
Saliva Collection Kit 

Instructions for Use

Read all instructions prior to getting started.    

Saliva Collection Kit contents:

ORAcollect®·Dx   
hOCD-100.014
MDNA Genotek Inc.
3000-500 Palladium Drive
Ottawa, ON, Canada K2V 1C2

ORAcollect®·Dx (OCD-100.014) is made for Progenika Biopharma, S.A. 
by DNA Genotek Inc., a subsidiary of OraSure Technologies, Inc.
Patent (www.dnagenotek.com/legalnotices)

AlphaID™ At Home Genetic Health Risk Service is provided by Progenika 
Biopharma, S.A. A Grifols company. 

AlphaID At Home Genetic Health Risk Service and Grifols logos are trademarks 
or registered trademarks of Grifols. 
ORAcollect is a registered trademark of DNA Genotek Inc.
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Y	 Caution, consult Instructions for Use 
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Instructions for Use 

By using the AlphaID At Home Genetic Health Risk Service, 
you agree to the Terms of Service at  
www.AlphaIDAtHome.com/Terms-of-Service/

Please note: The AlphaID At Home Genetic Health Risk 
Service is FREE. This includes the collection device, 
shipping, lab processing and access to your results. 
You or your insurance will not be billed.

Record Card for you to keep 
with your unique barcode   

ORAcollect®·Dx  
(OCD-100.014) 
in pouch, with your unique  
barcode on the tube

 
Mailer Box  

for returning the collected sample  
(with prepaid return label)

 
Sleeve for  
Mailer Box  

with your unique  
barcode 

Intended use for ORAcollect®·Dx (OCD-100.014): 
ORAcollect®•Dx is intended for use in the collection of saliva 
samples for diagnostic testing of human DNA. Saliva samples 
may be collected by a health care professional or non-health 
care professional, such as a lay user. Saliva samples collected 
using ORAcollect®•Dx are stabilized and isolated for use in 
downstream diagnostic testing applications. Saliva samples 
collected using ORAcollect®•Dx can be transported and/or 
stored at ambient conditions.

 Collection precautions:
Do NOT eat, drink, smoke,  
or chew gum for 30 minutes  
before collecting saliva sample.

Ensure the sponge tip does NOT come  
into contact with any surface prior to collection.

30 min.

Collect and return within 1 week

Register your kit at www.AlphaIDAtHome.com/REGISTER

59°F to 
77°F

15°C to 
25°C

For In Vitro Diagnostic Use 
VY

Saliva Collection KitAlphaID TM At Home
Genetic Health Risk Service

REGISTER YOUR KIT
Collect and mail your sample

at your earliest convenience.

AlphaIDTM At Home Genetic Health Risk Service 

Instructions for Use

Read all instructions prior to getting started.    

Intended use for ORAcollect®·Dx (OCD-100.014): 
ORAcollect®•Dx is intended for use in the collection of saliva 
samples for diagnostic testing of human DNA. Saliva samples 
may be collected by a health care professional or non-health 
care professional, such as a lay user. Saliva samples collected 
using ORAcollect®•Dx are stabilized and isolated for use in 
downstream diagnostic testing applications. Saliva samples 
collected using ORAcollect®•Dx can be transported and/or 
stored at ambient conditions.

 Collection precautions:
Do NOT eat, drink, smoke,  
or chew gum for 30 minutes  
before collecting saliva sample.

Ensure the sponge tip does NOT come  
into contact with any surface prior to collection.

30 min.

  V
For In Vitro Diagnostic Use

Storage: 59°F l77°F (15°C l25°C) 

 

Your results are kept completely  
confidential and shared ONLY with 
you through your private AlphaID™  

At Home account.

Welcome
You are taking an important next step for your health. This kit includes everything you 
need to collect your sample and mail it to the lab.

The lab requires each kit to be registered in order to access your report. We suggest 
you register your kit’s unique barcode (on kit and below) at your earliest  
opportunity. Follow the instructions included to easily collect your sample and 
mail it that same day to the lab.

If you have questions, please visit www.AlphaIDAtHome.com or call Customer Support 
toll free 1-844-891-3030, Monday-Friday, 8am-8pm EST and Saturday, 9am-3pm EST.

> Date you mailed your kit:  

> KEEP THIS CARD

  

[Variable 14-digit code]

HYYYY-MM-DD   gYYMMLLL

https://www.alphaidathome.com/terms-of-service/


Procedure

1 Register your kit
Before you collect your sample, 
register your unique barcode 
on the secure, confidential 
and HIPAA compliant website  
www.AlphaIDAtHome.com/REGISTER/

IMPORTANT: You must register your kit to access your report.

Collect and mail your sample at your earliest convenience.

