
GENOME DIAGNOSTIC REFERRAL FORM

Referring Physician/Doctor
Name                           :

Nature of Specimen:        Tumor Biopsy,          Blood Sample,         Other (specify site) ……………………………

Note: Please refer the sample collection method for the submission of samples 
               Please attach the report/routine examination with this form  

PATIENT INFORMATION

Date & Time of Sample Collection:

Name:                                                                                      DOB:                                         Age:                                 Sex: 

Mobile No.:                                                                           Email:

Family Member's Patient ID (if available):

Cancer Type:                                                                        Region of Occurrence: 

Brief History and Clinical Diagnostics    : 

Patient Signature 

Medical Centre/Lab:

Mobile Number        :

Email ID                      :

PATIENT ID:

Genome Test Cat. No 

DD MMYYYY M F

28B, Rajalakshmi Nagar, Hopes Signal,  
Masakalipalayam Road, 

Coimbatore-641004 

Web : www.amiomics.com
Email: amiomicsgd@gmail.com

 Mobile: +91 98404 09988
                 +91 96770 07676;  
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