Syn-One Test® Requisition Form
How to Complete the Requisition Form
This guide outlines step-by-step instructions for completing the Syn-One Test requisition form. To help avoid delays in

processing your order, please complete all required fields accurately and thoroughly. Missing or incomplete information
may delay testing and could require follow-up from our Clinical Services team. For questions or additional assistance,

please contact the Clinical Services team at support@cndlifesciences.com

Test Selection

Select only one test option.
o Atest selection must be selected for
the lab to accept the order

Patient Information

Enter the patient’s:
* Full legal name (must match vial label)
o Date of birth (must match vial label)
o Sexat birth
o Phone number and address

If the insurance palicy holder is different
from the patient, include the policy holder’s
name and date of birth.

Provider Information

Include the ordering provider's:
o Name
o NPI number
o Email address
o Medicare enroliment status

Practice information:
o Name
o Phone and fax numbers
o Practice address

Patient Status

Provide the patient's:
o Status at the time of biopsy (required
for accurate billing)
e Primary diagnosis
e Additional relevant diagnoses using
ICD-10 codes

Alist of common ICD-10 codes is at:
cndlifesciences.com/icd-10-cpt-codes

The ordering provider should select
diagnosis codes based on the patient's
signs and symptoms.

Biopsy Collection

Ensure specimen vial labels include the
patient’s full legal name and date of birth and
match the requisition form exactly.
Label each vial with the correct anatomic
location and side.
Include the following on the requisition form:
o Collection date and time
o Clinician name, NPI, and practice address
if different from the ordering clinician

Required Document Checklist

Please submit the completed form with:

o Insurance cards (front and back)

e Government-issued photo ID

o Patient demographic information

o Relevant medical records/last visit note
supporting the test is reasonable and
necessary and will be used to guide
diagnosis and/or patient management

Provider Signature

Once all sections of the form are completed,
the healthcare provider should sign and date
the form
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Syn-One Test® Requisition Form - Page 2

How to Complete the Requisition Form

Page 2 of the requisition form includes the required patient acknowledgment and financial responsibility section, as
well as authorization to release medical and insurance information related to testing. The patient or legal representative
must sign and date this section.

This page also includes optional patient research consent and additional support information.

Patient Acknowledgement

The patient or legal representative must
acknowledge and authorize the following:
« Consent for skin biopsy testing
« Financial responsibility for any
applicable costs based on insurance
coverage

o Authorization for CND to communicate

and coordinate with the patient's
insurance provider on their behalf

« Authorization to release medical and
insurance information necessary for
testing, billing, and claims processing

The patient or legal representative is
required to sign and date this section.

future research contact. Completion of this
section is optional and will not affect the
processing, testing, or billing of biopsy
specimens

Q Additional Information

This section also includes helpful reference

tools to support accurate form completion,
test understanding, and proper biopsy
collection.

Included in this section:
e |CD-10-CM coding guidance

 Syn-One Test description and guidance

for use
 Step-by-step biopsy collection guide
« Skin Biopsy Collection Kit Instructions
for Use (IFU)
« Support contact email address

The ordering clinician is responsible for
selecting medically necessary diagnosis
codes based on the patient’s documented
signs and symptoms

Optional: Patient Research Consent
Patients may choose whether to consent to

Submission Instructions

Include the completed requisition form and
printed copies of all required documents
with the specimen shipment.

STATEMENT OF PATIENT ACKNOWLEDGEMENT FOR TESTING AMD FINANCIAL RESPONSIBILITY
I consent to the skin biopey procedure and 1esting explained tome by my provider

| acknowledge that my financial responsibility will depend on my insurance company’s Explanation of Benefits (EOB). | am financially
responsible for any cosis not paid by insurance, including deductibles, copays, or amounts deemed patient respongibility. | acknowledge that
depanding on my insunnce type, documentation such as Advance Benaficiary Motice [ABN], may be required bafore | can ba billed, and whens
applicable will be peovided to me separately. | alsc aliow CND 1o wark directly with my insurance company on my behall regarding the
determination, denial, andfcr any necessary appeal relating fo the coverage of services provided by CHD. If | receive insuance payment wheee
CHD is noted as the infended recipéent, | agres to prompily endarse and forward the paymaent to CHND

| authorize the release of nmy medical information to CND and my insurance comparry for purpeses nelated 1o thés Test. My personal heash
infcamnation will be handled acceadng to atate and federal privacy liws, and | scknowledge recept of CND's Notice of Privecy Practices

ot endlifesciences. com/npp

If 1 am signing on behalf of the patient, | certify that | have legal sutharty 1o consent on behalf of the patesnt

Patient Signature or Patients Legal Represerative

PATIENT RESEARCH CONSENT (OPTIOMAL)

I understand that my decision to consent for contact regarding research studies will not change the normial processing
or billirg of my biopsy specimens.

| authorize CND 10 contact ma in the future for potential research studies for which | may be a candidate. | consen for
LMD to contact me via gmad, telephone, text message, or by mail

I understand that | can withdraw my permission at any time by notifying CND in writing or using the contact information
prowided on their website

1 1 am signing on behalf of the patient, | cartify that | hove legal autharity 1o consent on behalf of the patient

1 i consent [ i do not consent

Patient Signature or Patient’s Legal Represeniaiive Daie 05/01/2026

IC0-10-CM CODES

For convenience, a list of commeon ICD-10-CM codes can be found at ondiifesciences.com/icd-10-cpt-codes. The ordering clinician is
responsible for selecting the appropeiate deagrosis based on the patient's signs and symptoms. Only disgnoses that are medically necessary
should be submitied, and codes should match with those documented in the patieni’s medical record. This list serses a3 o reference ool and is
nat imlended 10 recommend & speahic code for oy patent encounter. For & comprehensive list, phesse refer to the ICD-10-CM manisl ot
www,cde. govincheflodficd-10-cm

TEST DESCRIPTION
Please review the Syn-One Test Guidance for Use by visiting this link cndiffesciences. com/syn-one-test-guidance

Immunrahistiochemistry and immuncllorescence esis were developed, and their performance characteristics were determined by CHID Life
Seiences, Scottsdale, A7 They have not been cleaned or approved by the ULS. Food and Drug Admanistration. CHD Life Sciences, e is
accredited by thi College of American Pathologists (CAP) and halds & CLIA Certificate of Actreditation to perform high-complity testing.

BIOPSY COLLECTION
Conducting quality sidn punch biopsies in a safe, effective manner is a key part of the diagnostic process. Please review the

g 1
Eﬁ O} quick reference guide when using the CHD Skin Biopsy Collection Kit endiifesciences.com/slep-by-slep
Please roview the Ingtructions for Use for the CND Skin Biopsy Collection Kit by scanning the QR code or by visiting
£ E endiifescionces cam/iFy

CHD Life Sciences is hene 1o suppert you. Please cantact CNDE Clinical Services team if you have asy questions sbout the test st
support@endiifestisnoes. com

For illustrative purposes only
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CND Life Sciences is here to support you. For questions about the form,
contact CND'’s Clinical Services team at support@cndlifesciences.com

CND Life Sciences | 9165 E Del Camino Dr, Suite 101, Scottsdale, AZ 85258 | 480.569.2900 | cndlifesciences.com
MAT-US-SOT-0035-1
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