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Page 1 of 2: Case Information 2820 North Astor Street, Spokane, WA 99207 eo0000
Please complete all information below. TEL 509.474.6840 / FAX 509.474.6839 00000
Failure to do so may delay sample processing. TOLL FREE 1.877.SigChip (744.2447)
We accept samples Monday through Saturday. www.signaturegenomics.com / info@signaturegenomics.com
(" PATIENT INFORMATION REFERRING PHYSICIAN )
DOB /[ OMale [JFemale [JSex
mm  dd  yyyy Unknown Name
Last Name NPI# Specialty
First Name M.1. Address
Address City, State, ZIP
Hospital/Institution
City, State, ZIP Tel ( ) FAX( )
Home ( ) Work ( ) Contact
Specimen #/1D # Tel ( ) FAX ( )
TRANSPLANT DONOR STATUS
Address
ic: Mal F |
] Allogenic: [1Male []Female Gity, State, ZIP
[JAutologous
CLINICAL INFORMATION Emai
) ) ) L ) ) Additional Reports To:
(This assay is not appropriate for monitoring residual disease.)
Diagnosis/Clinical Findings Name
L] Anemia (238.72) Hospital/Institution
[] R/O Leukemia (208.9)
] Acute Myeloid Leukemia (AML) (205.01) Address
[] B-Cell Acute Lymphocytic Leukemia (B-ALL) (204.00) City, State, ZIP
] Chronic Lymphocytic Leukemia (CLL) (204.10)
: : ) Tel ( ) FAX(___)
] Chronic Myeloid Leukemia (CML) (205.10)
] Lymphoma (Specify type: ) (202.80) BILLING

[ Multiple Myeloma/MGUS/Plasma Cell Dyscrasia (203.00)

] Myelodysplastic Syndrome (MDS) (238.75)

] Myeloproliferative Disorder/Neoplasm (MPD/MPN) (238.79)
[J T-Cell Acute Lymphocytic Leukemia (T-ALL) (204.00)

Working diagnosis (including WBC):

Please include previous or concurrent cytogenetic testing and/or pathology information
relevant to this study (i.e. prior history of cancer,).

SERVICE REQUESTED

[] Full Service (wet lab, analysis and reporting performed at Signature
Genomics, FISH confirmation is an additional cost)

TEST REQUESTED

] OncoChip™ | Copy Number Evaluation (CNE) ONLY
[] OncoChip™ | Translocation Assessment ONLY

(Please identify specific Translocation Assessment panel(s) desired from the list below)

] OncoChip™ | Copy Number Evaluation (CNE)
AND Translocation Assessment
(Please identify specific Translocation Assessment panel(s) desired from the list below)

TRANSLOCATION ASSESSMENT PANELS
] OncoChip™ | HemEssential

[] OncoChip™ | CML/MPN Panel 1
] OncoChip™ | CML/MPN Panel 2
[] OncoChip™ | CLL/ Lymphoma
] OncoChip™ | AML/MDS Panel 1
] OncoChip™ | AML/MDS Panel 2
] OncoChip™ | B-cell ALL Panel 1
] OncoChip™ | B-cell ALL Panel 2
] OncoChip™ | T-cell ALL

] OncoChip™ | Multiple Myeloma

Special Test Instructions:

I:‘ OncoFISH (for confirmation or monitoring of all abnormalities after Signature OncoChip™)

\.

Please see page 2 (reverse).

SAMPLE INFORMATION
Indicate the reference lab sending sample to Signature Genomics:

Date/Time Sample Obtained:

/ / (mm dd yyyy) : Cam Cem

Quantity Required
3ug DNA

[] Extracted DNA
Identify source:

] Blood (submit only if marrow unobtainable) 5cc in EDTA (purple top)
] Bone Marrow 1-3cc in EDTA (purple top)
] Lymph Node 3mm x 3mm biopsy in sterile

media or saline
[] Fixed Cell Pellet (for FISH only)
Identify source:

In Carnoy’s fixative

One slide per FISH probe

] Unstained Slides (for FISH only) set requosted

Identify source:

Shipping Instructions: Specimens must be shipped overnight (preferably
with a cold pack but DO NOT freeze) for next day delivery (Mon-Sat).

USE OF SPECIMENS

Signature Genomics (SG) retains patient samples indefinitely for validation,
educational purposes and/or research, maintaining the confidentiality of each
sample. To ensure patient confidentiality, SG removes all patient identifying
information from samples before they are used for research or other such purposes.
Patients may decline the use of submitted sample(s) for research; refusal does not
impact diagnostic testing or reporting of results. Patients may withdraw consent for
use of sample(s) at any time (unless sample has been completely de-identified for
research purposes) by contacting the SG Chief Medical Officer at (509) 474-6840.
SG will not pay compensation to patients if a commercial product is developed during
research using their samples. | do not wish to allow my (or my child’s) sample to be
used for test validation or education. Therefore, | am checking this box [ ] to indicate
that the sample should be used for the test specified above and will be destroyed
after 60 days. )

SEE PAGE 2 TO COMPLETE BILLING INFORMATION (REQUIRED)
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. . o0000
Page 2 of 2: Billing Information 2820 North Astor Street, Spokane, WA 99207 eo0oe
Please complete all information below. TEL 509.474.6840 / FAX 509.474.6839 eo0o000
Failure to do so may delay sample processing. TOLL FREE 1.877.SigChip (744.2447)
We accept samples Monday through Saturday. www.signaturegenomics.com / info@signaturegenomics.com
(" INSTITUTIONAL BILLING SELF-PAY h
P.O. Client ID [J Check or Money Order [] Credit Card
Institution Name [ Send receipt to patient address on Page 1

Payment will not be processed before sample arrives. This is to ensure that

Financial Contact A )
the correct amount is charged to the credit card.

Address Checkone: [ AMEX [JVisa [MC [JDiscover
City, State, ZIP Acct # Exp Date /
(mm  yyyy)
TEL( ) FAX( ) Zip Code 3 or 4 Digit Security Code
Print Name as it appears on card
Signature Date
(mm dd yyyy)
A new authorization and/or signature may be required when testing additional
family members.
g J
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