
White / Non-Hispanic   Ashkenazi Jewish           Pacific Islander      

      Hispanic / Latino          Asian           Middle Eastern

Black / African         Black / African          Native American 

         Other

Qitek Labs, LLC
4375 River Green Parkway, Suite 200, Duluth, GA 30096

Phone: 888-85-QITEK| E-mail: info@QitekLabs.com
Director: Richard Mullins, Ph.D., D.A.B.C.C. | CLIA: 11D2177000

1. Account Information

Clinic Name:

Address:

Requesting Physician:

NPI #:
Clinic Phone:

2. Patient Information

REQUIRED: ENCLOSE A COPY OF THE FRONT AND BACK OF PATIENT’S INSURANCE CARD(S)

I understand that I am responsible for all deductibles and co-pays for amounts not covered by insurance. By signing below, I 
acknowledge, authorize, and assign to Qitek Labs, LLC, any payment(s) made on my behalf for services provided to me by
Qitek Labs, LLC. I also allow the release of any medical information necessary to process this claim.
Patient Signature: Date:

Last: First: Middle Initial:

Address:

M FZip Code: Sex:State:City:

Phone: Date of Birth: E-Mail:

S.S. #: Workers Comp./Auto/LOP: Insurance: Self Pay:

3. ICD-10 Diagnosis Code(s)

4. Test(s) Requested 5. Collection Information

Cancer Genomics
Requisition

Sample type: Buccal Swab (with buffer)

Time Collected: AM/PM

Date Collected:

Collected By:

6. Ancestry (Select all that apply)

See Gene List on Last PageBreast Cancer Focus Panel

Breast and Ovarian Cancer Focus Panel

Colorectal Cancer Focus Panel

Prostate Cancer Focus Panel

Nervous System/Brain Cancer Comprehensive Panel 
Pancreatic Cancer Comprehensive Panel

Renal/Urinary Cancer Comprehensive Panel Thyroid 

Cancer Comprehensive Panel

Full Comprehensive Cancer Panel

Ductal Invasivee           obular Invasive           Bilateral Premenopausal 
DCISDCIS        riple Negative (ER-, PR-, HER2-)

7.Patient Personal History of Cancer & Other Clinical Information

Patient has NO personal history of cancer

Patient has been diagnosed with:
Age at

Diagnosis
Currently Being

Treated
Pathology and Other Information

Breast Cancer          Yeses        

Endometrial/Uterine Cancer
Ovarian Cancer
Prostate Cancer
Colon/Rectal Cancer

Colon/Rectal Adenomas
Hematological Cancer
Other Cancer

Tumor MSI-HIGH or IHC Abnormal Result

Non-epithelial

Gleason Score

Tumor Infilterating LymphocytesMucinous         Signet Ring         
Medullary Growth Pattern        Crohn’s-like Lymphocytic Reaction
Patient’s tumor is MSI-HIGH or Abnormal Result

Cumulative Adenomatous Polyp#     1    2-5    6-9     10-19     20-99    100+

8. Family History of Cancer

No Known Family History of Cancer Limited Family Structure

Relationship to Patient            Maternal Paternal                Age at Each DiagnosisCancer Site or Polyp Site

DRAFT



If patient had a breast biopsy, results were:      No Benign Disease        Hyperplasia        Atypical Hyperplasia         LCIS       Unknown

Has patient ever used Hormone Replacement Therapy?         No        Yes

Height Weight Is Patient:        Pre-menopausal        Perimenopausal        Post-menopausal: Age of onset

Qitek Labs, LLC
4375 River Green Parkway, Suite 200, Duluth, GA 30096

Phone: 888-85-QITEK| E-mail: info@QitekLabs.com
Director: Richard Mullins, Ph.D., D.A.B.C.C. | CLIA: 11D2177000

9. Breast Cancer Risk Information (Only for patients NEVER diagnosed with breast cancer)

Cancer Genomics
Requisition

Age at first menstrual period Has this patient had a live birth?        No        Yes       Age at time of first child’s birth

If Yes, Treatment Type:        Combined        Estrogen Only        Progesterone Only | Is patient a:      Current User: Started             yrs ago

Patient’s Female Relatives:

11. Physician Signature

              Number of Maternal Aunts Number of Paternal Aunts

The tests ordered are medically necessary for the risk assessment, diagnosis, or detection of a disease, illness, impairment, 
symptom, syndrome, or disorder. The results will determine the patient’s medical management and treatment decision. The 
person listed as the Order Physician is legally authorized to order the test(s) requested herein. The patient was provided with 
information about genetic testing and has consented to genetic testing.

