILURE TO COMPLETE ALL REQUIRED FIELDS MAY DELAY PATIENT
RESULTS. PLEASE CONTACT 786-732-4679 FOR QUESTIONS

Physician name:

CLIA ID #: 10D2118173 COLA ID #: 27163

NPI # :

12855 SW 132 ST Suite 101 Miami, FL 33186 / Phone: 786-732-4679 www.pgenetic.com

Ordering Physician / Authorizing Medical Professional Signature: I hereby authorize testing for this patient. I have provided information regarding genetic testing, and the patient has
given consent for testing to be performed. I attest that the ICD-10 Diagnosis Codes provided are accurate records and supported by patients records I attest that these tests are medically
necessary. I hereby authorize Personalized Genetic Testing to send these patient’s test results to the patient’s third party payer, if needed, to appeal a denial of reimbursement

prior to attemts to obtain reimbursement without the release or patient’s results.
Advance Beneficiary Notice (ABN): When you order a laboratory test for a patient who is Medicare beneficiary and you have a reasonable belief that Medicare will not
pay for the laboratory test you must acquire an ABN form signed and submit the ABN with this requisition.

X

PHYSICIAN SIGNATURE:

Date:

Patient Information

Patient Last Name:

Patient First Name:

Patient Date of Birth: (MM/DD/YYYY) Patient Gender:

Address:

Ethnicity:

Phone:

Email :

Sample Information
Collection Date:

Collection Time:

Sample Collected By:

Requisition Completed By:

Reimbursement: I authorize insurance payments to be made to Personalized Genetic Testing (PGT) for services ordered by my practitioner. I authorize the release of my
medical information (including genetic test results) fo submission of personalized reports to my healthcare providers and insurane carrier(s) for claim purposes. I am understand
that I am responsible for any outstanding balances, deductible/co-payments as required by my plan. I understand that if my insurance company pays me directly for the services
offered by PGT that I am responsible for forwarding such payment to PGT. I also authorize PGT to appeal insurance claims on my behalf.

X

PATIENT SIGNATURE:

Date:

Test Request

PGT (Comprehensive panel for all specialties) Cardiology, Psychiatry, Pain Management, Infectious Diseases, Gastroenterology, Diabetes).
PGT: (Comprehensive panel for all specialities): ANKK1, APOE, COMT, CYP1A2, CYP2B6, CYP2C19, CYP2C9, CYP2D6, CYP3A4,
CYP3A5, F2/Factor II, F5/Factor V Leiden, MTHFR, OPRM1, SLCO1B1, VKORC1.

PGT Cardiology Panel: APOE, CYP2C19, CYP2C9, CYP2D6, CYP3A4, CYP3A5, F2/Factor II, F5/Factor V Leiden, MTHFR, VKORC1,
MT, SLCO1B1.

PGT Psychotropic Panel: ANKK1, COMT, CYP1A2, CYP2B6, CYP2C19, CYP2C9, CYP2D6, CYP3A4, MTHFR.
PGT Pain Management Panel: COMT, CYP1A2, CYP2B6, CYP2C19, CYP2C9, CYP2D6, CYP3A4, CYP3A5, OPRM1.

PATIENT MEDICAL INFORMAMATION
Patient History/Reason for ordering Test/Comments

ICD - 10 Codes

PLEASE ATTACH PROGRESS NOTE.

ICD - 10 Codes

Insurance and Payment
A photocopy of both sides of Patient’s
insurance card(s) must be include.

Self Pay
Medicare
Insurance
Other

Insurance Information
Member ID:

Name of Insurance:

Group Name:

Claims Address:

SECUNDARY INSURANCE
Group Name:

Member ID:

Claims Address:

Name of Insurance:

Patient Medication List

(Please list patients’ current medications. If insufficient space, attach a list from patient’s record)

Lifestyle Information
Pregnant: No

Yes

Due Date

Breast Feeding: NO

Yes

Lifestyle factors (check all that apply)
Alcohol
Caffeine-containing foods/beverages
Cranberry-containing foods/beverages
Enteral feeding
Foods containing milk
Grapefruit juice
Smoking
Tobacco
Acidic Food

Pharmacogenetic Test Consent (Informed Consent Information)
Test Purpose: The purpose of this test is to help predict how I may respond to drugs. Based on the results of this test, my healthcare provider may
make changes to the type of drug that I take, or to the amount of a drug that I take.

Test Method: The sample submitted is needed to perform the test. Personalized Genetic Testing (PGT) will perform the testing. Translational Software
(TSI) will get the test results from PGT and Will give the results interpretation to my healthcare provider(s).

