
ACADM Gene Mutation Detection
Alpha & Beta Thalassaemia Mutations Screening

APOE Hotspot Mutation Detection
CFTR Gene Comprehensive Study
DMD Gene Comprehensive Study
F2 Hotspot Mutation Detection
F5 Hotspot Mutation Detection
Fragile X Screening
G6PD Mutations Screening

Haemophilia A Intron Inversion Detection

MTHFR Hotspot Mutation Detection
NF1 Gene Comprehensive Study
SMN1 & SMN2 Gene Deletion Detection
Thrombophilia Mutation Detection

Haemophilia A F8 Gene Mutation Detection (not include intron inversion)

Hearing Loss Hotspot Mutation Screening 
(GJB2, GJB3, mtDNA & SLC26A4)

Histology and Cytology

Infectious Diseases Inherited / Genetic Disorders

Liquid Based Cytology and 21 HPV Detection & Genotyping
Liquid Based Cytology and 37 HPV Detection & Genotyping
Liquid Based Cytology
Histology for Polyp / Endoscopic Biopsy / 

    Cervical Biopsy / Endometrial Aspirate
Routine Histology for LEEP / Cone Biopsy of Whole Cervix
Fine Needle Aspiration Cytology (Single Site Only)
Body Fluid, Sputum, Nipple Discharge and Other Non-gynae Cytology

Hotspot      Comprehensive

Pre-pregnancy Panel (Thalassaemia Hotspot Mutations Screening, 
G6PD & Hearing Loss Mutation)

SIGNATURE:

Confirmation of patient informed consent for genetic testing
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FOR LAB USE ONLY

M
F 

18
/E

d 5
0/

20
 A

pr
 2

02
6

Haematopathology
ABL1 Kinase Domain Mutation Detection
HFE Gene Hotspot Mutation Detection
JAK2 Exon 12 Mutation Detection
JAK2 V617F Mutation Detection
MPL Codon 515 Mutation Detection

Hong Kong Molecular Pathology Diagnostic Centre Limited
35/F, Enterprise Square Two, 3 Sheung Yuet Road, Kowloon Bay, Kowloon 

www.hkmpdc.com
Tel: 2986 1213  WhatsApp: 5229 7427  Fax: 2527 7028

First Voided Urine 
Nasopharyngeal Aspirate / Swab
Autocyte / ThinPrep

Blood, Specify (EDTA, clotted) 
Paraffin Embedded Tissue (FFPE) 
EDTA Plasma
Serum
Swab, Specify Type: 
Tissue, Specify Type:
Others, Specify Type:

NAME:

ID/PASSPORT NO.:

LAST NAME FIRST NAME

GENDER: FEMALE

MALE

DATE OF BIRTH:
YYDD      

CLINICAL DIAGNOSIS:

SAMPLE TYPE (Please select one) :

DATE OF COLLECTION: TIME:

PHYSICIAN:

INSTITUTION:

PHONE: FAX:

DATE (DD/MM/YY):

  
 

STD Panel II + HPV Detection and Genotyping (23 Genotypes) Combo

MM      




