
Reproductive carrier 
screening resources

Order form

To action the above order, please leave this form for collection by your Sonic Healthcare courier. 
Alternatively, PDF versions are available on the Sonic Genetics website, www.sonicgenetics.com.au

VV Request a visit from a Client Liaison representative for further information about reproductive carrier screening
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Genetic testing: 
Preconception to pregnancy 

Information for Doctors

  Reproductive carrier screening

  First and second trimester screening

  Non-invasive prenatal testing (NIPT)

  Cytogenetics

  Single nucleotide polymorphism 
(SNP) microarray

  Genetic counselling

P
rin

te
d

 A
p

ril
 2

01
9

S
H

G
-M

K
T

-0
0

0
8

-0
0

.4

VV Preconception to pregnancy  
(6pp square overview)

Understanding reproductive 
carrier screening options 

Quick reference guide 

Sonic Genetics offers two types of reproductive carrier screening:

Reproductive Carrier Screen
Beacon Expanded 

Reproductive Carrier Screen

Specifi c request form required No Yes

Specimen required Blood sample
Blood sample (or cheek swab, 

by arrangement)

Number of conditions screened (female)
3 common conditions in Australia: 
Cystic fi brosis, Fragile X syndrome, 

spinal muscular atrophy

>400 severe childhood-onset 
conditions with limited therapies

Number of conditions screened (male)
3 common conditions in Australia: 
Cystic fi brosis, Fragile X syndrome, 

spinal muscular atrophy^

>350 severe childhood-onset 
conditions with limited therapies

Chance of a person being 
shown to be a carrier

6 in 100 individuals (6%) 75 in 100 individuals (75%)

Chance of a couple being shown to 
be at increased reproductive risk 

1 in 160 couples (0.6%) 1 in 20 couples (5%)

Cost (per person) $385* $595* 

Medicare rebate 
May be available if a relative or 

partner is known to be a carrier# No rebate available

Combined report for a couple available No Yes

Result turnaround time Up to 2 weeks Up to 5 weeks

Testing laboratory 
Accredited Australian laboratory 
in the Sonic Healthcare network 

Accredited US laboratory
Fulgent Genetics 

Counselling (pre-test) Available through local healthcare providers or privately

Counselling (post-test)
Provided free-of-charge* within 3 days of receiving a referral 
for genetic counselling of an eligible couple; please refer to 

www.sonicgenetics.com.au/rcs/gc for eligibility criteria

# A GP or specialist may request MBS-rebated carrier testing of a woman for Fragile X syndrome if she has a relative who is known to be a carrier of (or is affected by) Fragile X syndrome OR
 a specialist (but not a GP) may request MBS-rebated carrier testing of a person for cystic fi brosis if the reproductive partner or a third-degree relative (or closer) is known to be a carrier of (or is  
 affected by) cystic fi brosis. 

^ Testing for Fragile X syndrome is optional for males

 These conditions are stipulated in the Medicare Benefi ts Schedule August 2019
* Correct at time of printing

Printed Oct 2019

1) A three-gene panel (Reproductive Carrier Screen)

2) A comprehensive panel testing for >400 genes 
(Beacon Expanded Reproductive Carrier Screen)

To assist patients and their doctors to make an informed 
decision on this type of testing, we have summarised the 
key points for each test below.
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14 Giffnock Avenue, Macquarie Park, NSW 2113, Australia 
T 1800 010 447  |  E info@sonicgenetics.com.au
www.sonicgenetics.com.au

For further information, please refer to our website, 
www.sonicgenetics.com.au or call us on 1800 010 447

VV Carrier Screening 
Quick Reference Guide

Are you planning 
a pregnancy?

Ask your doctor whether this 
screen could be useful for you.

For further information, please 
visit www.sonicgenetics.com.au

Screen for inherited 
conditions that could 
affect your child
Reproductive carrier screening helps to 
identify a couple’s carrier status before or 
in early pregnancy to enable informed 
decision-making and to better 
prepare for what lies ahead.

