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TRANSGENIC VERIFICATION (TAIL BIOPSY) PLATE LAYOUT
FORM (V)
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Please complete and enclose this form with shipment of plate.

	Institution: 
	Investigator:     

	Submitted by:      
	Date Submitted:  /  /  
	PO #:     

	Email:     

	Fax:(   )    -    
	Phone:(   )    -    
	Ext::     


Plate ID:     
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Please include sample name, 

Plate ID:     
Assay Development

1.
Do you require assay development?   FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No  (If No, complete the reagent and thermocycling parameter section)

2.
How will you provide the sequence of your target?


 FORMCHECKBOX 
 Disk   FORMCHECKBOX 
Email   FORMCHECKBOX 
Genbank#      
3.
What control samples are available and how will they be submitted (i.e. purified DNA, tail clip, etc)?

     






Reagent information and Thermocycling program parameters (If no assay development is required)

1. Primer Information:  

Primer set for Homozygous Wildtype:  

Forward _     _               Reverse  _     _                 Expected Amplicon Size _     bp_

Primer set for Heterozygous:  

Forward _     _               Reverse  _     _                 Expected Amplicon Size _     bp_

Primer set for Homozygous Mutant/Transgenic:  

Forward _     _               Reverse  _     _                 Expected Amplicon Size _     bp_

2. Assay Conditions


Amplification Enzyme_     _
Buffer____     _____
Primer Conc.____      ___


Mg Conc.___      _____
dNTP Conc. ____     ___

3.Pre-Amplification cycles (if required):


 Temp      ; Time      ;  Number of cycles      

 Temp      ; Time      ;  Number of cycles      
       Temp      ; Time      ;  Number of cycles      
4.
Amplification Cycles:


Denaturing temp      ; Time      

Annealing temp        ; Time      

Extension temp      ;   Time      

Number of cycles      
Plate ID:     
5.
Post-amplification cycles:


Temp      ; Time      ;  Number of cycles      

Temp      ; Time      ;  Number of cycles      
      Temp      ; Time      ;  Number of cycles      
6. Positive Control Sample(s)____      _

7. Negative Control Sample(s)____      __

For convienence, any other sheet containing the pertinent information can be attached rather than filling out the form.

*MDS Use Only*********************************************************************

Date Received:___/___/___  By:________________
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