
Podiatry Pathology Requisition

Facility Name

Facility Address

Ordering Physician (circle appropriate name or write name if not listed)

A�x TrueMed
Labels 
Here

Patient Demographics
Last Name: First Name: Gender: Male FemaleDOB: ___ / ___ / ___

Insurance (include complete patient facesheet and photocopy(s) of active patient insurance card)

Date of Biopsy: ___ / ___ / ___ ICD-10 Codes/ Clinical Impression

Specimen Testing
Specimen Site & Type

A

Shave
Punch
Excision
Clippings
Fluid
Swab

Other
________

BX Type NAILS (NO FORMALIN)

Higher Sensitivity (Melanin + Fungal & Bacterial Screening)
 + Molecular Diagnostics/PCR
Moderate Sensitivity (Fungal & Bacterial Screening)
+ Molecular Diagnostics/PCR
Moderate Sensitivity (Fungal & Bacterial Screening)

NAIL Unit Dystrophy (Fungal, Inflammatory, Neoplasm)

WOUND CULTURE/BACTERIOLOGY (SWAB)

Molecular Sequencing/PCR
 +Histopath Screening for Fungus & Bacteria 

SKIN/SOFT TISSUE/BONE (FORMALIN)
w/histopath screening
for Fungus & Bacteria

SKIN
Pigmented Lesion (R/O Melanoma)

Non-Pigmented Lesion (Verruca/ R/O Carcinoma)

Dermatitis (Eczematous/Tinea)

Ulceration (Malignancy/Vasculitis)
Soft Tissue

Tumor (Ganglion/Lipoma/Sarcoma)

Inflammatory (Tophus/Abscess)
Bone

Arthritis (HAV/Hammer Toe/DJD/Exostosis)

Lytic/Destructive (Osteomyelitis/Neoplasm)
•Molecular Sequencing/PCR    (Limit = 1x patient per day) 

CYTOLOGY/FLUID/CRYSTAL ANALYSIS (DRY CONTAINER/SYRINGE)

Aspiration Crystal Analysis (fresh or in ETOH)

Aspiration Tumor (Ganglion/Cyst)

B

Shave
Punch
Excision
Clippings
Fluid
Swab

Other
________

C

Shave
Punch
Excision
Clippings
Fluid
Swab

Other
________

D

Shave
Punch
Excision
Clippings
Fluid
Swab

Other
________

Patient Consent Provider Consent

Patient Signature:_______________________________________

I am voluntarily seeking laboratory services and hereby consent to provide a sample as requested for analysis by GenTech Diagnostics.  I 
certify that I have voluntarily provided a fresh and unadulterated specimen for analytical testing.  The information provided on this form and 
on the label affixed to the specimen cup is accurate.  I have the right to refuse a specific test, but understand this may impact my 
treatment.  I authorize GenTech Diagnostics to release the results of this testing to the ordering healthcare provider.  I hereby authorize my 
insurance plan to be billed and benefits to be paid directly to GenTech Diagnostics for services I received.  I hereby assign to GenTech 
Diagnostics, as my designated authorized representative, all medical benefits or insurance reimbursement, if any, otherwise payable to me 
for services provided from any insurance policy, self-insured health plan, Medicare or Medicaid in my name or on my behalf.  I acknowledge 
that GenTech Diagnostics may be an out-of-network provider with my insurer.  I am also aware that in some circumstances my insurer will 
send the payment directly to me.  I agree to endorse insurance check and forward it to GenTech Diagnostics within 30 days of receipt.  I 
understand acceptance of insurance does not relieve me from any responsibility concerning payment for laboratory services and that I am 
financially responsible for all charges whether they are covered by my insurance including any deductibles or co-insurance charges.  
Furthermore, I also assign to GenTech Diagnostics the right to appeal or dispute the decision of the insurance company to pursue payment.

Provider Signature:______________________________________

Criteria to establish medical necessity for testing must be based on patient-specific elements identified during the clinical assessment, and 
use in the treatment plan is recommended to support medical necessity.  By my signature below, I certify that the patient’s medical record 
includes all required documentation to support the medical necessity of the above ordered test(s).  I understand and hereby acknowledge 
that the tests ordered herein are medically necessary for this patient given the patient’s clinical condition, and have been recorded in the 
patient file.  I agree to provide GenTech Diagnostics any additional documentation upon request to support this certification.  I also 
understand that my order and a requisition are required for each specimen sent to GenTech Diagnostics.

