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MOLECULAR PATHOLOGY REQUEST FORM

All Molecular Pathology/Genetic/Genomic Testing Requires Prior Authorization

Including but not limited to: Prognostic gene expression profiling techniques, gene and molecular
expression assays, testing for inherited susceptibility for a disease.

Complete form and fax to: 1.888.329.8471 or 740.695.5297.

Name of Person Submitting Form: Phone #:

Name: Date of Birth:

The Health Plan ID#: PCP Name:
Name: Name:

Address: Address:

Phone Number: Phone Number:
FAX Number: FAX Number:
Provider Number: Provider Number:

Genetic Counseling: The patient was provided information regarding the test and its implications, offered
genetic counseling when applicable, and the informed consent is documented in the medical record

completed O anticipated O not completed O

Ordering Physician Signature:

Member/Enrollee Signature:
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