
BAYLOR GENETICS
2450 HOLCOMBE BLVD.
GRAND BLVD. RECEIVING DOCK
HOUSTON, TX 77021-2024

PHONE
1.800.411.4363
FAX
1.800.434.9850

CONNECT

BAYLORGENETICS.COM

GENEAWARE REQUISITION

1 // 2 04.30.20

/ /
Physician's Printed Name Physician's Signature Date (MM / DD / YYYY)

/ /
Patient's Printed Name Patient's Signature Date (MM / DD / YYYY)

Pay With Sample Bill To Patient

PATIENT INFORMATION (COMPLETE ONE FORM FOR EACH PERSON TESTED)

Address City State Zip Phone

Email (Required for International Clients) Phone Fax

Name Email Fax

Name Email Fax

Do Not Perform Test Until Patient is Aware of Out-Of-Pocket Costs (excludes prenatal testing)

REQUIRED ITEMS 1. Copy of the Front/Back of Insurance Card(s) 2. ICD10 Diagnosis Code(s) 3. Name of Ordering Physician 4. Insured Signature of Authorization

ADDITIONAL RECIPIENTS

SELF PAYMENT

INSTITUTIONAL BILLING

INSURANCE

Accession # Hospital / Medical Record #

Institution Name Institution Code Institution Contact Name Institution Phone Institution Contact Email

City State Zip

/ /
Name of Insured Insured Date of Birth (MM / DD / YYYY)

Address of Insured

Patient's Relationship to Insured Phone of Insured

Primary Insurance Co. Name Primary Insurance Co. Phone

Primary Member Policy # Primary Member Group #

City State Zip

/ /
Name of Insured Insured Date of Birth (MM / DD / YYYY)

Address of Insured

Patient's Relationship to Insured Phone of Insured

Secondary Insurance Co. Name Secondary Insurance Co. Phone

Secondary Member Policy # Secondary Member Group #

By signing below, I hereby authorize Baylor Genetics to provide my insurance carrier any information necessary, including test results, for processing my insurance claim. I 
understand that I am responsible for any co-pay, co-insurance, and unmet deductible that the insurance policy dictates, as well as any amounts not paid by my insurance carrier for 
reasons including, but not limited to, non-covered and non-authorized services. I understand that I am responsible for sending Baylor Genetics any and all payments that I receive 
directly from my insurance company in payment for this test. Please note that Medicare does not cover routine screening tests.

This test is medically necessary for the risk assessment, diagnosis, or detection of a disease, illness, impairment, symptom, syndrome, or disorder. The results will determine my patient’s medical management 
and treatment decisions. The person listed as the Ordering Physician is authorized by law to order the test(s) requested herein. I confirm that I have provided genetic testing information to the patient and they 
have consented to genetic testing.

Ordering Physician Institution Name

REPORTING RECIPIENTS

PAYMENT (FILL OUT ONE OF THE OPTIONS BELOW)

STATEMENT OF MEDICAL NECESSITY (REQUIRED)

Biological Sex:

Female Male Unknown
Gender identity (if different from above):

/ /
Patient Last Name Patient First Name MI Date of Birth (MM / DD / YYYY)



BAYLOR GENETICS
2450 HOLCOMBE BLVD.
GRAND BLVD. RECEIVING DOCK
HOUSTON, TX 77021-2024

PHONE
1.800.411.4363
FAX
1.800.434.9850

CONNECT

BAYLORGENETICS.COM

GENEAWARE REQUISITION

/ /
Patient Last Name Patient First Name MI Date of Birth (MM / DD / YYYY) Biological Sex

2 // 2 04.30.20

ETHNICITY

African American Hispanic American Pacific Islander (Philippines, Micronesia, Malaysia, Indonesia)

Ashkenazi Jewish Mennonite South Asian (India, Pakistan)

East Asian (China, Japan, Korea) Middle Eastern (Saudi Arabia, Qatar, Iraq, Turkey) Southeast Asian (Vietnam, Cambodia, Thailand)

Finnish Native American Southern European Caucasian (Spain, Italy, Greece)

French Canadian Northern European Caucasian (Scandinavian, UK, Germany) Other (Specify):

SAMPLE

INDICATION FOR CARRIER TESTING (REQUIRED)

