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Genetic Testing Request Form 

Date Member Name Member ID # Member SS # 

DOB ICD-9 Diagnosis Codes 

Please provide the following information for each genetic test requested (attach additional 
documentation or use additional space as needed): 

CPT/HCPCS Code  

Gene(s) Tested   

Type of Test (e.g., 
Common Variants, Full 
Sequence, Del/Dup) 

 

Clinical Findings, Family 
History, and Any 
Previous Test Results 
that Support the Need 
for the Test 

 

How will the genetic test 
results change/impact 
future medical 
management of the 
member? 

 

 

Physician Signature:                                                                                    Date:   

Physician Name:  

Practice Address:         

Physician Phone:       


