
DNA SAMPLE COLLECTION • SALIVAItems Included in Your Collection Kit
*  WARNINGS AND PRECAUTIONS 

FOR EXTERNAL USE ONLY. DO NOT drink, touch or 
remove the reagent from the vial. 

The DNA/RNA Shield ™ reagent can be harmful if ingested 
and may cause irritation if exposed to the skin and eyes. 

Avoid skin and eye contact with the liquid in the tube. 
IF SWALLOWED: Call a doctor if you feel unwell. Rinse 
mouth. IF IN EYES: Rinse cautiously with water for several 
minutes. Remove contact lenses, if present and easy to do. 
Continue rinsing. 

If the contents of the tube contact your skin, wash the 
affected area with soap and water. Notify your healthcare 
provider if irritation develops. If the contents of the vial 
are spilled, use a new collection kit. 

DO NOT use if the product is visibly damaged.

If you are missing any of the needed components 
or have questions about the collection, please call 
Diagnostic Solutions Laboratory Customer Service 
Department at 877-485-5336.

• 1 – Kit Box
• 1 – Test Request Form (TRF)
• 1 – Saliva Collection Tube*

• 1 – Zip Closure Specimen Bag
• 1 – FedEx Clinical Pak Mailer

SHIPPING INSTRUCTIONS 
Call FedEx at 1-800-463-3339 to Schedule Your Free Pickup 

1. When the automated greeting begins say, “Schedule a pickup.”

2. When asked if your label has the word “stamp” on it, say, “Yes.” 

3. Your tracking number can be found on the Return Label.

POWERED BY OPUS23 EXPLORER™

DNA COLLECTION INSTRUCTIONS
 – FOLLOW INSTRUCTIONS CAREFULLY –  

IMPROPER COLLECTION MAY INVALIDATE RESULTS

www.DiagnosticSolutionsLab.com    |    RESEARCH. TECHNOLOGY. RESULTS.

GENOMICINSIGHT® | DNA SAMPLE COLLECTION INSTRUCTIONS – SALIVA | 10142023  | US 

THE SCIENCE OF PRECISION MEDICINEBECAUSE YOUR HEALTH IS UNIQUE
The results of this test will only be provided to the health-care practitioner 

who recommended the test. This is not a diagnostic test. It does not diagnose, 
identify, or confirm the presence or absence of any disease, condition or illness.

This test was designed and manufactured by Diagnostic Solutions Laboratory.

Opus23 Explorer™ is a fully functional version of the well-regarded and widely 
used Opus23 Pro™ genomic exploration software designed and programmed by 

Dr. Peter D’Adamo and distributed under license to Diagnostic Solutions Lab (DSL) 
by Datapunk Bioinformatics LLC for use in the interpretation of genomic raw data 

produced by the DSL ‘Opus’ genomic microarray chip.
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NOTE: Please review all instructions and collection kit components before 
starting your sample collection. DO NOT discontinue taking prescription 
medications unless directed by your physician. 
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Carefully remove the funnel from the 
collection tube and discard funnel.

Close the collection tube with the tube cap 
ensuring that the foil seal is punctured.

Mix closed collection tube by inversion 
10 times.

Write name, date of birth, and date of 
collection on tube label.
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Intended Use

The SafeCollect ™
 Saliva Collection Kit 

ensures safe sample collection and sample 

stability during storage/transport at ambient 

temperatures without a need for refrigeration 

or specialized equipment. DNA/RNA Shield ™
 

reagent effectively inactivates pathogens (e.g., 

virus, bacteria) in collected samples.

Contents2 mL of DNA/RNA Shield ™
 that preserves 

nucleic acids in samples at ambient 

temperature (DNA >2 years; RNA at least 1 

month). Samples in DNA/RNA Shield ™
 can be 

frozen (-20/-80°C) for prolonged periods.

Each sequestered sample collection tube 

also includes a funnel and cap with piercing 

mechanism.
WARNING

FOR EXTERNAL USE ONLY. DO NOT drink, 

touch or remove the reagent from the vial. 

SMALL CAP POSES A CHOKING HAZARD.

