
 
 
 
 
 

 

REQUEST FOR SPECIAL STUDY 
 
 
Patient Information 

Sex Last Name First Name MI Date of Birth 

     /      / M 
 

F 
 

 
 
Petroglyph Accession Number  ________________________ 
 
 
 

Test Requested: 
Breast Cancer Testing Lung Cancer Testing 

 ER, PR 
 ER, PR, Her2neu 
 ER, PR, Her2neu, Ki67 
 Her2neu by FISH 
 Oncotype Dx 

 

 EGFR by PCR  
 KRAS by PCR 
 BRAF by PCR 
 PI3K by PCR  
 ALK by FISH 
 PTEN by IHC 
 ERCC1 by IHC 

 

Colon Cancer Testing Miscellaneous 

 Microsatellite Instability testing by PCR 

 

 UroVysion (FISH) 
 Cytogenetics 
 Other____________________________ 
 

 
 
__________________________________________ 
Requested by (Print Physician Name) 
 
 
__________________________________________  
Signature of Requesting Physician 
 
 

       /      /_____ 
Date  
 
 
 

Fax completed form to 505-924-0210 
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