
Name

Please provide a legible photocopy of the front & back of the insurance card: 

Name

Phone

Name of subscriber

Phone
City

Insured ID Group

Specimen Type

Address

Insurance Company

Address

Gender  q Male q Female

q African american q Asian q Caucasian

NPI #

 q Buccal Swab q Saliva

 q PGx CARDIAC PANEL
CYP2C19 / CYP2C9 / CYP2D6 / CYP3A4 / CYP3A5 / Factor II / Factor V Leiden / MTHFR / SLC01B1 / VKORC1

 q PGx PAIN MANAGEMENT PANEL
ANKK1 / COMT / CYP1A2 / CYP2B6 / CYP2C19 / CYP2C9 / CYP2D6 / CYP3A4 / CYP3A5 / OPRM1

 q PGx PERIOPERATIVE PANEL
CYP2C19 / CYP2C9 / CYP2D6 / Factor II / Factor V Leiden / MTHFR / OPRM1 / VKORC1

 q PGx PSYCHIATRY PANEL
ANKK1 / COMT / CYP1A2 / CYP2B6 / CYP2C19 / CYP2C9 / CYP2D6 / CYP3A4 / CYP3A5 / MTHFR

 q PGx COMPREHENSIVE
ANKK1 / COMT / CYP1A2 / CYP2B6 / CYP2C19 / CYP2C9 / CYP2D6 / CYP3A4 / CYP3A5 / Factor II / Factor V Leiden / MTHFR /OPRM1 / 
SLC01B1 / VKORC1

Email

DOB

FAX

ZIPState

Drug Metabolism 
Requisition Form

PGX Panels 
(For a complete pharmaceutical drug & corresponding gene list - see attached list)

Verification

Date received in lab: ___/___/_____
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PGx

City ZIPState

BARCODE LABEL

coinsurance amounts as indicated by my insurance carrier. I agree to assist in resolving insurance claim issues and if I don’t assist, I may be responsible for the 
full cost of the test. I understand that I am responsible for sending IntelligeneCG any and all of the money that I receive directly from my insurance carrier in 

q Please check this box to opt out of research studies.

Date

Benefit and Pricing Verification

q Hispanic q other
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MEDICATION LIST, CLINICAL NOTES AND ADVERSE DRUG REACTIONS OR INEFFICACY MUST BE PROVIDED

Reasons for testi ng this pati ent (check all that apply)

Is the pati ent experiencing:

How the results will aff ect the standard of care of this pati ent? (check all that apply)

q Drug intolerance and side eff ects

q Adverse eff ects q Treatment resistance or failure q Abnormal drug screen

q Selecti on of new prescripti on medicati on(s)

q Treatment resistence and lack of effi  cacy

q Disconti nuati on of existi ng medicati on(s)

q Family history of drug side eff ects

q Clarifi cati on of prior equivocal diagnosti cs

q Elderly or infi rm vulnerable pati ent

q Adjustment of current multi -drug regimen

q Hypercoagulable state

q Multi ple medical conditi ons or hospitalizati on

q Anti -coagulant, anti -thrombolic treatment

q Treatment with multi ple medicati ons

q Alternati ve dosing for existi ng medicati on(s)

q History of Trombosis, DVT, Embolism, VTE

Describe current or recommended treatment (frequency and dosage)...............................................................................................................................
............................................................................................................................................................................................................................................................. 
.............................................................................................................................................................................................................................................................
.............................................................................................................................................................................................................................................................

Durati on of treatment....................................................................................................................................................................................................................
..............................................................................................................................................................................................................................................................
.............................................................................................................................................................................................................................................................
.............................................................................................................................................................................................................................................................

Considered medicati on(s) (frequency and dosage)...................................................................................................................................................................
..............................................................................................................................................................................................................................................................
.............................................................................................................................................................................................................................................................
.............................................................................................................................................................................................................................................................

Ordering provider NPI #

Ordering Physician’s Signature

Signature Date

ICD-10 codes...................................................................................................................................................................................................................................
.............................................................................................................................................................................................................................................................

Current Medicati on(s) and Dosage (required)...........................................................................................................................................................................
............................................................................................................................................................................................................................................................. 
............................................................................................................................................................................................................................................................. 
.............................................................................................................................................................................................................................................................

Lett er of medical necessity and clinical uti lity (to be filled by ORDERING PROVIDER)




