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Pl Name

Date of Request

Assay Requested [ ]Karyotype [ ]FISH [ _]Microarray

Sample Type

Number of Samples

PROJECT DESCRIPTION

[Please include a justification, expected findings, and time frame for your project] karyotype, FISH,
microarray.

PROJECT APPROVAL
Project Approval [ Jyes [ ]No
CAMD Personnel Completing Form Date
Cytogeneticist Approval Date
Service Request Number CAMD-
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