Boston Medical Center Genetics Referral Form – fax 617.638.6756
Patient Name _________________________________ DOB ________________   BMC MRN (if known) ____________
Patient Phone _______________________Interpreter Needed? _______ Language _____________________________   
Address __________________________________________________________________________________________
Insurance Carrier ______________________ Insurance ID and Group Number _________________________________ 
PCP/Referring Provider ________________________ Referring Facility ______________________________________
Referring Fax ________________________________ Referring _____________________________________________

CANCER Genetic Counseling (Oncology) – ph (617) 638-6428 for questions
□ Personal History of Cancer; □ Current OR □ Past       □ Urgent for surgical planning- Surgery date _____
□ Family History of Cancer AND/OR □Known family cancer syndrome/mutation __________ (please indicate)
PRENATAL/PRECONCEPTION Genetic Counseling (OB/ATU) – 617.414.2000 for questions
	Pregnant □ No OR □ Yes; EDD________
□ Advanced maternal age        		□ Recurrent pregnancy loss            	□ Consanguinity
□ Preconception consultation   		□ Personal history of genetic condition
□ Positive serum or cfDNA screening   	□ Ultrasound abnormality   _______________________________     
□ Discussion of genetic testing options, expanded carrier screening
□ Carrier of □ Hemoglobinopathy;  □ Cystic fibrosis;   □ Spinal muscular atrophy;  □Other________________
Has patient's reproductive partner received testing?  □Yes □No
□ Family history of □Birth defects; □Intellectual disabilities; □Other genetic condition_________________
□ Other _________________________________________________________________________________
PEDIATRICS/ADULT GENETICS CLINIC – 617.414.4841 for questions
 □Autism spectrum disorder; □Developmental delay; □Intellectual disability (please choose visit type below)	
□Testing-focused, non-syndromic: OR □Extensive assessment and testing; syndromic
□Growth concerns: 
□Syndromic failure to thrive; □Short stature; □Obesity;  □ Overgrowth/hemihyperplasia; □ Macrocephaly
□Chromosome disorder	   □Multiple Congenital Anomalies/Birth “Defects”   □Atypical facies/ “dysmorphic” features
□Results interpretation/discussion visit		□Rare syndromes  			□Seizures Plus
□Connective tissue disorders:  □ Marfan syndrome; □ Aortopathy/Aortic Dilation; /□ Vascular Ehlers Danlos Sx
 (We CANNOT accept referrals for Ehlers Danlos Syndrome/Joint Hypermobility at this time)	
□Personal/Family History of □Cardiomyopathy/Arrhythmia; □ Retinal/Eye disorders; □ Other____________________
□Other Reason ___________________________________________________________________________________
