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MAYO CLINIC Familial Mutation Testing:
LABORATORIES | Required Patient Information

Instructions: The accurate interpretation and reporting of genetic results is contingent upon the reason for referral, clinical information, ethnic
background, and family history. To help provide the best possible service, supply the information requested below and send this paperwork
with the specimen or return by fax to Mayo Clinic Laboratories, Attn: Molecular Genetics Lab Genetic Counselors at 507-284-1759.

Patient Information

Patient Name (Last, First, Middle) Birth Date (mm-dd-yyyy) Sex
0 Male [ Female
Referring Provider Name (Last, First) Phone Fax*
Genetic Counselor Name (Last, First) Phone Fax*
. L . *Fax number given must be from a fax machine that complies with applicable HIPAA regulations.

Reason for Testing/Clinical Information

Patient’s Clinical Status: [ Symptomatic [J Asymptomatic

If symptomatic, provide symptoms/clinical history in the space below:

Ethnic Background
[J Northern European Caucasian [J Hispanic [J Ashkenazi Jewish [J Southern European Caucasian
[J Mixed European Caucasian [ Asian J French Canadian [J African American

[ Caucasian, indicate countries of origin:
[ Other, specify:

Familial Mutations

FMTT / Familial Mutation, Targeted Testing, Varies cannot be performed without the information below.**

Is the familial mutation a nucleotide substitution or small insertion/deletion of nucleotides? [ Yes [ No
If yes, provide the familial mutations here:

Mutation 1: Gene Exon/Intron

Nucleotide Amino Acid

Mutation 2: Gene Exon/Intron Nucleotide Amino Acid

Mutation 3: Gene Exon/Intron Nucleotide Amino Acid
Is the familial mutation a large deletion or duplication involving one or more exons? O Yes [ No
If yes, provide the familial deletion/duplication here:

[J Deletion [J Duplication
Gene: Exons:
. . **Note: Analysis of regions surrounding the familial variant may be required and may result in the identification of additional sequence variants.
Family History

Include the name(s) and birth date(s) of the family member(s) who have had genetic testing (ie, proband):

Indicate the family member’s relationship to the patient:

Important: Attach a copy of the proband’s genetic test result and a detailed pedigree, if available.

T721
©2021 Mayo Foundation for Medical Education and Research Print MC1235-202rev0221




	reset: 
	Sex: Off
	refering: 
	print: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	complete: Complete and print.
	patient name: 
	birth date: 
	provider ph: 
	provider fax: 
	gen couns name: 
	gc ph: 
	gc fax: 
	symptoms clin hx: 
	clin status: Off
	NEC: Off
	HIS: Off
	AJ: Off
	SEC: Off
	MEC: Off
	AS: Off
	FC: Off
	AA: Off
	C Ind: Off
	Other: Off
	specify: 
	origin: 
	fam mutation: Off
	1: 
	del/dup: Off
	gene: 
	large: Off
	exons: 
	fam members: 
	relationship: 