Storage: 15 - 25°C

Label Legend

Collect Sample By

Catalog Number

Manufacturer

Storage Instructions

HarmfulLot Number
See Instruction Manual

DNA/RNA Shield ™

SafeCollect ™ Saliva Collection Kit 

User Instruction Manual

Cat. No. R1211

DO NOT eat, drink, smoke, chew gum, or brush your teeth for at least 30 minutes

prior to sample collection.

Fill line

Funnel

Tube

Tube Cap

Safety Seal

Safe Puncture 

Cap Tip

LOT

CAT

REF

EXP

1
Hold tube vertically and place funnel 

opening under your mouth.2
Spit saliva into funnel and repeat until 3

Remove funnel by holding tube vertically 

and twisting off. Discard funnel.

5
Shake the closed tube vigorously a few 

times.

4 Close tube with cap by holding tube 

vertically and pressing and turning cap. 

Secure tightly.
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❏
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❏
  R

14.0  
A
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❏    _________________________ 
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CPT Codes

RESEARCH. TECHNOLOGY. RESULTS.

Diagnostic Solutions Laboratory 

5895 Shiloh Rd, Ste 101

Alpharetta, GA 30005

Phone: 877-485-5336

Fax: 470-239-5017

www.diagnosticsolutionslab.com

Lab Use Only

❏  Medicare

❏  Patient Cash (No insurance will be billed)

❏  Bill to Patient Insurance (Deposit must be included with sample)

❏  Bill Clinician

Billing Type (Attach Copies of All Insurance Cards, Front and Back, to Test Request Form)

ICD Coding (Must be Completed by Ordering Provider to File with Patient Insurance)

❏  GI-MAP (Includes GI Pathogens and H. pylori)

87482, 87799 ×3, 87798 ×3, 82274, 83993, 82656, 83516 ×2, 83520

❏  GI-MAP plus Zonulin

87482, 87799 ×3, 87798 ×3, 82274, 83993, 82656, 83516 ×2, 83520 ×2

❏  GI Pathogens 87799 ×3, 87798 ×3

❏  H. pylori 87799 

❏  Zonulin (Only) 83520

❏  Calprotectin 83993

82274 Fecal Immunochemical Testing 

82656 Pancreatic Elastase, ELISA

83516 Fecal Secretory IgA, IgA Gliadin, ELISA

83520 Immuno Assay quant, Eosinophil Derived Neurotoxin, Zonulin

83993 Calprotectin, quantitative ELISA

87482 DNA quant, Candida

87799 DNA quant, Giardia, E. histolytica, H. pylori

87798 AMP probe, Taenia, N. americanus, A. lumbricoides

* Patient Name: (First)

(Last)

(Middle Initial)

* Mailing Address:

(City)

(County)

(Country)

(Zip)

(State)

* Patient Date of Birth: (MM/DD/YYYY)

Gender:  M

F

/

/

* Email:
* Date Sample Collected: (MM/DD/YYYY)

/

/

Test Information (Select Only One)

GI-MAP | STOOL | DIAGNOSTIC SOLUTIONS LABORATORY | SAMPLE TRF

Sample DSL Provider

1234 S. Main Street

Anywhere, GA 54321

Phone: 555-123-4567
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▼ ▼ ▼  Patient Information Section  ▼ ▼ ▼

Practice Information

Account Number: ___________________________________________________

NPI Number: ________________________________________________________

Name/Degree: _______________________________________________________

Signature: _______________________________________Date: ______________

Ordering Clinician

(MM/DD/YYYY)

❏  R10.9 
Abdominal Pain, unspecified

❏  R14.0  Abdominal Distension (gaseous)

❏  R19.7  Diarrhea, unspecified

❏  K58.0  Irritable Bowel Syndrome w/ Diarrhea

❏  K58.9  Irritable Bowel Syndrome w/o Diarrhea

❏  K59.00  Constipation, unspecified

* Required Information

I authorize the payment of all medical benefits to be paid directly to 

Diagnostic Solutions Laboratory. I understand that the test(s) listed on this 

form will be out-of-network for my health plan and acknowledge my financial 

responsibility according to the applicable billing guidelines. If Diagnostic 

Solutions Laboratory participates with my health plan, I understand that my 

payment will be applied toward the patient responsibility after my health plan 

has processed the claim. I understand that the test ordered by my clinician 

may be deemed not medically necessary, experimental, or investigational by 

my health plan. If my insurance company denies payment for any reason, I 

authorize the services to be performed and to be financially responsible for 

the cash price described in the company’s fee schedule.