Reference Lab: Convergent Laboratory, 718 S Greenville Ave, Ste 100, Allen, TX 75002 | CLIA#45D2113081

Ship Sample, copy of Patient Demographic, copy of Insurance Card(s) and this Requisition to:
GenTech Laboratories: 4403 N. Beltwood Parkway, Suite 300, Dallas, TX 75244

Fax: 972.499.9199 | CLIA: 45D2100263 
**highlighted items are required and may cause processing delays
 if not provided**

(Limit = 1x patient per day)

Specimen Labels   Complete the below and attach to specimen container(s)



Nail Testing Menu
Sensitivity Levels:
•Moderate Sensitivity: H&E, PAS, GMS, GRAM
•Higher Sensitivity: H&E, PAS, GMS, GRAM, FM

Molecular Diagnostic Nail Testing

Bacterial Pathogens Tested:
•Bacteroides fragilis, vulgatus
•Enterobacter aerogenes, cloacae
•Enterococcus faecalis, faecium
•Escherichia coli
•Fusobacterium nucleatum, necrophorum
•Klebsiella pneumoniae, oxytoca
•Peptostreptococcus anaerobius, asaccharolyticus, magnus, prevotii
•Prevotella bivia, loescheii
•Proteus mirabilis, vulgaris
•Pseudomonas aeruginosa
•Serratia marcescens
•Staphylococcus aureus, epidermidis, haemolyticus, lugdunensis,
     saprophyticus
•Streptococcus agalactiae (Group B strep)
•Streptococcus pyogenes (Group A strep)

Fungal Pathogens Tested:
•Aspergillus flavus, fumigatus, niger, terreus
•Blastomyces dermatitidis
•Candida albicans, glabrata, parapsilosis, tropicalis
•Cladosporium herbarum
•Curvularia lunata
•Epidermophyton floccosum
•Fusarium oxysporum, solani
•Malassezia furfur, restricta, sympodialis, globosa
•Microsporum audouinii, canis, gypseum
•Trichophyton mentagraphophytes/interdigitale, rubrum, soudanense, 
     terrestre, tonsurans, verrucosum, violaceum
•Trichosporon mucoides, asahii

Resistance Genes Tested:
•CTX-M1 (15), M2 (2), M9 (9), M8/25 Groups (Class A beta lactamase)
•mecA (Methicillin gene)
•OXA-48, -51 (Class D oxacillinase)
•qnrA1, qnrA2, qnrB2 (Fluoroquinolone genes)
•tet B, tet M (Tetracycline genes)
•vanA, vanB (Vancomycin genes)
•ACT, MIR, FOX, ACC Groups (AmpC beta lactamase)
•ermB, C; mefA (Macrolide lincosamide streptogramin)
•dfr (A1,A5), sul (1,2) probes (Trimethoprim/Sulfamethoxazole resistance)
•IMP, NDM, VIM Groups (Class B metallo beta lactamase)
•PER-1/VEB-1/GES-1 Groups (Minor Extented Spectrum beta lactamases)
•SHV, KPC Groups (Class A beta lactamase)

Wound Testing Menu
Molecular Diagnostic Wound Testing

Bacterial Pathogens Tested:
•Acinetobacter baumanii
•Anaerococcus vaginalis
•Bacteroides fragilis, vulgatus
•Burkholderia cepacia, pseudomallei
•Citrobacter freundii
•Clostridium perfringens, novyi, septicum
•Corynebacterium jeikeium, striatum, tuberculostearicum
•Cutibacterium (Propionibacterium) acnes
•Enterobacter aerogenes, cloacae
•Enterococcus faecalis, faecium
•Escherichia coli
•Finegoldia magna
•Fusobacterium nucleatum, necrophorum
•Haemophilus influenzae
•Klebsiella pneumoniae, oxytoca
•Mycoplasma genitalium, hominis
•Peptoniphilus harei, ivorii
•Peptostreptococcus anaerobius, asaccharolyticus, magnus, prevotii
•Prevotella bivia, loescheii
•Proteus mirabilis, vulgaris
•Pseudomonas aeruginosa
•Salmonella enterica
•Serratia marcescens
•Staphylococcus aureus, epidermidis, haemolyticus, lugdunensis,
     saprophyticus
•Stenotrophomonas maltophilia
•Streptococcus agalactiae (Group B strep)
•Streptococcus pneumoniae
•Streptococcus pyogenes (Group A strep)
•Vibrio cholerae, parahaemolyticus, vulnificus

Fungal Pathogens Tested:
•Aspergillus flavus, fumigatus, niger, terreus
•Blastomyces dermatitidis
•Candida albicans, glabrata, parapsilosis, tropicalis
•Cladosporium herbarum
•Curvularia lunata
•Fusarium oxysporum, solani
•Malassezia furfur, restricta, sympodialis, globosa
•Trichophyton mentagraphophytes/interdigitale, rubrum, soudanense, 
     terrestre, tonsurans, verrucosum, violaceum
•Trichosporon mucoides, asahii

Resistance Genes Tested:
•CTX-M1 (15), M2 (2), M9 (9), M8/25 Groups (Class A beta lactamase)
•mecA (Methicillin gene)
•OXA-48, -51 (Class D oxacillinase)
•qnrA1, qnrA2, qnrB2 (Fluoroquinolone genes)
•tet B, tet M (Tetracycline genes)
•vanA, vanB (Vancomycin genes)
•ACT, MIR, FOX, ACC Groups (AmpC beta lactamase)
•ermB, C; mefA (Macrolide lincosamide streptogramin)
•dfr (A1,A5), sul (1,2) probes (Trimethoprim/Sulfamethoxazole resistance)
•IMP, NDM, VIM Groups (Class B metallo beta lactamase)
•PER-1/VEB-1/GES-1 Groups (Minor Extented Spectrum beta lactamases)
•SHV, KPC Groups (Class A beta lactamase)
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