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 Account  B i l l       Insurance  B i l l       Pa t ien t  B i l l                                                Med ica l  Account  Code:   
Patient Payment and Insurance Information 

L a s t  N a me                                              F i r s t  N a me                                        M I  C o l l e c t i o n  D a te :  

S t r e e t  Ad d r es s                                                           C i t y                                           S t a t e                                Z i p  

H o me  P h o n e  W o r k / Ce l l  Ph o n e E ma i l  

D O B  H e i g h t  W e i g h t  N a me  o n  C a r d  

P a y me n t :   M o n e y  O r d e r   C h e c k   C r e d i t  C a rd   For Patient 
Bill Only 

Ca r d  Nu mb e r :  

 
 
 
E x p i r a t i o n  D a t e  

 

 
C a r d h o l d e r  S ig n a t u re  

Complete insurance sect ion below only  i f  NOT attaching back and front  copies  of  insurance card 
M e d i c a r e  Nu mb e r :                                                               R e l a t i o n s h ip  to  In s u r ed :   S e l f       S p o us e      D e p en d e n t  

P r i n t  Na me  o f  I n s u r e d  A s  I t  A p p e a r s  o n  In s u r an c e  C a r d  P r i n t  Na me  o f  I n s u r e d  A s  I t  A p p e a r s  o n  In s u r an c e  C a r d

P r i ma r y  I n s u r a n c e  C o mp a n y  N a me S e c o n d a r y  I n su r a n c e  Co mp a n y  N a me 

M e mb e r / I n s u re d  I D  #  G r o up  #  M e mb e r / I n s u re d  I D  #  G r o up  #  

I n su r a n c e  Ad d r e s s  I n su r a n c e  Ad d r e s s  
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C i t y  S t a t e  Z i p  
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C i t y  S t a t e  Z i p  

Physician Ordering Test 
P h y s i c i an  N ame  Dupl icate  Reports  To 

P h o n e  F a x / E ma i l  L a s t  N a me                            F i r s t  N a me                      M I   

F a c i l i t y  N a me  a n d  A d d r e s s  S t r e e t  Ad d r es s ,  C i t y ,  S t a t e ,  Z i p  
 

N P I  #  I C D 9  C o d e P r e f e r r ed  Ph o n e  F a x / E ma i l  

P h y s i c i an  S ig n a tu r e  S e nd  co p y  to  p a t i e n t ?    Y e s        N o  

Test Menu Sample Submission Checklist 
 CYP2D6  CYP2C9/VKORC1 (warfarin)   Included ICD9 Code 
 CYP2C9  VKORC1  Requested Tests 
 CYP2C19  UGT1A1  Copy of both sides of insurance card 
 CYP1A2  DPD  Patient Signature 
 NAT2  Nutrit ional  Genetic  Panel   Physician Signature 

STATEMENT OF CONSENT AND RELEASE (Patient or legal guardian of patient must sign) 
I hereby certify that the information provided is true and accurate and that I have authority to order this testing. I consent to the collection of specimens from myself or my 
minor child for the purpose of DNA testing. I understand that while DNA testing is highly accurate and widely accepted, as in all testing there is a possibility of delay or error. 
I understand that this testing is for informational purposes. I understand that prescription drug regimens should never be altered without consulting a prescribing medical 
professional. I understand that these results are being collected and furnished by Genelex, and that Genelex reserves the right to send these specimens to outside laboratories 
for confidential DNA analysis. Genelex will not release any personal, identifiable information of any kind to a third party without my express written instructions. I also 
understand that Genelex reserves the right to provide de-identified information of a statistical nature to accrediting agencies and reserves the right to use such anonymous 
information for research purposes. I understand that Genelex may require more specimens for testing, and will contact me to obtain more specimens. By submitting specimens 
to Genelex, I agree to relinquish Genelex and its representatives, from any and all injury, physical or psychological, that might arise from collecting and testing these 
specimens and from any effects or actions that the results of these tests may have on myself or any other individual. I understand that I will be held responsible for payment of 
testing fees, including any necessary cost of collection and reasonable attorney fees. This agreement for testing is subject to and shall be construed and enforced in accordance 
with the laws of the State of Washington. Genelex Corporation’s limit of liability is not to exceed the cost of the testing. I allow Genelex to release customer data to outside 
third parties to assist in the collection of any unpaid fees. Testing fees are not refundable after testing has started or after 180 days from order date.  Results will not be 
released until payment is received and this statement is signed. 
 
               
S i gn a tu r e  o f  t e s t ed  ad u l t  o r  l e g a l  gu a rd i an  o f  t e s t ed  c h i ld  i f  u nd e r  1 8     D a t e  


