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Place
Barcode 

HereGuardant360®  and Guardant Reveal™ Therapy Response Monitoring Test Requisition
All shaded boxes are REQUIRED to be completed

    

5. TEST SELECTION (REQUIRED; SELECT ONE)

OROR74-Gene Panel
Guardant360
74-gene panel including:
 • Microsatellite instability (MSI) status

700+ Gene Panel
Guardant360
Expanded-gene including
 • Microsatellite instability (MSI) status
 • Blood tumor mutational burden (bTMB)
 • Expanded coverage of homologous 

recombination repair (HRR) genes

Therapy Response Monitoring
Guardant Reveal Therapy Monitoring
Therapy response monitoring:
Utilizes ctDNA to evaluate response to 
therapy.

Date of Therapy Initiation (dd/mmm/yyyy)

Barcode is for 
Internal Use Only

Barcode is for 
Internal Use Only

Barcode is for 
Internal Use Only

6. DIAGNOSIS (REQUIRED to select one)

Squamous Cell Carcinoma (NSCLC)

LUNG 
Adenocarcinoma (NSCLC)
Large Cell Carcinoma (NSCLC)

Small Cell Lung Carcinoma
Other Lung Tumor

Other Genitourinary Tumor

Renal Cell Carcinoma

GENITOURINARY
Bladder Carcinoma
Prostate Adenocarcinoma

Urothelial Carcinoma

Other Skin Tumor

SKIN
Melanoma 

GYNECOLOGIC
Endometrial Carcinoma
Ovarian Carcinoma
Other Gynecologic Tumor

OTHER  
Carcinoma of Unknown Primary (CUP)
Other

Esophageal/Gastroesophageal
Junction Adenocarcinoma 

GI 
Cholangiocarcinoma
Colorectal Adenocarcinoma

Hepatocellular Carcinoma

Other Gastrointestinal Tumor

Gastric Adenocarcinoma

Pancreatic Ductal Adenocarcinoma

BRAIN 
Glioblastoma
Other Primary CNS Tumor

BREAST 
Breast Carcinoma
Other Breast Tumor

HEAD & NECK
Head and Neck Carcinoma

SARCOMA
Sarcoma
Other Sarcoma

THYROID
Thyroid Carcinoma

Date of original diagnosis (dd/mmm/yyyy)

8. BILLING INFORMATION
Hospital/Institution Distributor Project Code

7. RELEVANT CLINICAL HISTORY
is newly diagnosed (Stage III/IV).

No

has tumor that is not responding to therapy.

Yes

1. The patient is seeking treatment and:

2. Has tissue- or liquid-based CGP from a recent biopsy already returned an actionable result?

If positive, list mutation:

4. ORDERING PHYSICIAN (or other Licensed Medical Professional)

Medical Professional Signature Date

X

Medical Professional Consent

My signature constitutes a Certification of Medical Necessity, and I hereby authorize and order 
Guardant Health, Inc. (GH) to perform Guardant360 testing and curation for this patient as indicated on 
this requisition. I have reviewed the medical consent on the back of this form and will provide test 
interpretation to the patient as appropriate.  (continued on back)

Last Name First Name

Phone Number Fax

Postal Code Country

City State / Province

Account Name Account Number

Email

Account Address

Hospital / Institution

1. PATIENT INFORMATION
Last Name First Name

City State Country Postal Code

Preferred Contact Phone Number

Street Address

New Guardant Health Patient Existing Guardant Health Patient

DOB (dd/mmm/yyyy) Sex Medical Record Number / Patient ID
F M

Collection Date (dd/mmm/yyyy) Name of Person Collecting Specimen

2. BLOOD SPECIMEN INFORMATION

3. ADVANCED CANCER STAGE (REQUIRED) Stage I/II not currently accepted

Advanced Cancer (Stage III/IV)

Targeted Therapy Immunotherapy Chemotherapy Endocrine Therapy

Currently on Therapy? If yes, please list below (REQUIRED for Therapy Response Monitoring)
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Select more than one if patient is being treated with combination regimen.
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Test Requisition & Statement of Medical Necessity continued

4. Medical Professional Consent (continued from front)
I have informed the patient regarding somatic genomic testing, and the patient has consented for the tests ordered. The patient understands that his/her anonymized results may be used by GH for the purpose of laboratory 
test improvement and publication of aggregated data. I understand that GH is relying on the diagnosis I have provided on the test requisition form in providing information about potential therapeutic options and clinical trials 
associated with the reported testing results, and that an incorrect diagnosis would adversely affect the relevance of the information provided by GH. I understand that I remain free in my medical decisions on how to use the 
results of any Guardant Health product(s) in my management of this patient. I have obtained the patient’s written consent to transmit the health data on this requisition form for the purpose of processing this order and 
performing all ordered Guardant Health tests.

SIGNATURE OF PATIENT PRINT NAME OF PATIENT DATE

Patient Consent
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