2 Collect sample 
Open the package and remove the 
Saliva Collection Device without 
touching the sponge tip. Collect the 
sample following the instructions below:

RETURN 

ADDRESS
F

About the AlphaID™ test
This test will tell you whether you have genetic variations that may put 

Chromosomes contain our genes, and genes are made up of DNA. 

Chromosomes and genes can play an important role in your health. Some 

people can have one working copy of a gene and one non-working copy. 

This is called being a carrier of a genetic condition. Carriers are usually 

healthy, but their children may have a higher risk for disease. Some 

patients have no working copies of a gene. In these cases, people may 

experience harmful health effects.
What test results mean

Positive (abnormal) results may mean your risk to have a certain genetic 

condition is higher than other people.

Negative (normal) results mean that your risk to have the condition tested 

is low, but not zero.Your privacy is protected
We keep your results and information private. We only send results to the 

ordering provider, unless you give us permission to send elsewhere. You 

can contact us for a copy of your results.

No other test will be performed and reported on your sample, unless 

ordered by your provider.
Finding out these results will help you understand your risk to have the 

condition tested.Negative results are reassuring. Positive results let you and your provider 

LimitationsNegative results do not guarantee that you do not have or are not a 

Changes not targeted by these tests will not be detected. False positive, 

false negative, and failed results are rare, but possible.

8161 Maple Lawn Blvd Suite 375 Fulton, MD 20759 USA • Tel 1-855-362-5221 • biocerna.com

Biocerna LLC  is a CLIA-certified clinical laboratory and  is accredited by the College of American 

Pathologists (CAP). This consent form is provided by Biocerna as a courtesy and  an educational service to 

clinicians and  their patients. © 2019 Biocerna LLC All rights reserved. Biocerna® is a registered service 

marks of Biocerna LLC. Alpha ID™ is a trademark of Grifols. PC-2019017 rev. 05172019

Patient Informed Consent

Genetic testing conducted by independent lab Biocerna LLC.

Smoking history (cigarette): Test request originally 
initiated by (select one):

Never
Current

Past
Health Care ProviderPatient

Today’s Date:

Patient Information(REQUIRED - PLEASE PRINT)
Gender:        Male          Female

Date of Birth: 

First Name: __________________________________________

Last Name: __________________________________________

Healthcare Provider Information  (REQUIRED - PLEASE PRINT)

First Name: __________________________________________

Last Name: __________________________________________

Address: ____________________________________________

City:_____________________State___  Zip Code:____________

Phone: ___________________Fax: _______________________

National Provider Identi�er (NPI #)I would like to receive test results via:

      by mail      Online portal (Email required): _________________________

Informed ConsentBefore signing this form, I had a chance to reviewed the Informed 

Consent document and have understood the implications and 

limitations of the AlphaID test. I have all the information I need to 

decide. I understand this test is voluntary, and I hereby give my 

consent/authorization for this genetic test. I will followup with any 

genetic counseling services that may be necessary.

Signature: ___________________________________________

Send top copy with saliva sample, retain duplicate copy 

Test Requisition Form
Send top copy with saliva sample, retain duplicate copy

Smoking history (cigarette): Test request originally 
initiated by (select one):

Never
Current

Past
Health Care ProviderPatient

Today’s Date:

Patient Information(REQUIRED - PLEASE PRINT)
Gender:        Male          Female

Date of Birth: 

First Name: __________________________________________

Last Name: __________________________________________

Healthcare Provider Information  (REQUIRED - PLEASE PRINT)

First Name: __________________________________________

Last Name: __________________________________________

Address: ____________________________________________

City:_____________________State___  Zip Code:____________

Phone: ___________________Fax: _______________________

National Provider Identi�er (NPI #)I would like to receive test results via:

      by mail      Online portal (Email required): _________________________

Informed ConsentBefore signing this form, I had a chance to reviewed the Informed 

Consent document and have understood the implications and 

limitations of the AlphaID test. I have all the information I need to 

decide. I understand this test is voluntary, and I hereby give my 

consent/authorization for this genetic test. I will followup with any 

genetic counseling services that may be necessary.

Signature: ___________________________________________

Send top copy with saliva sample, retain duplicate copy 

Test Requisition Form
Send top copy with saliva sample, retain duplicate copy

Smoking history (cigarette): Test request originally initiated by (select one):

Never
Current
Past Health Care ProviderPatientToday’s Date:

Patient Information(REQUIRED - PLEASE PRINT)Gender:        Male          FemaleDate of Birth: 

First Name: __________________________________________

Last Name: __________________________________________Healthcare Provider Information  (REQUIRED - PLEASE PRINT)

First Name: __________________________________________

Last Name: __________________________________________

Address: ____________________________________________

City:_____________________State___  Zip Code:____________

Phone: ___________________Fax: _______________________National Provider Identi�er (NPI #)

I would like to receive test results via:      by mail
      Online portal (Email required): _________________________

1 0    0  3    2 0 2 0

0  2    2 4    1  9 5 8

Test Requisition FormSend top copy with saliva sample, retain duplicate copy

Alpha-1 screening 
made simple. 

