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Patient Name:  
Identification Number:  

HEREDITARY CARDIOVASCULAR PHYSICIAN ORDER 

PATIENT INFORMATION ORDERING PROVIDER INFORMATION 
First name MI Last name Preferred Name Physician 

Date of birth Genetic Sex (required): ☐M ☐F ☐UNK MRN # Address 
Gender Identity (optional): 

Address City City State Zip Code 

State Zip code Phone Phone Fax 

Ancestry (check all that apply) NPI# 
☐ White/Caucasian
☐ Black/AfricanAmerican
☐ Hispanic
☐ Asian

☐ Native American
☐ Central/South American
☐ West/North European
☐ East/Central European

☐ Ashkenazi Jewish
☐ Middle Eastern
☐ Other

Additional Report To: 

SAMPLE INFORMATION 
(Please check one) 
☐ Blood sample (Preferred) 
☐ Use stored extracted DNA 

☐ Saliva kit requested 

Does this individual have a history of: 

☐ Blood Transfusion ☐ Hematologic Malignancy ☐ Bone Marrow Transplant ☐ NONE

If the answer is yes to any of these questions, please contact the laboratory to discuss before sending a sample.

STATEMENT OF MEDICAL NECESSITY (ONLY REQUIRED IF NO ELECTRONIC ORDER) 
ICD-10 Diagnoses 
Codes (REQUIRED) 

I authorize and direct UPMC Clinical Genomics Laboratory (UCGL) to perform the testing indicated. I confirm that the testing requested is 
reasonable and medically necessary and that the test results may impact medical management and treatment decisions for this patient. 
and participating family members. I certify that the patient or legal guardian and participating family members have been informed of the 
risks, benefits, and limitations of genetics testing. The person listed as the ordering provider is authorized by law to order the test(s) 
requested herein.

Signature of Provider (Required) Date 
PATIENT CONSENT (REQUIRED) 
By signing this form I acknowledge as the patient/legal guardian that I have read the informed consent document and that I authorize the UCGL to perform genetic 
testing. 

☐ OPT-IN: Please check this box if you wish to be recontacted for future research opportunities should they become available

Print name of Patient/Legal guardian Signature of Patient/Legal Guardian Date 
PAYMENT OPTIONS: SELECT ONE 
☐ INSTITUTIONAL BILLING
Facility Address Contact Phone Email 

☐ INSURANCE BILLING (copy front and back of insurance cards)
Primary Insurance Insurance ID# Name and DOB of Insured Patient Relation to Policy Holder 

Self Spouse Child 

Secondary Insurance Insurance ID# Name and DOB of Insured Prior Authorization # - Please Attach 

☐ PATIENT BILLING

☐ The patient is electing to self-pay and agrees that neither they nor UPMC Clinical Genomics Laboratory (UCGL) will submit a claim to their health insurance for
testing.

REQUISITION CONTINUES ON NEXT PAGE 
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 CLINICAL FEATURES TO BE CONSIDERED IN ANALYSIS 

Clinical diagnosis 
  Yes    No    Unknown 

□ Arrhythmogenic right 
ventricular cardiomyopathy 
(ARVC) / Arrhythmogenic 
cardiomyopathy (ACM) 

□ Atrial fibrillation (AF) 
□ Brugada syndrome (BrS) 
□

□

Capillary malformation-
arteriovenous malformations
(CM-AVMs) 
Catecholaminergic 
Polymorphic Ventricular 
Tachycardia (CPVT) 

□
□

Congenital heart defect 
Dilated cardiomyopathy 
(DCM) 

□ Ehlers-Danlos syndrome 
(EDS) 

□ Familial 
hypercholesterolemia (FH) 

□ Hereditary hemorrhagic 
telangiectasia (HHT) 

□ Hypertrophic 
cardiomyopathy (HCM) 

□ Left ventricular 
noncompaction 
cardiomyopathy (LVNC)

□ Loeys-Dietz syndrome (LDS)
□ Long QT syndrome (LQTS) 
□ Marfan syndrome 
□ Pulmonary arterial 

hypertension (PAH)
□ Restrictive cardiomyopathy 

(RCM)  
□ Short QT syndrome (SQTS)
□ Sudden cardiac arrest / 

Sudden unexplained death 
□ Thoracic aortic aneurysm /

dissection (TAAD): 
____________ 

□ Transthyretin cardiac 
amyloidosis 

□ Other: ______________ 

Aortopathy/Connective tissue 
disorder 

  Yes    No    Unknown 
□ Aortic/Arterial aneurysm 
□ Aortic/Arterial dissection – 

age of onset: ____________ 
□ Aortic root dilation – age of 

onset: ________ 
□ Arachnodactyly 
□ Arterial tortuosity/ectasia 
□ Beighton score: _____ 
□ Bifid uvula 
□ Congenital hip dislocation 
□ Craniosynostosis
□ Dental crowding 
□ Dural ectasia 
□ High palate 
□ Hollow organ rupture (select

all that apply): 
 Intestinal perforation 
 Uterine rupture 
 Other: _____________ 

