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@5 Diagnostics




    Nichols Institute

Oligo-SNP Clinical Information Form


Patient Name:  

_____________________________

Date of Birth: 

_____________________________

Sample Draw Date:  
_____________________________

Sex:  


_____________________________

Previous Testing

· Chromosome Analysis 



Fluorescent In Situ Hybridization (FISH)

· Yes
Results:_______________________

□   Yes 

Probes:_______________________

· No








Results:_______________________

□   No

Fragile X





Other
__________________________________________

· Yes
Results:_______________________

__________________________________________

· No






__________________________________________

Clinical Information

· Mental retardation
IQ:  ____



□   Speech delay

· Developmental delay





□   Motor delay

· Growth failure
height ____%ile   weight____%ile

□   Learning disability

· Microcephaly






□   Seizure disorder

· Behavior problem





□   Autism Spectrum Disorder
· CNS abnormality 
____________________________________________________________________

· Heart abnormality 
____________________________________________________________________

· Dysmorphic features
____________________________________________________________________

___________________________________________________________________________________________

· Sensory deficit
___________________________________________________________________________

· Major malformations
____________________________________________________________________

___________________________________________________________________________________________

· Minor malformations
____________________________________________________________________

___________________________________________________________________________________________

· Notable prenatal history ____________________________________________________________________

___________________________________________________________________________________________

· Notable family history______________________________________________________________________

· ___________________________________________________________________________________________

· Other


____________________________________________________________________

___________________________________________________________________________________________

Your Name____________________________________________________________________________________

Your Phone Number ___________________________

Your Fax Number __________________________

Please fax this form or clinical report to:  

Leslie Phillips Ross, MS, CGC Fax # (610) 271-4920 or Loretta Mahon, MS, CGC FAX # (610) 271-6703
Please call Leslie Phillips Ross at (800) 765-2655 X6317 or Loretta Mahon at (800) 877-2520 X6177 with any questions
