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5424 Glenridge Drive NE 
Atlanta, GA 30342 USA 
toll-free: 844.TESTMNG 
fax: 678.225.0212 
mnglabs.com 

REPEAT EXPANSION DISEASE  
TEST REQUEST FORM 
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PATIENT AND SPECIMEN INFORMATION 

PATIENT LAST NAME   PATIENT FIRST NAME   

PATIENT ID #  DATE OF BIRTH [MM/DD/YYYY]  

DIAGNOSIS/ICD-10  COLLECTION DATE [MM/DD/YYYY]  

GENDER � MALE         � FEMALE SPECIMEN TYPE 

� WHOLE BLOOD                  � FIBROBLASTS        � URINE 

� SKIN [FOR CULTURE]       � PLASMA                   � CSF 

� BUCCAL SWAB                   � MUSCLE           
� DNA [DNA ISOLATION TISSUE]                              

REFERRING PHYSICIAN INFORMATION 

REFERRING PHYSICIAN NAME 
                                                                                                              SIGNATURE 

FACILITY/ORGANIZATION 
                                                                                                                    PHONE 

SELECT AND PROVIDE EMAIL OR FAX FOR 

REPORT DELIVERY � EMAIL                                                                                                           � FAX  

BILLING INFORMATION 

FACILITY RESPONSIBLE FOR PAYMENT                                                                                                                                               PHONE 

FACILITY CONTACT PERSON                                                                                                                                                 EMAIL 

FACILITY BILLING ADDRESS 1                                                                                                                                          FAX 

FACILITY BILLING ADDRESS 2  

CITY, STATE, ZIP CODE  

RESULTS (SENT BY SECURE HIPAA-COMPLIANT EMAIL OR FAX) 

 AUTHORIZED RESULTS RECIPIENT 1 AUTHORIZED RESULTS RECIPIENT 2 

NAME   

FACILITY   

PHONE   

MARK BOX AND FILL IN INFORMATION FOR PREFERRED RESULTS TRANSMISSION METHOD 

FAX � � 

EMAIL � � 
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