International

**please complete all information below.
HOSPITAL Test will not be performed without completed requisition form**

Sender Address

**Specimen MUST be labeled with patient First Name, Last name, Date of birth and Date of collection**

Patient First Name : (‘ﬂa)

Last Name : (WURANR)

H.N. Date of Birth (dd/mm/yyyy) / / Gender O Male O Female
Tel : E-mail :

Laboratory Department, FI.13 Building C
33 Sukhumvit 3, Wattana, Bangkok, Thailand 10110

Q Bumrungrad Genetic Screerling Request Form
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Tel:+6620114158 Labservices@bumrungrad.com
|:| Cardio screen (Proactive test)** |:| EDTA 3 ml. 2 tubes |:| Saliva kit
|:| Cancer screen (Proactive test)** |:| EDTA 3 ml. 2 tubes |:| Saliva kit
Other note
Collection Date (dd/mm/yyyy) Collection Time (hh/mm)
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Test Perpose : gi§uusnissiaavieiiaseiu doil

Screening for health patient (n5asIadansasdmsugthadfiguaine)
Patient has symtoms related to testing (§ihafiannisiaafiannsiiintasiunisasa)
Please indicate (1usaszy)

Family history related to testing (f:ndnluasauatiiseisiilulsadidmaasiunsasa)

Please indicate (1usaszy)

Previous genetic result relate to testing (fthefinanisnagaunmeiusaaasviiAmaasnaunii)
Please indicate (1lsaszy)

Family members have a history of gene disorder related to testing (§ihefisundnluasauasriifianudailnfuasfiuiivinnisnsa)
Please indicate (1lsaszy) (attached related document)
Relation of familly member (aauduiusiueile)
Other
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inicity : 216Wusg
Asian Hispanic I:l Sephardic Jewish

Ashkenazi Jewish Mediterranean I:l Other

African-American Native American
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White/Caucasian

Referring Physician : 2iayjaunnedidnsia

Referring Physician Name:

French Canadian

Tel: E-mail :
Referring Clinic : Referring Clinic contact person
Tel : E-mail :
For sending report
Signature Referring Physician
www.bumrungrad.com/laboratory DX Labservices@bumrungrad.com
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