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Results will be sent to the ordering provider via the report delivery method chosen
during account set up. Send additional copy of report to:

Qfitlia™ (Fitusiran) Antithrombin
Testing Program

. ( )

To find the nearest patient Essentia Health [ Fax

service center, visit 420 East 1st Street

Labcorp.com or call Duluth, MN 55805

888-Labcorp (888-522-2677) Phone: 218-606-8419
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Mark requested testing below
If this order is being requested as a standing order, please select the tests to
be performed (left) and complete the fields below:

[ 520630 Ofitlia (Fitusiran) Antithrombin

Companion Diagnostic (CDx) Assay Start date:

(] 257451 ALT, AST, Total Bilirubin End date:

Frequency (i.e. monthly):

ATTN Patient Service Center
Enter order on the Qfitlia Testing Program account number above ONLY

Sample Requirements:

Shipping
Instructions

Test Name Collection Instructions

Specimen Type

Sample Handling

Qfitlia (Fitusiran) | Collect specimen in Centrifuge the 3.2% Sodium Citrate light blue top Store Frozen Ship Frozen
Antithrombin light-blue-top tube tube at 1500xg (3000 rpm) for 15 minutes to separate | ideally at -70°C

Companion (3.2% Sodium Citrate) | the plasma. Transfer top 2/3 of platelet poor plasma

Diagnostic (CDx) into plastic tube. Centrifuge again, transfer 0.5 mL

Assay plasma into plastic transport tube. Freeze.

ALT, AST, Total 1 mL Serum (preferred) | Separate serum or plasma from cells within 45 Maintain specimen at | Ship at room
Bilirubin or plasma minutes of collection. room temperature. temperature

For questions, please contact the Qfitlia Testing Program team at Qfitlialab@labcorp.com.

Qfitlia is a registered trademark of Sanofi.
©2025 Labcorp. All rights reserved.
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