
DNA retrieval request

Victorian Clinical Genetics Services
Murdoch Children's Research Institute

The Royal Children's Hospital
P 1300 118 247    W vcgs.org.au

last name: 					   
given names: 					   
dob: 						    
mobile: 					   
email: 						    
ur/gf #: 					   
vcgs lab # (if known): 				  

1.

Test details

Additional samples - parent, partner etc

last name: 								      
given names: 								      
dob: 									       
mobile: 								      
email: 									       
ur/gf #: 								      
vcgs lab # (if known): 							     

2.

LS-F-064 v1 11/03/25

LS-F-064 v1 11/03/25

Prenatal:      YES       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 email: 							         copy reports to:					   

bill test cost to:  requestor     patient     other service 

testing lab to liaise with requesting doctor if billing is unclear

  Signature					     Date

sample type:   dna     blood     saliva     other 			 

test requested:

VCGS to keep

Send these details with the sample to the testing lab

Shipping details
minimum amount dna required 			              

Shipping cost
melbourne metro $100 
national sample delivery $250 
international sample delivery $450

delivery address:

Patient details

bill shipping cost to  requestor       patient         other 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
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