CARRIER TESTING PANELS

MERGED COUPLE REPORTS FOR GENEAWARE PANELS

Date of Collection (MM / DD / YYYY) / /

Blood (Collected in 4 cc EDTA tube with GeneAware barcode)*

Saliva (Collected in GeneAware kit)

Buccal Swab (Collected in GeneAware kit)

SAMPLE TYPE

IF NOT SIGNED, SEPARATE REPORTS WILL BE ISSUED

FEMALE

MALE

60401 Basic 60101 Complete (version 2)

60301 ACMG and ACOG 64000 Comprehensive (version 3.3)

60201 Ashkenazi Jewish

60406 Basic 60106 Complete (version 2)

60306 ACMG and ACOG 64005 Comprehensive (version 3.3)

60206 Ashkenazi Jewish

No Family History Male Infertility / Female Infertility

Patient Known Carrier * Family History of Consanguinity

Partner Known Carrier * Egg / Sperm Donor

Known Family History *
(Specify relationship)

Abnormal Fetal Ultrasound (Specify)

* Please provide the below information and attach report, if applicable.

NOTE: If an individual's sample is submitted after their partner's sample has already been submitted, 
and the couple wishes to have a merged report, both results will be held until all testing is completed 
in order to produce a merged report. This may cause the couple's merged report to be sent out longer 
than 14 days from the first sample submitted, but within 14 days of the second sample submitted.

By agreeing to this informed consent, you provide authorization for your results to be disclosed to 
your ordering physician and other covered entities. If both you and your partner are being tested 
simultaneously or if your results are subsequently merged, you are authorizing the release of your 
results to your partner's healthcare provider, which may include sensitive medical information. 
Your results may become part of your partner's medical record, which is available to your partner's 
physician and other covered entities.

Disease

Gene Variant

Baylor Lab # Family #

Partner Last Name Partner First Name

Is Patient or Patient's Partner Currently Pregnant?
Testing is not available to minors, unless pregnant.

Yes No

Gestational Age on U/S Date:
Weeks Days

ICD10 Diagnosis Code(s):

If Yes, please specify Gestational Age:

LMP / /
MM DD YYYY

U/S / /
MM DD YYYY

/ /
MI Date of Birth (MM / DD / YYYY)

Couple Sent Together

Partner Sent Previously

/ /
Patient Name Date of Birth 

(MM / DD / YYYY)

/ /
Partner Name Date of Birth 

(MM / DD / YYYY)

/ /
Patient Signature Date (MM / DD / YYYY)

/ /
Partner Signature Date (MM / DD / YYYY)

/ /
Physician's Printed Name Physician's Signature Date (MM / DD / YYYY)

I certify that the patient specified above and/or their legal guardian has been informed of the benefits, risks, and limitations of the laboratory test(s) requested. I have answered this person's questions. I have 
obtained informed consent from the patient or their legal guardian for this testing.

NEW YORK STATE PHYSICIAN SIGNATURE OF CONSENT



BAYLOR GENETICS
2450 HOLCOMBE BLVD.
GRAND BLVD. RECEIVING DOCK
HOUSTON, TX 77021-2024

TEL
1.800.411.4363
FAX
1.800.434.9850

CONNECT
HELP@BAYLORGENETICS.COM

BAYLORGENETICS.COM

GENEAWARE CONSENT FORM

1 // 1 06.03.20

/ /
Patient Last Name Patient First Name MI Date of Birth (MM / DD / YYYY) Biological Sex

Patient Signature Date (DD/MM/YYYY)

Printed Name

The categories of test results that may be reported include: 

•	�Positive, pathogenic variant/s detected. This means you are a carrier of a pathogenic variant for a genetic disorder. You may be a carrier for more than one genetic disorder. 

•	�Positive, two pathogenic variants detected in the same gene. Rarely a patient may have two pathogenic variants for one genetic disorder. The two pathogenic variants may be in the same copy of the gene; 
alternatively, one of the variants may reside in one copy of the gene and the other variant may reside in the other copy of the gene. The configuration of pathogenic variants affects the reproductive risk 
calculation. If the pathogenic variants are in opposite copies of the gene, it is also possible that the patient could have clinical symptoms of the disorder or could be at risk to develop symptoms of the 
disorder. It is usually necessary to test additional family members in order to establish the configuration of pathogenic variants. 

•	�Negative, no pathogenic variant detected in the genes examined by this test. There is still a small chance that an examined gene may contain a pathogenic variant that is not detectable by the methodology 
used. Different genes may produce similar disorders. It is therefore possible to be a carrier for a condition due to the presence of a pathogenic variant in a gene that is not included in this GeneAware panel.