Date: (MM/DD/YYYY) ________/ ________/ __________________

Signature: ___________________________________________  Patient / Responsible Party Acknowledgment

Primary Insurance: ___________________________________________

Subscriber Name: ____________________________________________

Policy / Medicare Number: _____________________________________

Group Number: ______________________________________________

Address: ____________________________________________________

City, State, Zip: _______________________________________________

Phone Number: ______________________________________________

Subscriber Date of Birth: (MM/DD/YYYY) ________/ _______/ __________

Relation to Patient: ___________________________________________

Secondary Insurance: _________________________________________

Subscriber Name: ____________________________________________

Policy / Medicare Number: _____________________________________

Group Number: ______________________________________________

Please include all copies of insurance cards,  

front and back, to ensure accurate claim filing.

We are out of network for ALL insurances.  

We do not participate with Medicaid.

Provide Secondary Insurance below if applicable.

Insurance / Medicare Information

Credit Card Type:      ❏  VISA      ❏  MasterCard      ❏  AmEx

Card Number: _________________________________________

Exp Date: (MM/DD/YYYY) _______/ ________/ ________________

CCV#: _______________Billing Zip: ______________________

Name on Card: ________________________________________

Signature: ____________________________________________

By signing this section, you are authorizing Diagnostic Solutions Laboratory, 

LLC to charge your card for the payment type selected.

Credit Card Payment Authorization

* Phone:

–

)

(

Sample TRF Document

For illustrative purposes only. Actual TRF info may vary.
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ap Tip
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1
H

old tube vertically and place funnel 

opening under your m
outh.

2
Spit saliva into funnel and repeat until 

3
Rem

ove funnel by holding tube vertically 

and tw
isting off. D

iscard funnel.

5
Shake the closed tube vigorously a few

 

tim
es.

4
C

lose tube w
ith cap by holding tube 

vertically and pressing and turning cap. 

Secure tightly.

A) Fill out the Test Request Form completely 
and place into the document pocket of the 
specimen bag. 

NOTE: Be sure to write the date of sample collection on 
the form. 
Incomplete information in the patient section will result 
in delayed testing. 
Payment type must be completed and payment included 
to process sample.

B) Place the collected specimen tube into the 
specimen bag and seal the bag.

C) Place the specimen bag into the kit box.

D) Ship completed kit box back to Diagnostic 
Solutions Laboratory using the shipping 
envelope provided.

See important shipping requirements  
and instructions on the following page.

Insert into document pocket.

IMPORTANT: Refrain from eating, drinking, 
chewing gum, brushing teeth, or smoking for 
at least 30 minutes before sample collection.

Sample must be recieved by the lab within 
1-week of collection!

Place the funnel opening under your mouth 
and spit into the funnel. 

Repeat until liquid level (not foam or bubbles) 
has reached the fill line marked on the 
collection tube. 

Failure to add sufficient sample may result in the laboratory 
not being able to process the sample. 

Carefully remove the collection tube from the 
packaging and hold the tube vertically with 
the funnel opening facing up.

Intended Use
The SafeCollect™ Saliva Collection Kit 
ensures safe sample collection and sample 
stability during storage/transport at ambient 
temperatures without a need for refrigeration 
or specialized equipment. DNA/RNA Shield™ 
reagent effectively inactivates pathogens (e.g., 
virus, bacteria) in collected samples.

Contents

2 mL of DNA/RNA Shield™ that preserves 
nucleic acids in samples at ambient 
temperature (DNA >2 years; RNA at least 1 
month). Samples in DNA/RNA Shield™ can be 
frozen (-20/-80°C) for prolonged periods.

Each sequestered sample collection tube 
also includes a funnel and cap with piercing 
mechanism.

WARNING
FOR EXTERNAL USE ONLY. DO NOT drink, 
touch or remove the reagent from the vial. 
SMALL CAP POSES A CHOKING HAZARD.