Use of Samples: My sample and medical information cannot be used for research without my permission. I may give permission for my sample and

information to be used for research. publications. and/or commercial products. If I do give permission, my sample and information will only be
used after my name and personal identifiers (e.g., birth date) have been removed from sample. My name and other personal identifiers will not be
linked to the results of any studies, publications, or products. Samples that are used in research may result in new discoveries, tests, or products
that are worth money. If I give permission for my sample to be used in research, I will not receive any money or other compensation from any new
discoveries, tests, or products created using my sample. If I change my mind and do not want my sample to be used for research, it will not be
possible to get my sample or information back once my name and personal identifiers have been removed. If I do not want to allow my sample to be
used for research or commercial products, this Will not affect the test results.

Test Results: I understand that testing is complex and that the test results may be important for my medical care. The test results will only be
provided to me through my healthcare provider(s). I must contact my healthcare provider to get the results of this test. The test results can also be
given to people who legally have access to this information (e.g., my insurance provider or employer). I understand that the test results alone do not
completely predict how I may respond to drugs. Other factors, such as race/ethnicity, age, body weight, other health conditions, other genetic variants
not included in this test, and/or other drugs that I take may also change how I respond t) drugs. The DNA test pertains only to a drug metabolism and
cardiovascular risk factors, it does not detect all causative gene mutations. I understand that another sample may be needed occasionally. One hundred
percent accuracy of test results cannot be guaranteed. Occasionally, TSI will not be able to interpret my test results. In this case, I may not get a result,
and how I may respond to a drug will not be known.

Patient Statement
Please indicate how you want your samples and information to be used:
I give my permission for my sample and information to be used for research without any of my personal identifiers.
Yes
No
I give my permission for my sample and information to be used for commercial purposes without any of my personal identifiers.
Yes

Patient Statement:

No

I have read this consent form or have had the form read to me. I have been given a copy of this consent form. I have been given the chance to ask
questions before I sign this consent form. I have been told that I can ask other questions at any time. I want to have this genetic test done. I request
and authorize Personalized Genetic Testing. a CLIA certified laboratory to perform designated test(s) on the sample provided by me. The patient
acknowledges their right to obtain a copy of their written report allocated by state and federal laws.

*Printed Name of Patient

*Signature

*Date

*Printed Name of Legally Authorized Representative

*Signature

*Date

12855 SW 132 ST Suite 101 Miami FL 33186
Phone: 786-732-4679
www.pgenetic.com

Letter of Medical Necessity: Pharmacogenomics (PGx) Testing

Date of Service: ______________________________________________________________________
Patient Name: _______________________________________________________________________
Patient Date of Birth: __________________________________________________________________
ICD-10 Diagnosis Codes: ________________________________________________________________
Dear Claims Specialist:
Please consider this Letter of Medical Necessity a formal request for full coverage of the pharmacogenomic testing services that I
intend to prescribe for your subscriber (Patient Name Listed above). Pharmacogenomic testing laboratory services will be performed
only by a CLIA-certified laboratory, and the results will assist my making of patient-specific clinical decisions regarding the medical
management of your subscriber.
In order to provide the safest, most effective and affordable medical care possible, the requested genetic testing is medically
necessary for my patient for several reasons. The primary reason(s) for my request apply specifically to the patient listed above:

___Determine Drug-Gene interactions, better predicting how the patient will metabolize medications
___Determine Drug-Drug interactions based on the patient’s genetic-determined phenotype
___Reduce the number of medications that my patient is currently taking
___Determine the potential effectiveness of medications prescribed to my patient
___Determine the best course of therapy for my patient
___Acquire specific dosing recommendations to avoid toxicity and adverse drug reactions (ADR’s)
___Patient has a family history of thrombosis
___Patient is not responding to the drugs he/she has been prescribed
___Patient has suffered recent or previous Severe Adverse Drug Reactions (SADR)
___Other (please specify):________________________________________________________________
The FDA recommendations for genetic testing is currently listed on the labels of over 150 prescription medications. Please visit
(http://www.fda.gov/drugs/scienceresearch/researchareas/pharmacogenetics/ucm083378.htm) for more information.
Recommendations typically include pharmacologic treatment contraindications and dose-selection strategies based on patient
genetic status. As a health-care prescriber, I am obligated to provide the best medical care possible for my patients. Medical
management based on patient-specific pharmacogenomics testing can improve clinical outcomes and PREVENT unnecessary
suffering and costs.
Billing for genetic testing services will be initiated upon completion of services. As completion of genetic testing can take several
months, so I am requesting your authorization be valid for 6 months.

Best regards,
Name of Practice______________________________________________________________________________________

Ordering Clinician Signature: _________________________________________________Date_____________________
(MD/DO, Clinical Nurse Specialist, Nurse-Midwives, Nurse Practitioner, Physician Assistant, Genetic Counselor*)

* Clinician prescribing requirements vary by state