  Research has shown that most 
people are carriers for at least 
one inherited genetic condition, 
however, few people are 
aware of their carrier status.

  Carriers may not experience 
any symptoms or know of any 
family history of disease.

August 2018
SHG-MKT-0078-00.1

VV Are you planning a pregnancy? 
(A3 Poster)

Reproductive 
carrier screening 

Information for Doctors

Available for three 
of the most common 

disorders 

Cystic fi brosis

Spinal muscular atrophy

Fragile X syndrome
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VV Information for Doctors
(6pp square brochure) 

Available for three 
of the most common 

disorders 

Cystic fi brosis
Spinal muscular atrophy

Fragile X syndrome

Reproductive 
carrier screening 

Information for patients

VV Information for patients 
(DL brochure)

Reproductive Carrier Screening | Request Form

FOR THE DOCTOR

This test should be requested by the doctor responsible for managing 
a patient’s decision-making regarding the reproductive carrier 
screen for cystic fi brosis (CF), spinal muscular atrophy (SMA) and 
Fragile X syndrome (FXS). Please see overleaf for Medicare criteria.

Patient details

First name   

Surname  

Date of birth   /  /   Sex  

Address  

Phone (mobile)   

Medicare No.                     

PATIENT STATUS AT TIME OF SERVICE OR SPECIMEN COLLECTION 
(Required by law for all patients) Was the patient a:

Private patient in a private hospital or approved day hospital?
Hospital patient in a recognised hospital? 
Private patient in a recognised hospital? 
Outpatient of a recognised hospital? 

Hospital     Ward  

Yes
Yes
Yes
Yes

No
No
No
No

Clinical information

Pregnant Not pregnant

Is there a family history of CF, SMA or FXS? Yes No

If yes, please provide details: 

   SD

Test/s requested

Reproductive carrier screen (CF, SMA and FXS)

or by individual test:

CF SMA FXS

Partner details (For information only – not a request)

First name   

Surname  

Date of birth   /  /   Sex  

Pregnant Not pregnant

Is there a family history of CF, SMA or FXS? Yes No

If yes, please provide details: 

Requesting doctor

Name  

Address  

Phone   Provider No.  

I confi rm that this patient has been counselled about the purpose, scope and 
limitations of the test and has given consent.

 Signature û DOCTOR SIGNATURE Date

Copy reports to

Name  

Address  

FOR THE PATIENT – Patient and Financial Consent

I confi rm that I have been informed about the purpose, scope and limitations of the 
test. I understand that the test requested may not be eligible for a Medicare rebate 
and I may receive an account which I will pay in full.

MEDICARE ASSIGNMENT (Section 20A of the Health Insurance Act 1973):  
I offer to assign my right to benefi ts to the Approved Pathology Practitioner 
who will render the requested pathology service(s) and any eligible pathologist 
determinable service(s) established as necessary by the practitioner. 

 Signature û PATIENT SIGNATURE Date

Practitioner's Use Only (Reason for patient being unable to sign)

For pricing, please refer to our website – www.sonicgenetics.com.au   

FOR THE COLLECTOR

I certify I established the identity of the patient named on this request, collected 
and immediately labelled the accompanying specimen(s) with the patient’s name, 
DOB and date/time of collection.

Collector’s name: 

 Signature û COLLECTOR SIGNATURE Date

Staff ID/Location code
Collection type (stamp)

 1 x 4 mL EDTA  PAY CAT

Date collected
/           /

Time collected
:

T Sonic Genetics 1800 010 447 • E info@sonicgenetics.com.au • www.sonicgenetics.com.au
Sonic Genetics is a brand/trademark of Sonic Healthcare Limited and its subsidiaries APA 906 ABN 24 004 196 909

For more information on our laboratories, please visit www.sonichealthcare.com/services 
Our privacy policy can be found at www.sonichealthcare.com/privacy-policy