Storage: 15 - 25°C

Label Legend

Collect Sample By

Catalog Number

Manufacturer

Storage Instructions

Harmful

Lot Number

See Instruction Manual

DNA/RNA Shield™

SafeCollect™ Saliva Collection Kit 
User Instruction Manual
Cat. No. R1211

DO NOT eat, drink, smoke, chew gum, or brush your teeth for at least 30 minutes
prior to sample collection.
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Tube Cap
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Safe Puncture 
Cap Tip
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1 Hold tube vertically and place funnel 
opening under your mouth.

2 Spit saliva into funnel and repeat until 

3 Remove funnel by holding tube vertically 
and twisting off. Discard funnel.

5 Shake the closed tube vigorously a few 
times.

4 Close tube with cap by holding tube 
vertically and pressing and turning cap. 
Secure tightly.

Intended Use
The SafeCollect™ Saliva Collection Kit 
ensures safe sample collection and sample 
stability during storage/transport at ambient 
temperatures without a need for refrigeration 
or specialized equipment. DNA/RNA Shield™ 
reagent effectively inactivates pathogens (e.g., 
virus, bacteria) in collected samples.

Contents

2 mL of DNA/RNA Shield™ that preserves 
nucleic acids in samples at ambient 
temperature (DNA >2 years; RNA at least 1 
month). Samples in DNA/RNA Shield™ can be 
frozen (-20/-80°C) for prolonged periods.

Each sequestered sample collection tube 
also includes a funnel and cap with piercing 
mechanism.

WARNING
FOR EXTERNAL USE ONLY. DO NOT drink, 
touch or remove the reagent from the vial. 
SMALL CAP POSES A CHOKING HAZARD.

Storage: 15 - 25°C

Label Legend

Collect Sample By

Catalog Number

Manufacturer

Storage Instructions

Harmful

Lot Number

See Instruction Manual

DNA/RNA Shield™

SafeCollect™ Saliva Collection Kit 
User Instruction Manual
Cat. No. R1211

DO NOT eat, drink, smoke, chew gum, or brush your teeth for at least 30 minutes
prior to sample collection.
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Safe Puncture 
Cap Tip
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EXP

1 Hold tube vertically and place funnel 
opening under your mouth.

2 Spit saliva into funnel and repeat until 

3 Remove funnel by holding tube vertically 
and twisting off. Discard funnel.

5 Shake the closed tube vigorously a few 
times.

4 Close tube with cap by holding tube 
vertically and pressing and turning cap. 
Secure tightly.

Intended Use
The SafeCollect™ Saliva Collection Kit 
ensures safe sample collection and sample 
stability during storage/transport at ambient 
temperatures without a need for refrigeration 
or specialized equipment. DNA/RNA Shield™ 
reagent effectively inactivates pathogens (e.g., 
virus, bacteria) in collected samples.

Contents

2 mL of DNA/RNA Shield™ that preserves 
nucleic acids in samples at ambient 
temperature (DNA >2 years; RNA at least 1 
month). Samples in DNA/RNA Shield™ can be 
frozen (-20/-80°C) for prolonged periods.

Each sequestered sample collection tube 
also includes a funnel and cap with piercing 
mechanism.

WARNING
FOR EXTERNAL USE ONLY. DO NOT drink, 
touch or remove the reagent from the vial. 
SMALL CAP POSES A CHOKING HAZARD.

Storage: 15 - 25°C

Label Legend

Collect Sample By

Catalog Number

Manufacturer

Storage Instructions

Harmful

Lot Number

See Instruction Manual

DNA/RNA Shield™

SafeCollect™ Saliva Collection Kit 
User Instruction Manual
Cat. No. R1211

DO NOT eat, drink, smoke, chew gum, or brush your teeth for at least 30 minutes
prior to sample collection.
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Safe Puncture 
Cap Tip

LOT
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EXP

1 Hold tube vertically and place funnel 
opening under your mouth.

2 Spit saliva into funnel and repeat until 

3 Remove funnel by holding tube vertically 
and twisting off. Discard funnel.

5 Shake the closed tube vigorously a few 
times.

4 Close tube with cap by holding tube 
vertically and pressing and turning cap. 
Secure tightly.

Intended Use
The SafeCollect™ Saliva Collection Kit 
ensures safe sample collection and sample 
stability during storage/transport at ambient 
temperatures without a need for refrigeration 
or specialized equipment. DNA/RNA Shield™ 
reagent effectively inactivates pathogens (e.g., 
virus, bacteria) in collected samples.