□ Hypertelorism 
□ Joint contractures: 
□ Joint dislocations 
□ Joint hypermobility (select

one):
Generalized 
Severe 
Distal 

□ Mandibular defect (select all 
that apply): 
Micrognathia 
Retrognathia 

□ Meets Ghent criteria 
□ Midface retrusion 
□ Mitral valve prolapse: 

Severe?     Yes     No 
□ Myopia 
□ Ocular findings (select all 

that apply): 
Blue sclerae 
Ectopia Lentis
Keratoconus 
Retinal detachment
Thin cornea 

□ Orofacial cleft (select all that 
apply): 
Cleft palate 
Cleft lip 

□ Osteoarthritis 
□ Pes planus 

□ Pectus carinatum 
□ Pectus excavatum 
□ Skin findings (select all that 

apply): 
Atrophic scars 
Bruising susceptibility Cutis
Laxa 
Skin fragility 
Soft skin 
Skin hyperflexibility 
Increased palmar wrinkling 

□ Spine curvature (select one): 
Scoliosis
Kyphoscoliosis 
Kyphosis 

□ Spontaneous pneumothorax
□ Recurrent fractures
□ Tall stature 
□ Other: ______________ 

Arrhythmia/Cardiomyopathy 
  Yes    No    Unknown 

□ Bradycardia 
□ Cardiac conduction

abnormality 
□ Fatty replacement of 

ventricular myocardial tissue 
□ Heart transplant
□ Syncope 
□ Torsades de pointes 
□ Ventricular tachycardia 
□ Other: _____________ 

Congenital heart defect 
  Yes    No    Unknown 

□ Atrial septal defect
□ Bicuspid aortic valve 
□ Coarctation of aorta 
□ Heterotaxy 
□ Hypoplastic left heart
□ Patent ductus arteriosus 
□ Patent foramen ovale 
□ Tetralogy of Fallot
□ Ventricular septal defect
□ Other: ______________ 

Dyslipidemias 
  Yes    No    Unknown 

□ Atherosclerosis 
□ Corneal arcus 
□ LDL-C levels: ______ 
□ Stroke 
□ Triglycerides:______ 
□ Xanthomatosis 
□ Other:___________ 

ECG 
  Yes    No    Unknown 

□ QTc interval: _______ 
□ Other: ______________ 

Echocardiogram or MRI 
  Yes    No    Unknown 

□ Aortic diameter Z- score ≥2 –
age of 
onset:________________ 

□ EF%: _________________ 
□ LVDD_________________ 
□ Max LV wall thickness: 

______________________ 
□ Other: _______________ 

HHT 
  Yes    No    Unknown 

□ Arteriovenous malformation
□ Epistaxis 
□ Telangiectasia 
□ Other: ____________ 

Other 
  Yes    No    Unknown 

□ Angiokeratomas Anhidrosis 
□ Café-au-lait spots 
□ Cystic hygroma 
□ Downslanted palpebral 

fissures 
□ Elevated circulating creatine 

kinase 
□ Hearing impairment (select

all that apply): 
□ Sensorineural 
□ Conductive Hypotonia
□ Increased nuchal 

translucency 
□ Intellectual disability 
□ Muscle weakness
□ Myopathy 
□ Renal insufficiency 
□ Short neck 
□ Thromboembolism 

