
Authorised by (Name): Seema Dhanjal Code: UK_M_F_033 Date of issue: 28/January/2021 Version: 2.0 Page 1/2 

Igenomix UK Ltd, Surrey Technology Centre, 40 Occam Road, Guildford, GU2 7YG. Email: 
info.uk@igenomix.com. Tel: +44(0)2080688176.  www.igenomix.co.uk 

Blank space reserved for IGENOMIX only 

Pre-Preimplantation Genetic Testing for Monogenic Disorders 
(Pre-PGT-M) Test Requisition Form 
Fields marked with * are required to perform the test 

* CLINICIAN INFORMATION
Clinic: ____________________________________________________________________________________________________________

Referring Clinician: __________________________________________________________________________________________________

E-mail: _____________________________________________ Date of referral: _______________________________________________

* PATIENT INFORMATION AND REASON FOR REFERRAL

PATIENT

Patient surname:  ___________________________________ Patient first name: ________________________________________

Patient date of birth:  ________________________________ MRN/Unique patient ID: ____________________________________ 
Relation to embryo: __________________________________ Specify the presence (if any) of a blood borne transmittable disease:  

 ________________________________________________________ 

Genetic Disorder Gene Mutation 

Disorder 1: _________________________ 1: _______________________________ 1: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

Disorder 2 (if applicable): _____________ 2: _______________________________ 2: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

PARTNER

Partner surname: ___________________________________ Partner first name: ________________________________________ 
Partner date of birth:  ________________________________ MRN/Unique patient ID: ____________________________________ 
Relation to embryo: __________________________________ Specify the presence (if any) of a blood borne transmittable disease: 

________________________________________________________ 

Genetic Disorder Gene Mutation 

Disorder 1:  _________________________ 1: _______________________________ 1: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

Disorder 2 (if applicable): _____________ 2: _______________________________ 2: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 
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FAMILY MEMBER 1

Name: __________________________________________ Relation to embryo: _______________________________________ 
Date of birth: ____________________________________ Specify the presence (if any) of a blood borne transmittable disease: 

________________________________________________________ 

Genetic Disorder Gene Mutation 

Disorder 1: _________________________ 1: _______________________________ 1: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

Disorder 2 (if applicable): _____________ 2: _______________________________ 2: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

FAMILY MEMBER 2

Name: _____________________________________________ Relation to embryo: _______________________________________ 
Date of birth: ________________________________________ Specify the presence (if any) of a blood borne transmittable disease: 

_______________________________________________________ 

Genetic Disorder Gene Mutation 

Disorder 1: __________________________ 1: _______________________________ 1: _____________________________________ 

OMIM No. ___________________________ OMIM No. ________________________ Genetic status: ___________________________ 

Disorder 2 (if applicable): ______________ 2: _______________________________ 2: _____________________________________ 

OMIM No. ___________________________ OMIM No. ________________________ Genetic status: ___________________________ 

FAMILY MEMBER 3

Name: ______________________________________________ Relation to embryo: _______________________________________ 
Date of birth: _________________________________________ Specify the presence (if any) of a blood borne  transmittable disease: 

________________________________________________________ 

Genetic Disorder Gene Mutation 

Disorder 1:  ________________________ 1: _______________________________ 1: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

Disorder 2 (if applicable): _____________ 2: _______________________________ 2: _____________________________________ 

OMIM No. __________________________ OMIM No. ________________________ Genetic status: ___________________________ 

Clinician authorisation 
I certify that the patient and prescribing doctor's details given in this request form are accurate to the best of my knowledge and that I have requested 
the test indicated above based on my professional criteria. I have explained the limitations of this test and have answered any questions based on 
medical judgement. I understand that Igenomix may require further information and I agree to provide this information if necessary.  

*Clinician's signature Date:    
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