
STEP 1: COMPLETE PAPERWORK

Make an appointment with your healthcare provider to 
complete and sign the test request form included. Once 
signed and completed, verify all information is accurate 
and add the following information:

• ��Date you collected your sample to the test  
request form

• �Your insurance information & a copy of your 
insurance cards

SPECIMEN COLLECTION DATE (REQUIRED)

5. Confirmation of Informed Consent & Statement of Medical Necessity
I affirm each of the following: I have provided genetic testing information to the patient and the patient has consented to genetic testing. This test is medically necessary for the diagnosis of a disease 
or syndrome. The results will be used in the patient's medical management and treatment decisions. I authorize Myriad to assist my patients in obtaining pre-test genetic counseling services if required 
by the patient's insurance provider (see reverse). The person listed as the Ordering Provider is authorized by law to order the test(s) requested herein.

    Date: (MM/DD/YYYY)

  (Signature date is the specimen collection date if a different date is not provided above)

3. Send Results To  (Optional - additional clinician can be listed to receive test status updates and the patient's copy of the test results)
Name (last) Name (first) Myriad HCP Account # Degree NPI #

Address City State Zip

Office Contact Name Phone Fax Email

6. Billing/Payment Information
  OPTION 1: BILL INSURANCE (Please attach copy of authorization/referral)

Name of Policy Holder:  DOB: 

Insurance  ID#:         to Policy Holder:    Self     Spouse     Child     Other         Authorization/Referral:

 DATE:

I understand that Myriad will contact me if I will be financially responsible for any non-covered service. To be considered for the Myriad Financial Assistance Program, please 

provide the following information: Annual household income $              .  Number of family members in household               .
  OPTION 2: PATIENT PAYMENT (Please call Customer Service for questions regarding test prices or for credit card payment)
  OPTION 3: OTHER BILLING (To establish an account, submit billing information with this form)

  Bill our institutional account #: or established research project code #: or Authorization/Voucher #:

Hereditary Cancer 
Test Request Form

   

1. Patient Information  (Complete information required)      
Name (last) Name (first) (m.i.) Gender Birthdate (MM/DD/YYYY) Patient ID #

Email Cell phone Daytime phone

Address City State Zip

2. Ordering Provider Information  (Only name and HCP Account # required unless you're a new customer or HCP # is unknown)
Name (last) Name (first) Myriad HCP Account # Degree NPI #

Address City State Zip

Office Contact Name Phone Fax Email

MYRIAD GENETIC LABORATORIES, INC. A CLIA Certified Laboratory 
320 Wakara Way • Salt Lake City, UT 84108  /  (800) 469-7423 • Fax (801) 584-3615 • myriad.com

Please submit both pages of this form

Make sure information is complete and legible

 Male       Female

©2020, MGMRHCTCTRF /02-20     PB157 Rev13

Reminder: Include a 
copy of BOTH SIDES of 
your insurance card(s). 

If you submit more than 
one card, indicate which 
is primary.

page 1 of 2

SIGN HERE: Patient/Responsible Party
I AGREE TO THE BILLING TERMS ON REVERSE X

Continue on page 2

SIGN HERE: Medical Professional
(required to process form)

X

    Tests ordered will be processed and billed based on payer criteria.  
*When required  by payer medical policy, myRisk® Update may be performed as a reflex.

NOTE: Affix 
Patient 

Identifier 
Label to 

Specimen 
Tube 

   

At the time of specimen collection:     Hospital Inpatient (>24 hour stay) Discharge date: (MM/DD/YYYY)             Hospital Outpatient          Non-Hospital Patient

FOR LAB USE SPECIMEN COLLECTION DATE (REQUIRED)

(MM/DD/YYYY)

PP-0220-MR1

4. Test Requested  (For test descriptions see reverse)

HEREDITARY CANCER TESTING:  
FOR PATIENTS MEETING HEREDITARY BREAST AND OVARIAN CANCER SYNDROME CRITERIA:

  Integrated BRACAnalysis® (BRCA1 and BRCA2 only)
  Myriad myRisk® Update Test* (does not include BRCA1 and  
BRCA2, see description on reverse)

FOR PATIENTS MEETING LYNCH SYNDROME OR MYH-ASSOCIATED POLYPOSIS (MAP) CRITERIA:
  COLARIS®PLUS (MLH1, MSH2, MSH6, PMS2, EPCAM, and MUTYH only)

