
INSTITUTIONAL AGREEMENT FORM

BCM-MMEDICAL  GENETICS  LABORATORIES
PHONE: 800-411-GENE | FAX: 713-798-2787 | www.bcmgeneticlabs.org

4/2009

Fax: 713-798-4187
E-mail: medgenbilling@bcm.edu
Mailing Address: P. O. Box 4832

Houston,TX  77210-4832
Billing Questions: 713-798-5849

Institution accounts may be established for referring Clinics, Hospitals, Reference Labs, and/or Physicians. Please complete this form
and e-mail or fax to our business office at 713-798-4187. Upon approval, you will be assigned an account ID and itemized monthly
invoicing will be established. PPlleeaassee  iinncclluuddee  tthhee  aassssiiggnneedd  aaccccoouunntt  IIDD  oonn  ssppeecciimmeenn  rreeqquuiissiittiioonn  ffoorrmmss  ttoo  eennssuurree  aaccccuurraattee  bbiilllliinngg,,  aanndd  iinnii-
ttiiaattee  ssaammppllee  pprroocceessssiinngg..  TThhee  ffiieellddss  bbeellooww  aarree  rreeqquuiirreedd  iinnffoorrmmaattiioonn..

Institution Name: ____________________________________________________________________________________

Department or Division: _______________________________________________________________________________

Authorized Agent: ___________________________________________________________________________________

E-mail: ___________________________________________________________________________________________

Phone: (______) _______________________________ FAX: (______) ______________________________

Signature: _________________________________________________________________________________________

Billing Address: ______________________________________________________________________________________

City, State, Zip: _______________________________________________________________________________________

International clients must prepay individual samples, or establish a high volume institution account with a monthly credit card pay-
ment option.The account is approved when the credit card information is validated. An e-mail address is required to establish an insti-
tution account.

PPaayymmeenntt  OOppttiioonnss  ((sseelleecctt  oonnee))::

■■ Credit Card (circle one): AMEX Discover MC VISA    

Account #: ______________________________________________  Exp date (mm/yy): __________ CVC Code: __________

Cardholder name: ___________________________________________________________________________________

Cardholder signature: ________________________________________________________________________________

■■ Check or money order payable to: Medical Genetics Laboratories
P.O. Box 4832
Houston,TX  77210-4832

■■ Wire transfer bank information: JP Morgan Chase Bank     
713-216-0404
Swift Code: CHASUS33
Account #: 30100015903
ABA #: 113000609
Reference: Medical Genetic Labs

Institution Account ID (assigned by MGL Business Office): __________________________________


