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Liverpool Ocular Oncology Molecular Pathology Service

Molecular Genetic Test Request Form

	Sender (Name & Address):

	

	Date sent (dd/mm/yyyy):
	

	Patient Name:
	

	Patient Surname:
	

	Hospital Number:
	

	Date of Birth (dd/mm/yyyy):
	

	Sex (M/F):
	

	Specimen type (e.g., Enucleation, local resection, FNAB):
	

	Whole blood sample included (Y/N):
	

	H&E section included (Y/N):
	

	Diagnosis:
	

	Age at Primary Management:
	

	Largest Basal Tumour Diam (mm):
	

	Tumour height (mm):
	

	Ciliary body involvement (Y/N):
	

	Extraocular spread (Y/N):
	

	Diameter of extraoc tumour (mm):
	

	Epithelioid cells present (Y/N):
	

	Closed loop(s) present (Y/N):
	

	Mitotic count/40 High Power Fields:
	

	Does residual tumour need to be returned? (Y/N):
	

	Additional Comments: 


	


Signed........................................................................................................................
Date…………………………………………………………………………………………..

Please submit this form with specimen to: Dr M Baudo, Molecular Pathology Service, Division of Pathology, Royal Liverpool University Hospital NHS Trust, 6th Floor Duncan Building, Daulby Street, Liverpool L69 3GA,UK. m.baudo@liv.ac.uk
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