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Private Information 

Master Label 

Patient Name:   Date of Birth:      
Sex Assigned at Birth: ☐Female  ☐Male  ☐Intersex  Gender Identity (optional): ☐Female  ☐Male  ☐  
Ordering Provider:   Provider’s Phone:   
Practice Specialty:   Provider’s Fax:   
Genetic Counselor:   Counselor’s Phone:   

 

Patient’s Ethnicity/Ancestry (check all that apply) 

☐ African American/Black ☐ Asian ☐ Hispanic ☐ White  ☐ Other:   

List country of origin (if known):  

Clinical Diagnosis/Reason for Referral: ....................................................... ☐ Confirmed ☐ Suspected ☐ Unknown 
☐ Arterial tortuosity syndrome (ATS) 
☐ Congenital contractural arachnodactyly (CCA) 
☐ Ehlers-Danlos syndrome Type I/II, classic (EDS I/II) 
☐ Ehlers-Danlos syndrome Type IV, vascular (EDS IV) 
☐ Ehlers-Danlos syndrome Type VI, kyphoscoliotic  

(EDS VI) 
☐ Familial ectopia lentis 

☐ Familial thoracic aortic aneurysm (TAAD) 
☐ Homocystinuria due to cystathionine beta-synthase  

deficiency (HCY) 
☐ Loeys-Dietz syndrome (LDS) 
☐ Shprintzen-Goldberg syndrome 
☐ Marfan syndrome (MFS) 
☐ Other:  

Does the patient have symptoms?................................................................... ☐ No ☐ Yes (check all that apply and describe) 
☐ Vascular/Cardiac/Thoracic:  
☐ Musculoskeletal:   
☐ Cutaneous:   

☐ Ocular:   
☐ Craniofacial:   
☐ Gastrointestinal:   

☐ Other:   

Has the patient undergone previous DNA testing for an aortopathy? ...................................... ☐ No ☐ Yes ☐ Unknown 
 
Is there any relevant family history?  ........................................................................................ ☐ No ☐ Yes ☐ Unknown 
If yes, attach a pedigree or specify the relative’s relationship to the patient. List their symptoms and age of onset: 
  

Has DNA testing been performed for these family member(s)? .............................................. ☐ No ☐ Yes ☐ Unknown 
Please attach a copy of the relative’s DNA laboratory result: (REQUIRED for familial variant testing.) 
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For questions, contact an ARUP genetic counselor at 800-242-2787 ext. 2141. 
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