Contents

2 mL of DNA/RNA Shield™ that preserves 
nucleic acids in samples at ambient 
temperature (DNA >2 years; RNA at least 1 
month). Samples in DNA/RNA Shield™ can be 
frozen (-20/-80°C) for prolonged periods.

Each sequestered sample collection tube 
also includes a funnel and cap with piercing 
mechanism.

WARNING
FOR EXTERNAL USE ONLY. DO NOT drink, 
touch or remove the reagent from the vial. 
SMALL CAP POSES A CHOKING HAZARD.

Storage: 15 - 25°C

Label Legend

Collect Sample By

Catalog Number

Manufacturer

Storage Instructions

Harmful

Lot Number

See Instruction Manual

DNA/RNA Shield™

SafeCollect™ Saliva Collection Kit 
User Instruction Manual
Cat. No. R1211

DO NOT eat, drink, smoke, chew gum, or brush your teeth for at least 30 minutes
prior to sample collection.
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Funnel

Tube
Tube Cap

Safety Seal

Safe Puncture 
Cap Tip

LOT
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EXP

1 Hold tube vertically and place funnel 
opening under your mouth.

2 Spit saliva into funnel and repeat until 

3 Remove funnel by holding tube vertically 
and twisting off. Discard funnel.

5 Shake the closed tube vigorously a few 
times.

4 Close tube with cap by holding tube 
vertically and pressing and turning cap. 
Secure tightly.

Intended Use
The SafeCollect™ Saliva Collection Kit 
ensures safe sample collection and sample 
stability during storage/transport at ambient 
temperatures without a need for refrigeration 
or specialized equipment. DNA/RNA Shield™ 
reagent effectively inactivates pathogens (e.g., 
virus, bacteria) in collected samples.

Contents

2 mL of DNA/RNA Shield™ that preserves 
nucleic acids in samples at ambient 
temperature (DNA >2 years; RNA at least 1 
month). Samples in DNA/RNA Shield™ can be 
frozen (-20/-80°C) for prolonged periods.

Each sequestered sample collection tube 
also includes a funnel and cap with piercing 
mechanism.

WARNING
FOR EXTERNAL USE ONLY. DO NOT drink, 
touch or remove the reagent from the vial. 
SMALL CAP POSES A CHOKING HAZARD.

Storage: 15 - 25°C

Label Legend

Collect Sample By

Catalog Number

Manufacturer

Storage Instructions

Harmful

Lot Number

See Instruction Manual

DNA/RNA Shield™

SafeCollect™ Saliva Collection Kit 
User Instruction Manual
Cat. No. R1211

DO NOT eat, drink, smoke, chew gum, or brush your teeth for at least 30 minutes
prior to sample collection.

Fill line

Funnel

Tube
Tube Cap

Safety Seal

Safe Puncture 
Cap Tip

LOT

CATREF

EXP

1 Hold tube vertically and place funnel 
opening under your mouth.

2 Spit saliva into funnel and repeat until 

3 Remove funnel by holding tube vertically 
and twisting off. Discard funnel.

5 Shake the closed tube vigorously a few 
times.

4 Close tube with cap by holding tube 
vertically and pressing and turning cap. 
Secure tightly.

❏    _________________________  
❏    _________________________  
❏    _________________________  

CPT Codes

RESEARCH. TECHNOLOGY. RESULTS.

Diagnostic Solutions Laboratory 
5895 Shiloh Rd, Ste 101
Alpharetta, GA 30005
Phone: 877-485-5336
Fax: 470-239-5017
www.diagnosticsolutionslab.com

Lab Use Only

❏  Medicare
❏  Patient Cash (No insurance will be billed)

❏  Bill to Patient Insurance (Deposit must be included with sample)

❏  Bill Clinician

Billing Type (Attach Copies of All Insurance Cards, Front and Back, to Test Request Form)

ICD Coding (Must be Completed by Ordering Provider to File with Patient Insurance)

❏  GI-MAP (Includes GI Pathogens and H. pylori)
87482, 87799 ×3, 87798 ×3, 82274, 83993, 82656, 83516 ×2, 83520