Comprehensive Cardiomyopathy and Arrhythmia Panel: ABCC9 ACADVL ACTC1 ACTN2 AGL ALMS1 ALPK3 ANKRD1 BAG3 BRAF CACNA1C CACNA1D CALM1 CALM2 CALM3 CASQ2 
CAV3 CBL CDH2 CPT2 CRYAB CSRP3 CTF1 CTNNA3 DES DMD DNAJC19 DOLK DSC2 DSG2 DSP DTNA ELAC2 EMD EYA4 FHL1 FKRP FKTN FLNC GAA GATA4 GATA5 GATA6 GATAD1 GJA5 
GLA HAND1 HCN4 HRAS ILK JPH2 JUP KCNE1 KCNH2 KCNJ2 KCNK3 KCNQ1 KLF10 KRAS LAMA4 LAMP2 LDB3 LMNA LZTR1 MAP2K1 MAP2K2 MRAS MTO1 MYBPC3 MYH6 MYH7 MYL2 MYL3 
MYL4 MYLK3 MYPN NEBL NEXN NF1 NKX2-5 NRAS PCCA PCCB PDLIM3 PKP2 PLEKHM2 PLN PPA2 PPCS PPP1CB PRDM16 PRKAG2 PTPN11 RAF1 RASA1 RASA2 RBM20 RIT1 RRAS RYR2 
SCN5A SDHA SGCD SHOC2 SLC22A5 SOS1 SOS2 SPRED1 TAZ TBX20 TCAP TMEM43 TMEM70 TMPO TNNC1 TNNI3 TNNI3K TNNT2 TPM1 TRDN TRPM4 TTN TTR VCL  
Cardiomyopathy Panel:  ABCC9 ACADVL ACTC1 ACTN2 AGL ALMS1 ALPK3 ANKRD1 BAG3 BRAF CACNA1C CAV3 CBL CDH2 CPT2 CRYAB CSRP3 CTF1 DES DMD  DNAJC19 DOLK DSC2 
DSG2 DSP DTNA ELAC2 EMD EYA4 FHL1 FKRP FKTN FLNC GAA GATAD1 GLA HAND1 HCN4 HRAS ILK JPH2 JUP KLF10 KRAS LAMA4 LAMP2 LDB3 LMNA LZTR1 MAP2K1 MAP2K2 MRAS 
MTO1 MYBPC3 MYH6 MYH7 MYL2 MYL3 MYLK3 MYPN NEBL NEXN NF1 NKX2-5 NRAS PCCA PCCB PDLIM3 PKP2 PLEKHM2 PLN PPA2 PPCS PPP1CB PRDM16 PRKAG2 PTPN11 RAF1 RASA1 
RASA2 RBM20 RIT1 RRAS RYR2 SCN5A SDHA SGCD SHOC2 SLC22A5 SOS1 SOS2 SPRED1 TAZ TBX20 TCAP TMEM43 TMEM70 TMPO TNNC1 TNNI3 TNNI3K TNNT2 TPM1 TTN TTR VCL  
Arrhythmia Panel:  ABCC9 ACTN2 BAG3 BRAF CACNA1C CACNA1D CALM1 CALM2 CALM3 CASQ2 CAV3 CDH2 CTNNA3 DES DSC2 DSG2 DSP EMD FLNC GATA4 GATA5 GJA5 GLA HCN4 
JUP KCNE1 KCNH2 KCNJ2 KCNK3 KCNQ1 LDB3 LMNA MYL4 NKX2-5 PKP2 PLN PPA2 PRKAG2 RBM20 RYR2 SCN5A TMEM43 TNNI3 TNNI3K TNNT2 TRDN TRPM4 TTN  
Pulmonary Hypertension Panel: ACVRL1 AQP1 ATP13A3 BMPR2 CAV1 EIF2AK4 ENG GDF2 KCNK3 SMAD9 SOX17 TBX4 BMPR1B KCNA5 
Aortopathy and FTAAD Panel: ACTA2 ADAMTS10 BGN CBS COL3A1 COL5A1 COL5A2 EFEMP2 FBN1 FBN2 FLNA FOXE3 LOX MED12 MFAP5 MYH11 MYLK NOTCH1 PLOD1 PRKG1 SKI 
SLC2A10 SMAD2 SMAD3 SMAD4 TGFB2 TGFB3 TGFBR1 TGFBR2 ARIH1 HCN4 LTBP3 MAT2A PLOD3 SMAD6 
Familial Hypercholesterolemia Panel:  ABCA1 ABCG5 ABCG8 ANGPTL3 APOA1 APOA5 APOB APOC2 CETP CREB3L3 CYP27A1 GPD1 GPIHBP1 LCAT LDLR LDLRAP1 LIPA LIPG LMF1 LPL 
LRP6 MTTP PCSK9 PNPLA2 SAR1B APOA4 APOC3 CYP7A1 GALNT2 GCKR LIPC LIPI MYLIP PLTP SCARB1 ZHX3 

SELECT ONE PANEL BELOW

Patient Name:  
Identification Number:  

HEREDITARY CARDIOVASCULAR PHYSICIAN ORDER 
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