RAVCGS

leaders in genetic healtr

DNA retrieval request

Patient details Additional samples - parent, partner etc

1. 2.
LAST NAME e LAST NAMEL et s
GIVEN NAMES i GIVEN NAMES | ctiis oo
DOB .................................................................................... DOB ............................................................................................................................
MOBILED | MOBILE. | s et
EMAIL ................................................................................. EMAIL .........................................................................................................................
UR/GF Lo URJGE oottt
VCGS LAB # (if KNOWN): .....oooooooooeeeeeeeee e o VEGS LAB H (FKNOWN): oo e
Test details Prenatal: [Jves [NO
REQUESTING DOCTOR: PROVIDER NUMBER:

By submitting this form, the referring doctor confirms patient consent for genetic testing and, if applicable, for financial consent for billing.

HREC APPROVAL #: TESTING LAB:

CONTACT EMAILLL COPY REPORTS TO! i

BILL TEST COST TO: [JREQUESTOR  [JPATIENT [CJOTHER SERVICE

TESTING LAB TO LIAISE WITH REQUESTING DOCTOR IF BILLING IS UNCLEAR

SIGNATURE DATE

SAMPLE TYPE: [JDNA [IBLOOD [TJSALIVA [JOTHER

TEST REQUESTED:

- j

Send these details with the sample to the testing lab LS-F-064 v1 11/03/25

VCGS to keep

Shipping details DELIVERY ADDRESS:

MINIMUM AMOUNT DNA REQUIRED

Shipping cost
MELBOURNE METRO $100

NATIONAL SAMPLE DELIVERY $250
INTERNATIONAL SAMPLE DELIVERY $450

BILL SHIPPING COST TODREQUESTOR CIpATIENT DOTHER SERVICE
By submitting this form, the referring doctor confirms patient consent for send away to testing lab and, if applicable, for financial consent for billing.
VCGS WILL BILL THE REQUESTOR IF BILLING IS UNCLEAR

NAME: PHONE NUMBER: EMAIL:

SIGNATURE DATE

Victorian Clinical Genetics Services
Murdoch Children's Research Institute
The Royal Children's Hospital

P 1300 118 247 W vcgs.org.au
LS-F-064 v1 11/03/25
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