Your doctor has recommended that you use one of the subsidiaries affi liated with Sonic Healthcare Limited, an Approved Pathology Authority. You are free to choose your own pathology provider. 
However, if your doctor has specifi ed a particular pathologist on clinical grounds, a Medicare rebate will only be payable if that pathologist performs the service. You should discuss this with your doctor.
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VV Reproductive carrier screening request form 
(Pads – pre-printed with clinic or doctor details)

Expanded
carrier screening 

Information for Doctors

Powered by

Screens for 
more than 400 

heritable genetic 
disorders

VV Information for Doctors
(16pp square brochure) 

Powered by

Expanded 
carrier screening

Information for patients

Informing your 
chance of having a 
baby with heritable 
genetic conditions 

Screens more 
than 400 genes

VV Information for patients 
(DL brochure)

Expanded Carrier Screening | Request Form

ISSUE SEPT 2019

Powered by
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FOR THE DOCTOR

This test should be requested by the doctor responsible for managing a 
patient’s decision-making regarding the Beacon expanded carrier screen. 
This screen is not suitable for patients seeking Medicare-rebated testing.

Patient details

First name   

Surname  

Date of birth   /  /   Sex  

Address  

Phone (mobile)   

Clinical information

Pregnant Not pregnant

Is there a family history of any genetic disease? Yes No

If yes, please provide details of mutation(s) detected, if known: 

Test requested

Individual Couple*

Beacon expanded carrier screen

(  >400 genes,  >350 genes)
G741 G742

*Couples must present together with a separate request form each. 
 Complete partner details below to enable results to be linked.

Please note partner MUST SIGN consent in order for a merged 
couple report to be provided.

Partner details (For merged couple report only)

First name   

Surname  

Date of birth   /  /   Sex  

Address  

Phone (mobile) 

I consent for my information to be included on my partner’s report.

 Signature û PARTNER SIGNATURE Date

Requesting doctor

Name  

Address  

Phone   Provider No.  

I confi rm that this patient has been counselled about the purpose, scope and 
limitations of the test and has given consent.

 Signature û DOCTOR SIGNATURE Date

Copy reports to

Name  

Address  

FOR THE PATIENT – Patient, Privacy and Financial Consent

I have read and agreed to the Patient, Privacy and Financial Consent section on the 
reverse of this request form. 

I confi rm that I have been informed about the purpose, scope and limitations of the 
test. I understand that the test requested is not eligible for a Medicare rebate and 
that I will pay in full prior to testing being performed. 

I also understand that a couple report will not be produced unless my partner 
provides consent for their results to be shared with me and my healthcare provider.

 Signature û PATIENT SIGNATURE Date

Patient sample collection and payment
Please make sure to bring this request form with you on the day of your 
sample collection. 

Payment is required at the time of sample collection. Please refer to the Sonic 
Genetics website, www.sonicgenetics.com.au/rcs/beacon, for current pricing.

For information on cancellation terms and conditions, please refer to our website – 
www.sonicgenetics.com.au.

FOR THE COLLECTOR

I certify I established the identity of the patient named on this request, collected 
and immediately labelled the accompanying specimen(s) with the patient’s name, 
DOB and date/time of collection.

I have checked ‘Patient, Privacy and Financial Consent’ and ‘Partner details’ 
signatures are complete.

Collector’s name: 

 Signature û COLLECTOR SIGNATURE Date

Staff ID/Location code
Collection type (stamp)

 1 x 4 mL EDTA  PAY CAT
Date collected

/           /

Time collected
:

SGU

T Sonic Genetics 1800 010 447 • E info@sonicgenetics.com.au • www.sonicgenetics.com.au
Sonic Genetics is a brand/trademark of Sonic Healthcare Limited ABN 24 004 196 909 APA 906
For more information on our laboratories, please visit www.sonichealthcare.com/pathology-au

Our privacy policy can be found at www.sonicgenetics.com.au/privacy-policy

VV Expanded carrier screening request form 
(Pads – pre-printed with clinic or doctor details)

Doctor Name:

Practice Name: 

Phone Number:

Address:


