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(609) 570-1000  •  Fax (609) 245-7665
Toll Free (877) 269-0090
www.mdlab.com

IH0305 Rel.: 7.2025

Ordering Physician/Laboratory
(Required: Include the ordering physician’s first & last name, NPI, practice name, complete 
address, phone number and fax number.)

Physician to receive additional result report:

Physician’s Signature: Date:

New York - Pharmacogenomics Test Requisition Form
Patient Information (Please Print)

Name (Last, First) (Required):

In Care of:

Patient Address: 

City: State: Zip:

Assigned Sex at Birth (Required):
  Female          Male

Date of Birth (Required): Patient ID#:

Phone Number:

Race:  Alaska Native or American Indian     Asian     Black or African 
American       Multiracial         Native Hawaiian or other Pacific Islander   
 Other race      White     Does not wish to disclose     Not provided

Ethnicity:  Hispanic or Latino  
 Not Hispanic or Latino 
  Unknown

Gender Identity:       Male       Female     Gender nonconforming       Transgender male-to-female
 Transgender female-to-male   Does not wish to disclose        Not provided
Sexual Orientation:  Bisexual   Straight    Gay or Lesbian   Something else  Does not wish to disclose
     Not provided

Billing Information (Please include a copy of the front & back of card.)
 Billing Type:    Patient      Insurance     Client Relation (Required):  Self     Spouse    Dependant
Insured’s Name (if not patient):

Insured’s SS#: Insured’s DOB:

Primary Insurance Carrier: Medicare, Medicaid or Policy ID#:

Claims Address: 

Employer/Group Name: Group#:

Specimen Information
Date Collected (Required): Specimen Type: 

    Whole Blood     
    Saliva

Confirmation of Informed Consent and Medical Necessity for Pharmacogenomic Genetic Testing 
My signature below acknowledges the patient has been informed about the purpose, limitation and possible risks of genetic testing. The patient has been given 
the opportunity to ask questions about this consent and seek outside genetic counseling. 
If the genetic testing is covered by the patient’s health plan and the out-of-pocket expense is less than $150.00, testing will proceed without further delay or 
additional contact. The patient’s signed informed consent is being provided with this requisition. I confirm that this testing is medically necessary for the specified 
patient and that these results will be used in the medical management and treatment decisions for this patient.

      Medical Professional Signature (Req.):________________________________________________________        Date: _________________________

Psychiatric Disorders
3402  ADD/ADHD - Atomoxetine, Bupropion, Dextroamphetamine, Imipramine, Lisdexamfetamine, Methylphenidate, Modafinil, 
             Nortriptyline, Viloxazine  (ANKK1, ABCB1, ADRA2A, CYP2B6, CYP2C19, CYP2D6, DRD1)
3404  Anxiety, Insomnia, Severe Agitation - Alprazolam, Bupropion, Daridorexant, Desvenlafaxine, Dexmedetomidine, 
             Duloxetine, Escitalopram, Lemborexant, Lorazepam, Midazolam, Oxazepam, Pimavanserin, Valbenazine, Venlafaxine, 
             Vilazodone (ABCB1, ADRA2A, ANKK1, COMT, CYP1A2, CYP2B6, CYP2C19, CYP2D6, CYP3A4, GABRP, HTR2A, 
             UGT1A1, UGT2B15)
3406  Bipolar Disorder - Aripiprazole, Asenapine, Cariprazine, Clonazepam, Lamotrigine, Lithium, Lumateperone, Lurasidone, 
             Olanzapine, Oxcarbazepine, Quetiapine, Samidorphan, Valbenazine, Valproic acid, Vilazodone (ABCB1, ABCG2, ANKK1,
             CYP1A2, CYP2C9, CYP2D6, CYP3A4, CYP3A5, COMT, DRD1, HTR2A, MTHFR, UGT1A1)
3407  Depressive Disorder & Major Depressive Disorder - Amitriptyline, Antidepressants (gen), Antipsychotics, Aripiprazole,  
             Brexpiprazole, Bupropion, Cariprazine, Citalopram, Clomipramine, Desipramine, Desvenlafaxine, Deutetrabenazine, 
             Diazepam, Doxepin, Duloxetine, Escitalopram, Esketamine, Fluoxetine, Fluvoxamine, Imipramine, Maprotiline, 
             Mavacamten, Milnacipran, Mirtazapine, Nortriptyline, Olanzapine, Opipramol, Paroxetine, Pimavanserin, Quetiapine, 
             Sertraline, SSRIs (gen), Trimipramine, Valbenazine, Venlafaxine, Vilazodone, Viloxazine, Vortioxetine (ABCB1, ADRA2A, 
             ANKK1, COMT, CYP1A2, CYP2B6, CYP2C19, CYP2C9, CYP2D6, CYP3A4, CYP3A5, GABRP, GRIK4, HTR2A, HTR2C, 
             MTHFR, UGT1A1)
3412  Post-Traumatic Stress Disorder (PTSD) - Aripiprazole, Amitriptyline, Bupropion, Buspirone, Desvenlafaxine, Dronabinol, 
             Duloxetine, Fluoxetine, Fluvoxamine, Guanfacine, Hydroxyzine, Ketamine, Lamotrigine, Mirtazapine, Nefazodone, 
             Paroxetine, Propranolol, Quetiapine, Risperidone, Sertraline, Trazodone, Valproic Acid, Venlafaxine, Vilazodone, Zolpidem 
             (ABCB1, ABCG2, ANKK1, COMT, CYP1A2, CYP2B6, CYP2C19, CYP2C9, CYP2D6, CYP3A4, CYP3A5, DRD1, GABRP, 
             HTR2A, UGT1A1)