Physician Signature: Date:

Number of Daughters Number of SistersNumber 

Patient Signature (or Parent/Guardian, if patient is a minor) Patient Name (Print) Date

I understand the following information regarding the test purpose and methodology: The purpose of this molecular genetic test is to determine if you carry any mutation(s) causing increased 
risk to develop cancer. This test will include analysis of all genes included on the cancer panel indicated above. The blood, body fluid, or tissue specimen submitted is required for 
isolation and purification of DNA for molecular genetic resting.
I understand the following information regarding the results disclosure policy: Due to the complexity of DNA-based testing and the important implications of the test results, these 
results will be reported through yourdesignated physician(s) or genetic counselor and you should contact your provider to obtain the results of the test. Additionally, the test 
results could be released to all who, by law,may have access to such data.
I understand the following information regarding test results: Genes included on this test may be associated with several different types of cancer and are also associated with 
varying levels of cancer risk. Your healthcare provider's recommendations for your medical management could differ depending upon the test findings. All genes on this panel 
have been implicated in cancer predisposition and are associated with increased lifetime cancer risk(s), although these risks may differ, depending on the particular gene. For many 
of the genes, specific screening and medical managment recommendations are available for individuals with mutations. These genes include but are not limited to: APC, ATM, 
BAP1, BARD1, BLM, BMPR1A, BRCA1, BRCA2, BRIP1, CDH1, CDK4*, CDKN2A, CHEK2, EPCAM*, FANCA, FANCB, FANCC, FANCD2, FANCE, FH, MEN1, MET, MITF*, MLH1, MRE11, 
MSH2, MSH6, MUTYH, NBN, NF1, NTRK1, PALB2, PMS2**, POLE*, POLD*, PTCH1, PMS2, PTEN, RAD50, RAD51C, RAD51D, RET, SMAD4, STK11, TP53, VHL, identification of a 
mutation in other genes can also impact medical management decisions and more data and specific recommendations are expected to emerge over time. Identification of a 
mutation in any gene does not imply that cancer screening and risk management options will be covered by health insurance. If mutations are identified in more than one gene on 
this panel, there may not be sufficient information available to determine your precise cancer risk. Therefore, the results of this genetic test may or may not have implications for 
your medical management and options including preventive screening/intevention or therapeutics based on your genetic testing result may change over time. Genetic test results 
have implications for your family members. If you are found to carry a mutation/variant in any of the genes analyzed, this may also have implications for your family members. 
This should be discussed with your healthcare provider. There are several types of genetic test results, including:
Positive- A mutation was identified in a gene(s) associated with increased cancer susceptibility. This means that you are at increased risk of developing cancer. The specific type(s) 
of cancer depend on the particular gene(s). Your healthcare provider will make cancer screening and medical management recommendations based on what is known about the 
gene(s) in which a mutation was found.
Negative- No mutations were identified in any of the genes tested. This result greatly reduces the likelihood that you have a mutation in the genes tested (see limitations of 
testing). Your healthcare provider will make cancer screening and medical management recommendations based on your personal and/or family history.
Variant-An alteration was identified in one or more genes; however, there is not enough information to determine whether this change is associated with an increased risk for 
cancer. A thorough review of the variant and the associated literature may suggest that a variant is more likely to be disease-causing or benign. However, in some cases the 
significance remains unclear. Your healthcare provider will make cancer screening and medical management recommendations based on your personal and/or family history.
I understand that this molecular genetic test may require an additional blood, body fluid, or tissue sample to obtain accurate results.
I understand the following information regarding genetic discrimination: There are federal laws in place: that prohibit health insurers and employers from discriminating based on 
genetic information (for example,the Genetic Information Nondiscrimination Act (GINA) of 2008 (Public Law J 10-233). There are currently no federal laws that prohibit 
lifeinsurance, long-term care, or disability insurance companies from discriminating based on genetic information. Your state may have morecomprehensive laws in this area. The 
results of genetic resting are considered "Protected Health Information"(PHI) as described in the Health Insurance Portability and Accountability Act (HIPAA) of l996 (Public Law 
104·l91). Release of test results is limited to authorized personnel, such as the ordering physician, and to other parties as required by law.
I understand the following information regarding technical limitations of this testing: While this test is designed to identify most detectable mutations in the genes analyzed, it is 
still possible that there are mutations that this testing technology is unable to detect. In addition, there may be other genes associated with cancer susceptibility that are not 
included on this panel or that are not known at this time.
I understand the following information regarding standard laboratory limitations: I understand that inaccurate results may occur as a result of (but not limited to) the following 
reasons: sample mixup, samples unavailable from critical family members, inaccurate reporting of family relationships, inaccurate or misleading medical information about my 
clinical condition or that of my family members, or technical problems. 
I understand the following information regarding use of specimens for research: Our lab is committed to improving genetic testing for all patients and contributing to scientific 
research. I agree to use of my de-identified bio specimen for research to improve genetic testing for all patients and contribute to scientific research.
I understand Qitek Labs reserves the right to: Suggest additional molecular testing if it would help in resolving your clinical genotyping.
Refuse testing if one of the conditions in this informed consent document is not met. Report additional testing results (other than requested) if they are clinically relevant to the 
patients and their families (e.g. The methodologies for evaluating specific gene(s) of interest may rarely identify incidental findings related or unrelated to the reason I/my child 
have been offered testing. In such instances. I have read or have had read to me all of the above statements and understand the information regarding molecular genetics testing 
and have had the opportunity to ask questions I might have about the testing, the procedure, the risks, and the alternatives prior to my informed consent. I agree to have the 
molecular genetic testing described within or above.