❏  GI-MAP plus Zonulin
87482, 87799 ×3, 87798 ×3, 82274, 83993, 82656, 83516 ×2, 83520 ×2

❏  GI Pathogens 87799 ×3, 87798 ×3

❏  H. pylori 87799 

❏  Zonulin (Only) 83520

❏  Calprotectin 83993

82274 Fecal Immunochemical Testing 
82656 Pancreatic Elastase, ELISA
83516 Fecal Secretory IgA, IgA Gliadin, ELISA
83520 Immuno Assay quant, Eosinophil Derived Neurotoxin, Zonulin
83993 Calprotectin, quantitative ELISA
87482 DNA quant, Candida
87799 DNA quant, Giardia, E. histolytica, H. pylori
87798 AMP probe, Taenia, N. americanus, A. lumbricoides

* Patient Name: (First)

(Last)

(Middle Initial)

* Mailing Address:

(City)

(County) (Country)

(Zip)(State)

* Patient Date of Birth: (MM/DD/YYYY) Gender:  M F/ /

* Email:

* Date Sample Collected: (MM/DD/YYYY) / /

Test Information (Select Only One)

GI-MAP | STOOL | DIAGNOSTIC SOLUTIONS LABORATORY | SAMPLE TRF

Sample DSL Provider
1234 S. Main Street

Anywhere, GA 54321

Phone: 555-123-4567
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▼ ▼ ▼  Patient Information Section  ▼ ▼ ▼

Practice Information

Account Number: ___________________________________________________

NPI Number: ________________________________________________________

Name/Degree: _______________________________________________________

Signature: _______________________________________ Date: ______________

Ordering Clinician

(MM/DD/YYYY)

❏  R10.9 Abdominal Pain, unspecified

❏  R14.0  Abdominal Distension (gaseous)

❏  R19.7  Diarrhea, unspecified

❏  K58.0  Irritable Bowel Syndrome w/ Diarrhea

❏  K58.9  Irritable Bowel Syndrome w/o Diarrhea

❏  K59.00  Constipation, unspecified

* Required Information

I authorize the payment of all medical benefits to be paid directly to 
Diagnostic Solutions Laboratory. I understand that the test(s) listed on this 
form will be out-of-network for my health plan and acknowledge my financial 
responsibility according to the applicable billing guidelines. If Diagnostic 
Solutions Laboratory participates with my health plan, I understand that my 
payment will be applied toward the patient responsibility after my health plan 
has processed the claim. I understand that the test ordered by my clinician 
may be deemed not medically necessary, experimental, or investigational by 
my health plan. If my insurance company denies payment for any reason, I 
authorize the services to be performed and to be financially responsible for 
the cash price described in the company’s fee schedule.

Date: (MM/DD/YYYY) ________ / ________ / __________________

Signature: ___________________________________________

 Patient / Responsible Party Acknowledgment

Primary Insurance: ___________________________________________

Subscriber Name: ____________________________________________

Policy / Medicare Number: _____________________________________

Group Number: ______________________________________________

Address: ____________________________________________________

City, State, Zip: _______________________________________________

Phone Number: ______________________________________________

Subscriber Date of Birth: (MM/DD/YYYY) ________/ _______ / __________

Relation to Patient: ___________________________________________

Secondary Insurance: _________________________________________

Subscriber Name: ____________________________________________

Policy / Medicare Number: _____________________________________

Group Number: ______________________________________________

Please include all copies of insurance cards,  
front and back, to ensure accurate claim filing.

We are out of network for ALL insurances.  
We do not participate with Medicaid.

Provide Secondary Insurance below if applicable.

Insurance / Medicare Information

Credit Card Type:      ❏  VISA      ❏  MasterCard      ❏  AmEx

Card Number: _________________________________________

Exp Date: (MM/DD/YYYY) _______/ ________ / ________________

CCV#: _______________ Billing Zip: ______________________

Name on Card: ________________________________________

Signature: ____________________________________________
By signing this section, you are authorizing Diagnostic Solutions Laboratory, 
LLC to charge your card for the payment type selected.

Credit Card Payment Authorization

* Phone: –)(

Sample TRF Document
For illustrative purposes only. Actual TRF info may vary.
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