  Myriad myRisk® Update Test* (does not include Lynch genes  
or MUTYH, see description on reverse)

FOR PATIENTS MEETING FAMILIAL POLYPOSIS SYNDROME CRITERIA:
  COLARIS AP®PLUS (APC and MUTYH only)

  Myriad myRisk® Update Test* (does not include APC or 
MUTYH, see description on reverse)

FOR PATIENTS OF ASHKENAZI JEWISH ANCESTRY:
 MultiSite 3 BRACAnalysis®

  REFLEX to Integrated BRACAnalysis® (BRCA1 and BRCA2 only)
  REFLEX to Myriad myRisk® Update Test* (does not include 
BRCA1 or BRCA2, see description on reverse)

FOR PATIENTS PREVIOUSLY TESTED AT MYRIAD:
   Myriad myRisk® Update Test (Available to patients who have been tested with BRACAnalysis®, 
COLARIS®, and/or COLARIS AP ®. Full BRCA1/2 duplication and deletion analysis and/or PMS2 testing 
will be included in the test order unless previously performed or restricted by payor criteria.)

RISK ANALYSIS OPTIONS (to be excluded on report, see reverse for details):  

   riskScore® is not appropriate for this patient

   Tyrer-Cuzick and riskScore® are not appropriate for this patient

ADDITIONAL TESTS:  
   Single Site Testing:  Specify Gene:       and Mutation:

 Relationship: My patient is the  (e.g. maternal aunt) of the known mutation carrier. Required: Include a copy of the known mutation carrier’s report.

   Other: (e.g. single gene analysis)
 

(MM/DD/YYYY)

(MM/DD/YYYY)

Select both tests if both 
analyses encompassing all 
available genes are desired

Select both tests if both 
analyses encompassing all 
available genes are desired

Select both tests if both 
analyses encompassing all 
available genes are desired Select both tests if both 

analyses encompassing all 
available genes are desired

Patient Relation

STEP 2: COLLECT SAMPLE STEP 3: PACKAGE EVERYTHING UP
Now it’s time to provide your saliva sample. 
Please DO NOT eat, drink, smoke, or chew gum 
for at least 30 minutes before giving your sample.

• �Place the closed tube back into the plastic tray. You may discard the funnel lid.
• �Remove the plastic bag and mailing label from the test kit
• �Place all other materials including the sample and any paperwork back into 

the test kit
• �Close the test kit and place it into the provided plastic bag, then seal shut

STEP 4: SHIP YOUR SAMPLE

You have two options to send your sample to Myriad.

1. �Place FedEx label found in test kit on top of the existing label, then 
drop off at a FedEx location (fedex.com/en-us/shipping.dropbox.html).

OR

2. �Ship from home with existing US Postal Service label that is on the 
plastic bag.

1. OPEN clear plastic box 
and remove collection tube

2. SPIT into tube until the amount of 
saliva (not bubbles) reaches the fill line

3. CLOSE lid on funnel lid 
until a loud click is heard

4. UNSCREW 
FUNNEL from 
top of tube

5. Use small 
cap to CLOSE 
tube tightly

6. SHAKE closed 
tube for at least 
5 seconds 

7. �LABEL your sample by writing 
your name and date of birth 
on the tube, ensuring that it 
matches the test request form.

1
2
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6For tips on sample 

collection and 
shipping please 

see the back



Speak with a certified genetic counselor at Myriad if you have 
any questions about genetic testing. Call 888-356-0630.

To help answer any questions that you may have about your 
result, go to my.myriad.com/consults. You will need your
accession number located at the top of your result.

PRE-TEST EDUCATION

TIPS

POST-TEST EDUCATION CONSULT

INSTRUCTIONS ON  
SUBMITTING YOUR SAMPLE

You have access to Pre and Post-Test consults with a patient 
educator, a board-certified genetic counselor at no additional cost. • �It can sometimes take a while

to produce enough saliva. Try
rubbing your cheeks, pretend
you are chewing, or think of (or
smell) lemons to stimulate saliva
production

• �Make sure to spit into the funnel
until the amount of liquid saliva
(not bubbles) reaches the fill line

• �Please place all papers that were
included with the kit back inside
before mailing

• �Keep sample at room temperature
after collection and before shipping

• �Any leftover packaging may be
thrown away

• �Ship sample within 1-2 days of
collection of saliva
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