10. Patient Consent for Cancer Panels

DRAFT



Qitek Labs, LLC
4375 River Green Parkway, Suite 200, Duluth, GA 30096

Phone: 888-85-QITEK| E-mail: info@QitekLabs.com
Director: Richard Mullins, Ph.D., D.A.B.C.C. | CLIA: 11D2177000

1. Patient Information

3. Physician Signature

2. Screening Tool

Cancer Genomics
Questionnaire

Patient Name:                                                                                                          Date of Birth:                                                          Age:
Gender (M/F):                                            Today’s Date:                                           Healthcare Provider:        

This is a hereditary cancer screening questionnaire and is to be completed by the patient.

This is a screening tool to help your healthcare provider determine if you would benefit from hereditary cancer genetic testing. 
Your healthcare provider will review this form looking for any risk factors for a hereditary cancer syndrome such as similar types 
of cancer running in the family, cancers diagnosed at young ages, or multiple cancer diagnoses in the same person.
Please fill this form out to the best of your ability. In addition to yourself, please only consider family members related to you by 
blood, such as your Parents, Brothers, Sisters, Sons, Daughters, Grandparents. Check all that applies and be as thorough
as possible.

Type of
Cancer

Yourself /Parents/Brothers/
Sisters/Children Cancer

Age at
Diagnosis

Extended Family
(Mother’s Side)

Age at
Diagnosis

Age at
Diagnosis

Extended Family
(Father’s Side)

Breast Cancer
(women or men)

Ovarian Cancer
(peritoneal/

fallopian tube )

Uterine
(Endometrial)

CANCER

Colorectal
Cancer

Pancreatic
Cancer

Kidney (Renal)
Cancer

Other Cancer
Type :

Other Cancer
Type :

Other Cancer
Type :

More Than 10
Colorectal Polyps

(indicate how many)

My family’s heritage is Ashkenazi Jewish (an ethnic background that may have a higher likelihood of hereditary cancer)
 I, or someone in my family, have had genetic testing for a hereditary cancer syndrome.(Please describe and provide a copy of result if possible)

I have utilized this hereditary cancer screening questionnaire to the best of my abilities and knowledge of cancer within my family. This 
screening tool will allow my healthcare provider to determine if I would bene�it from hereditary cancer genetic testing.

Physician Signature: Date:
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