
PATIENT REFERRAL FOR UNDIAGNOSED DISEASE 
CLINIC 

 
Patient Name: __________________________ SS#: (optional)_______________________ 

 
CC#: ___________________________________ Date of Birth: ________ / ______/______ 

 
Telephone #:______________________ 

 
 

Before considering referring a patient to Undiagnosed Disease Clinic, please review ALL of the 
following: 

• This clinic is designed to evaluate patients with suspected genetic disorder and NOT 
patients with primarily functional symptoms (examples: chronic fatigue, fibromyalgia, 
functional GI disorder, or similar symptoms) where genetic testing has not been shown to 
be helpful. 

• This clinic is not part of UDN (Undiagnosed Diseases Network) 
• This clinic will involve being evaluated by geneticist and a genetic counselor. 
• Your referral will be reviewed carefully by our team and will be triaged accordingly. If 

the patient is accepted, our schedulers will contact the patient and schedule an 
appointment in Undiagnosed Disease Clinic and whole genome sequrncing will be 
ordered when indicated. If your referral is declined, a letter will be sent to the referring 
provider. 

 
 
Reason for referral (please select one): 

 
1) Multiple congenital anomalies of unknown etiology. 

 
2) Severe developmental delay, intellectual disability, intractable epilepsy with childhood 

onset. 
 

Brief Clinical History:   _________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 
 



      
Printed Name of Referring Healthcare Provider  

 
 
________________________________/_____________________________ 
Telephone #                                               Fax # 
 

 
________________________________________________________ 
Best way to contact referring provider if we have more questions: 

 
 

   / /     
Signature of Referring Healthcare Provider Date 

 
 
 
 
Please mail or fax this form along with pertinent records to: 
 

Center for Personalized Genetic Healthcare 
Cleveland Clinic 
10524 Euclid Ave C Bldg, 
C-15 
Cleveland, OH  44195 
Phone: 216.636.1768 
Fax: 216.445.6935 
 
Fax: 216.448.9738 (external referral hotline) 
Phone: 855.733.3712 

 
 
A patient service representative will contact the patient to schedule an appointment. The patient can 
also contact us at the telephone number listed above. 

The CPT code for genetic counseling is 96040. The ICD10 or diagnosis code which is the reason for the 
referral is provided by the referring healthcare provider. Presently many insurance payors are 
recognizing genetic counseling as a covered service. It is the patient's responsibility to check with their 
payor to see if this is a covered service. 


