
Atherosclerotic heart disease of native 
coronary artery without angina pectoris
Atherosclerotic heart disease of native 
coronary artery with unstable angina pectoris
Ischemic cardiomyopathy
Silent Myocardial ischemia
Atherosclerosis of autologous artery coronary 
artery bypass graft(s) with unstable angina pectoris.
Chronic Ischemic heart disease, unspecified
Occlusion and stenosis of other middle cerebral artery
Long term (current) use of antithrombortics/antiplatelets
Bipolar disorder, current episode depressed, 
mild of moderate severity, unspecified

Bipolar disorder, current episode depressed, 
mild of moderate severity, unspecified
Bipolar disorder, current episode mixed, unspecified
Major depressive disorder, recurrent, moderate
Major depressive disorder, recurrent severe 
without psychotic features
Major depressive disorder, recurrent severe with 
psychotic features
Major depressive disorder, recurrent unspecified
Phobic anxiety disorder, unspecified

PATIENT’S INFORMATIONPHYSICIAN’S INFORMATION

BILLING INFORMATIONSPECIMEN COLLECTION

TEST MENU - Check Boxes

CUSTOM PROFILES / ADDITIONAL GENES

ICD-10 CODES

PATIENT AUTORIZATION

I25.10

I25.1107

I25.5
I25.6
I25.720

I25.9
I66.8
Z79.02
F31.30

F31.5

F31.60
F33.1
F33.2

F33.3

F33.9
F40.9

I authorize the collection of this specimen for the purpose of analytical testing by Accu Reference and release of results to my treating physician and staff. I authorize Accu 
Reference and or ils designees to obtain insurance and billing information and release of such information as necessay to determine and collect benefits. I understand I am 
financially responsible for payments should Insurance be denied, partially paid, or co-payments required.

Patient Siganture: Intials                           Month               Day                Year  

PHARMACOGENETIC REQUISITION FORM

CURRENT MEDICATIONS





This form serves to make you aware that your insurance company,                                                                                                 , 
may not pay for the service(s) described below. The fact that they may not pay for a particular service does not mean that 
you should not receive it. There is a good reason that your healthcare provider has recommended it. 

1901 East Linden Ave. Suite 4, Linden, NJ 07036       www.accureference.com       T: (908) 474-1004        F: (908) 474-0032

PGX Self – Pay Patient Agreement

Patient’s Name (please print)                                                                                  Insured/Guarantor Name

Doctor’s Note:

Insurance company                                                                                                  Member ID Number

TEST CODE DESCRIPTION       PRICE TEST CODE DESCRIPTION       PRICE

5088

5089

5087

5086

ACCU Cardiac Panel

ACCU Psych Panel

ACCU Pain Panel

ACCU Comp Panel

$250.00

$250.00

$250.00

$300.00

5090

5092

5091

CYP2C9 /VKORC1

CYP2D6

CYP2C19

$250.00

$250.00

$250.00

Charges may not be covered for the following reason(s):
    It is a non-covered item or service, your insurance company will not pay for it
    The service is considered experimental or for research use and is not covered

    Other (explain):

Patients without any health insurance coverage must pay $300 for Genetic testing.
At this time I have no health insurance coverage. I understand that I am responsible for paying all the charges 
for the lab services performed.
I received the self-pay agreement policy from Accu Reference Medical Lab. I have read and fully understand 
the information provided to me. 
If I have any questions about my charges, statements or balance due, I understand that I many contact 
Accu Reference’s Billing Department at 908-474-1004.

Patient signature   Date 


