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PLEASE NOTE: Technical component of services for hospital-registered Medicare, Medicaid, and Tricare
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CANCER TREATMENT PROFILING REQUISITION

Decalcified? Y/N:

STATE ZIP

Duration of Fixation:
(within guidelines, 6-72 hrs)

Time to Fixation:
(only NBF validated at ProPath)

O LUNG TREATMENT PROFILE
Includes:
EGFR, KRAS, and BRAF mutation analysis
ALK and ROS1 rearrangement by FISH
PD-L1 by IHC (clone 22C3)

O COLORECTAL TREATMENT PROFILE
Includes:
BRAF, KRAS, and NRAS mutation analysis
MMR deficiency testing: _
(Please select one or both):
O MMR IHC (MLH1, MSH2, MSH6, PMS2)
O Microsatellite instability (MSI) PCR

O BREAST TREATMENT PROFILE
Includes:
Estrogen receptor (ER) IHC
Progesterone receptor (PR) IHC
Ki67 proliferative fraction IHC
HER2: (Please select one):
O HER 2 IHC only
O HER2 IHC reflex to FISH if equivocal
O HER2 FISH only
O Both HER2 IHC and FISH

O MELANOMA TREATMENT PROFILE
Includes:
BRAF and KIT mutation analysis
PD-L1 IHC (clone E1L3N)

INDIVIDUAL TESTS

IHC
O Estrogen receptor (ER)
O Progesterone receptor (PR)
O Androgen receptor (AR)
0O HER2, IHC only

MOLECULAR
O BRAF mutation analysis
O EGFR mutation analysis
O HER2 mutation analysis
O KRAS mutation analysis

FISH
O ALK rearrangement
O ROS1 rearrangement
O MET amplification
O RET rearrangement

O HER2, reflex to HER2 FISH if equivocal
O Ki-67 proliferative fraction
O P53
O PD-L1 IHC (clone E1L3N)
O PD-L1 IHC (clone 22C3)
O NTRK (Pan-TRK)
O Mismatch Repair (MMR)
(MLH1, MSH2, MSH6, PMS2)
0O CD30
O Other (indicate below):

O Microsatellite instability (MSI) PCR
O NRAS mutation analysis

O PIK3CA mutation analysis

O Other (indicate below):

O NTRK Panel

m}

(NTRK1, N
HER2

TRK2, NTRK3)

O Other (indicate below):
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