MDL Contact Information

GBS Hotline
24 hours - 7 days a week
Group B Strep & HSV results only

877.MDL.GBS7
877.635.4277

Quality Control Department 
For Technical Assistance 877.269.0090 609.245.7665

Client Services
General Questions, Results 877.269.0090 609.570.1050

Client Services
Billing Questions 877.333.9233 609.245.7683

Specimen Packaging:
1. Label every vial with a minimum of 2 patient identifiers including the patient’s name and date of birth. Be sure the name on the vial is written exactly the 

same way as on the test requisition form.
2. Place the vial into the Styrofoam/Cardboard container.   You can fit up to 3 vials in one container.
3. Place the Styrofoam/Cardboard container into the central pocket of a biohazard bag containing absorbent material.
4. Place a completed test requisition form for each vial in the front pocket of the biohazard bag.
5. Place the biohazard bag into the prepaid Lab pack Envelope that has a preaddressed airbill attached. One envelope will accommodate 6-7 containers. 

Package as many containers in one Labpack as possible.
6. Be sure to seal the Lab pack by removing the plastic from the top of the adhesive

Specimen Pick-up:
• If you have a specimen pick-up for a local courier in the NJ, PA, DE, D.C., MD, VA, KS, MO or Phoenix, AZ area, please call (877) 205-0005 no later than 

2 hours prior to the closing of your facility.
• If you have a specimen pick-up, please call your sales representative or MDL customer service at 877.269.0090 no later than 2 hours prior to the closing 

of your facility.

Specimen Collection Plat-
form TAT* Stability Test Additions¥  

Whole Blood
Yellow Top Tube
(ACD Solution A)

3-5 days 48 hours 30 days to add tests

1. In accordance with the standard operating procedure 
of your facility, collect blood in two yellow top (ACD 
solution A) tubes.

2. Allow the tubes to fill properly to ensure the proper 
blood to anticoagulant ratio.

3. Invert gently several times to mix and prevent clot 
formation. Do not shake the tubes. Do not centrifuge. 

Saliva 5 - 10 days 48 hours 30 days to add tests

• Vigorously rinse mouth with clean water 5 minutes prior 
to specimen collection (30 minutes prior is ideal).

• After rinsing, do not brush teeth, use mouthwash, eat, 
drink, chew gum or smoke prior to sample collection.   

1. Begin collecting your sample by allowing saliva to pool 
in your mouth.  Then spit into the wide funnel of the 
tube allowing saliva to collect in the upper chamber of 
the tube. Fill the tube until the amount of saliva (not 
bubbles) reaches the fill line as shown. 

2. Once filled, unscrew the funnel allowing the saliva to 
flow into the lower chamber of the tube containing the 
stabilizing solution. Discard the funnel.

3. Use the blue cap to close the tube tightly.  Shake the 
capped tube for 5 seconds.

Supply Orders:
Easily place supply orders online by visiting our website:

                     http://www.mdlab.com/physicians/supplies/#

Supply orders may also be placed by contacting our Client Services department 
toll free 877.269.0090 or by fax 609.570.1050. Supply requests are processed 
and shipped on a daily basis. Please allow 3 to 5 business days for delivery, 
depending upon your location.

Helpful Hints Checklist
Please review these helpful hints to reduce specimen discrepancies and 
enhance turnaround time.
Verify Patient Name - did you:
  attach the correct demographics sheet?
  write the patient’s name on the requisition form?

Patient Name Matches on Vial & Requisition Form- did you:
  make sure names on vial and requisition form match?
  list the patients married or maiden name?
  list a nickname by mistake?

Verify Date of Collection- did you:
  write the correct year?
  write the correct month?
  list the date of birth instead?

Verify Tests- did you:
  clearly mark each box?
  order tests appropriate for the specimen type? 

No Tests Ordered- did you:
  mark the boxes for the tests/panels ordered?

Medical Necessity Guidelines:
Physicians must only order tests that they have determined are medically necessary for the diagnosis and treatment of a patient. MDL offers individual tests, 
as well as a limited number of customized panels. MDL provides practitioners with the flexibility to choose appropriate individual tests for each specimen to 
assure that the convenience of ordering panels does not impede them from ordering tests/panels that are medically necessary. All tests listed in panels may 
be ordered individually using this test requisition form. If you choose to order a panel, please make certain that each and every test is medically necessary. If 
you check off a panel as your choice, MDL understands that the physician has determined that all of the component tests are medically necessary, and will 
perform, report and bill for all such component tests.


