
AUTHORIZATION FOR RELEASE OF SURGICAL TISSUE
AND PATHOLOGY REPORT

SHIP TO:    MEDICAL GENETICS LABORATORIES
Baylor College of Medicine 
2450 Holcombe, Grand Blvd. - Receiving Dock
Houston,TX 77021-2024  

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

II  hheerreebbyy  aauutthhoorriizzee::  
Hospital name: ______________________________________________________________________________________
Street Address: ______________________________________________________________________________________
City, State, Zip: ______________________________________________________________________________________
Phone: (_____) _______________________ FAX: (_____) _______________________

ttoo  rreelleeaassee  tthhee  ffoolllloowwiinngg  ppaatthhoollooggyy  ssppeecciimmeenn  aanndd  ssuurrggiiccaall  ppaatthhoollooggyy  rreeppoorrttss  ooff::

NAME (Last, First): _____________________________________________  Date of Birth  (mm/dd/yy): ___________________
TISSUE TYPE(S): 1) ________________________________________ 2) ________________________________________ 

3) ________________________________________ 4)_______________________________________

ffrroomm  ssuurrggeerryy  oorr  pprroocceedduurreess  ppeerrffoorrmmeedd  oonn  tthhee  aapppprrooxxiimmaattee  ddaattee((ss)):: ________________________________________________

TThhee  ppaarraaffffiinn  eemmbbeeddddeedd  ttuummoorr  bblloocckk((ss))  aanndd  rreeppoorrttss  aarree  ttoo  bbee  rreelleeaasseedd  ffoorr  tthhee  ppuurrppoossee  ooff  ddiiaaggnnoossttiicc  tteessttiinngg  ttoo::

Diagnostic Sequencing Laboratory - Medical Genetics Laboratories
Baylor College of Medicine 

Grand Blvd. - Receiving Dock
2450 Holcombe Blvd.

Houston,TX 77021-2024
FAX  (713) 798-6584

PHONE (713) 798-6555

I understand that this authorization may be revoked at any time, except to the extent that action has been taken in reliance on the
authorization. Unless otherwise revoked, this authorization will expire on the following date, event, or conditions:
______________________________________________________________________________________________

SSiiggnneedd  bbyy::
Patient: _______________________________________________________________  Date: _______________________

(or)

Legal Representative: _____________________________________________________  Date: _______________________
Relationship to Patient: ____________________________________________________

UUppoonn  ccoommpplleettiioonn  ooff  tthhee  ddiiaaggnnoossttiicc  tteessttiinngg,,  pplleeaassee  rreettuurrnn  tthhee  ppaarraaffffiinn  eemmbbeeddddeedd  ssppeecciimmeennss  ttoo::
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
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