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Colorectal Cancer Genetic Testing Interpretation Order Form

	Patient´s name (first name, last name)
	

	Patient´s date of birth (DOB)
	

	Patient´s sex
	

	Patient´s ethnic origin (optional)
	

	Patient´s clinical diagnosis
	

	Date of sample
	

	Requesting Physician/Lab
	

	Hospital/Lab Name

Address 

E-Mail

Phone
	


Reason for referral
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  mutation screening 
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   testing of at-risk family members

Testing for syndrome/gene(s)
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   Microsatellite instability (MSI)

[image: image4.png]


   Lynch syndrome/HNPCC − MSH2 and MLH1 genes
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   Familial adenomatous polyposis (FAP) –  APC gene




Patient´s relevant clinical information (including family history):

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

Patient´s clinical features 
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   no symptoms 
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   symptoms at the age of ……. years

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………


Family history 
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   colorectal cancer (please specify the relation to the patient and age at diagnosis)

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………
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   other 

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

Previous genetic testing for BRCA1 and/or BRCA2 mutations among family members
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   not done
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   results: ……………………………………………………………………………………….................

Important: By sending samples and placing an order customer accepts the Terms and Conditions of Asper Biotech (see website for details).[image: image12.png]
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