RESULTS

The purpose of this consent form is to provide you with information regarding the GeneAware test (version 3, 421 genes). However, it should not take the place of discussing this information with 
your healthcare provider and/or genetic counselor. The purpose of the GeneAware reproductive carrier screening test is to determine if you are a carrier of a pathogenic variant for a genetic disorder. 
A pathogenic variant is meant to refer to both pathogenic and likely pathogenic variants. Everyone is a carrier for several genetic disorders but may not know their risk, especially if there are no 
affected family members. Disorders screened for by the GeneAware panel test focus on genetic conditions that present early in life, some may have treatment options available and others may not. 
If you are found to be a carrier, you can discuss with your healthcare provider or genetic counselor next steps regarding additional testing and family planning options.

TEST INFORMATION

GENEAWARE CONSENT FORM

•	The purpose of this test is to assess reproductive risk for conditions caused by pathogenic changes in the genes examined by this test. However, testing can reveal sensitive health information about you 
and/or your partner. Additionally, test results can have health implications for members of your immediate family. This information may also reveal unexpected information, such as evidence of extra or 
missing sex chromosomes. 

•	A negative result reduces but does not completely eliminate your risk to be a carrier for the tested conditions. 

•	GeneAware does not rule out being a carrier for disorders that are NOT included on the GeneAware panel. 

•	�This test is not for diagnostic purposes. The GeneAware carrier screening does not report variants of uncertain significance (VUS) or certain mildly pathogenic variants that are very common in the general 
population. If you suspect that you are affected with a genetic disorder, diagnostic testing specific for that disorder should be used. 

•	If there is a known family history for a specific genetic disorder listed on this test and your result is negative, it does not necessarily mean that you are not a carrier of a pathogenic variant for that particular 
disorder. Testing of affected family members first in order to identify pathogenic variants carried in the family is ideal. If an affected family member is not available for testing, or if information cannot be 
communicated, specific full gene sequencing may be recommended. 

•	This test is not for prenatal diagnostic purposes. This test is only meant to determine pathogenic variant carrier status for you. If you are determined to be at high risk of having an affected child, then gene-
specific prenatal diagnostic testing may be considered. Prenatal diagnostic testing is available for all of the disorders on the GeneAware panel. 

•	�This test will detect most pathogenic changes in the examined genes in most populations. The detection rate varies by gene and ethnicity. Some ethnicities or subpopulations may have an increased 
frequency for a specific pathogenic variant that cannot be detected by this assay. 

•	This testing is complex and utilizes specialized materials. There is a very small possibility that the test will not work properly or that an error will occur.

•	Results will only be released to a licensed healthcare provider, to those allowed access to test results by law, and to those authorized in writing. 

•	Samples will be retained in the laboratory in accordance with the laboratory retention policy. 

•	Information including results, indications for testing and clinical status obtained from the GeneAware carrier screening test may be shared with healthcare providers, scientists and healthcare databases or 
used in scientific publications or presentations, but the personal identifying information of all persons studied will not be revealed in such data sharing or publications/presentations.

INFORMATION AND CONSENT FOR TESTING

FOR NY PATIENTS: I understand that no genetic test other than those I have authorized shall be performed on my biological sample, and the sample will be destroyed at the end of testing or not more than  60 
days after the sample was taken unless I authorize otherwise below.

PATIENT AUTHORIZATION

My medical provider has presented this test as an option to assess my reproductive risk for certain genetic conditions. The results of this test may impact my medical care and the availability of 
reproductive options. The person listed as the Ordering Physician is authorized by law to order the test(s) requested herein. I confirm that I have reviewed this information with my care provider and 
I consent to genetic testing.

RESEARCH & RECONTACT CONSENT

For more information on research at Baylor Genetics, please visit baylorgenetics.com. Please read the below statements carefully and check the appropriate box.  
Note: If left blank, consent is interpreted as “NO.”

I agree to use of my de-identified specimen for research to improve genetic testing for all patients and contribute to scientific research.

I am a New York State Resident, and I give Baylor Genetics permission to store my specimen in accordance to the laboratory retention policy for internal quality assurance and possible 
research studies.

In addition to agreeing above, I agree to be contacted by Baylor Genetics regarding research opportunities.
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