Consultation form for Childhood ID/Syndromal diagnosis Medicare testing
     REQUEST DATE:

	
    

	Patient details (Name, address, DOB, MRN or affix sticker)


	DOB:

	MRN:

	
Urgency:        Routine
                        Expedited  (please contact 9439 5594)

Direct management or therapy implication

To guide further investigation / prognosis


Reproductive risk              (is the mother pregnant? -  please call for advice 9439 5594)

Genomic testing request                  Singleton exome                 trio exome         

 Is the chance of confirming molecular cause in this patient based on evidence:    High    or     Low         

	Clinical summary:
If dysmorphic – access to images?

	Family history:

Are parents related?     Yes                     No                         Unsure

Sibling(s) Affected:        Yes                      No                         Unsure                            If yes, please specify 
Both parents available for testing:           Yes                  No                             Unsure
Other relevant family history (3 generation pedigree helpful)


	Has a chromosome microarray been done?                      Yes                 No     
Is the result normal?                     Yes              No        If ‘NO’- please provide copy of report

	Is stored DNA available? Proband YES/ NO/UNSURE      Parents  YES/ NO/UNSURE

	Has any other genetic/ metabolic testing been undertaken?  diagnostic or research? Please specify
FMR1 testing if DD or ID?

	STEP 1: Please email to info@northshoregenetics.com.au for consultation re approval of testing

	Approval provided by (Clinical Geneticist)  Signature                             Date
                                                                               Name                                     

	


V 04/05/2020