30 min. 3 Seal sample
Place the tube containing your saliva 
sample into the Bio-Specimen Bag 
provided and seal tightly. 

4 Place in Mailer Box 
Place one sealed saliva sample  
into the Mailer Box.

IMPORTANT:  
Keep the Record  
Card containing  
your unique barcode. 

Remove 
liner to seal

5 Seal box 
Using the adhesive strip located on 
the Mailer Box, seal the box tightly 
across its entire length.

RETURN 

ADDRESS
F

About the AlphaID™ test
This test will tell you whether you have genetic variations that may put 

Chromosomes contain our genes, and genes are made up of DNA. 

Chromosomes and genes can play an important role in your health. Some 

people can have one working copy of a gene and one non-working copy. 

This is called being a carrier of a genetic condition. Carriers are usually 

healthy, but their children may have a higher risk for disease. Some 

patients have no working copies of a gene. In these cases, people may 

experience harmful health effects.
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Positive (abnormal) results may mean your risk to have a certain genetic 

condition is higher than other people.
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We keep your results and information private. We only send results to the 

ordering provider, unless you give us permission to send elsewhere. You 

can contact us for a copy of your results.

No other test will be performed and reported on your sample, unless 

ordered by your provider.
Finding out these results will help you understand your risk to have the 

condition tested.Negative results are reassuring. Positive results let you and your provider 

LimitationsNegative results do not guarantee that you do not have or are not a 

Changes not targeted by these tests will not be detected. False positive, 

false negative, and failed results are rare, but possible.

8161 Maple Lawn Blvd Suite 375 Fulton, MD 20759 USA • Tel 1-855-362-5221 • biocerna.com

Biocerna LLC  is a CLIA-certified clinical laboratory and  is accredited by the College of American 

Pathologists (CAP). This consent form is provided by Biocerna as a courtesy and  an educational service to 

clinicians and  their patients. © 2019 Biocerna LLC All rights reserved. Biocerna® is a registered service 

marks of Biocerna LLC. Alpha ID™ is a trademark of Grifols. PC-2019017 rev. 05172019

Patient Informed Consent

Genetic testing conducted by independent lab Biocerna LLC.
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initiated by (select one):

Never
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Today’s Date:
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Informed ConsentBefore signing this form, I had a chance to reviewed the Informed 

Consent document and have understood the implications and 

limitations of the AlphaID test. I have all the information I need to 

decide. I understand this test is voluntary, and I hereby give my 

consent/authorization for this genetic test. I will followup with any 

genetic counseling services that may be necessary.

Signature: ___________________________________________

Send top copy with saliva sample, retain duplicate copy 

Test Requisition Form
Send top copy with saliva sample, retain duplicate copy

Smoking history (cigarette): Test request originally 
initiated by (select one):

Never
Current

Past
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Today’s Date:
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City:_____________________State___  Zip Code:____________

Phone: ___________________Fax: _______________________

National Provider Identi�er (NPI #)I would like to receive test results via:
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Informed ConsentBefore signing this form, I had a chance to reviewed the Informed 

Consent document and have understood the implications and 

limitations of the AlphaID test. I have all the information I need to 

decide. I understand this test is voluntary, and I hereby give my 

consent/authorization for this genetic test. I will followup with any 

genetic counseling services that may be necessary.
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Send top copy with saliva sample, retain duplicate copy 

Test Requisition Form
Send top copy with saliva sample, retain duplicate copy

Smoking history (cigarette): Test request originally initiated by (select one):

Never
Current
Past Health Care ProviderPatientToday’s Date:

Patient Information(REQUIRED - PLEASE PRINT)Gender:        Male          FemaleDate of Birth: 

First Name: __________________________________________

Last Name: __________________________________________Healthcare Provider Information  (REQUIRED - PLEASE PRINT)

First Name: __________________________________________

Last Name: __________________________________________

Address: ____________________________________________

City:_____________________State___  Zip Code:____________

Phone: ___________________Fax: _______________________National Provider Identi�er (NPI #)

I would like to receive test results via:      by mail
      Online portal (Email required): _________________________

1 0    0  3    2 0 2 0

0  2    2 4    1  9 5 8

Test Requisition FormSend top copy with saliva sample, retain duplicate copy

Alpha-1 screening 
made simple. 

30 min.

6 Mailing instructions
Place the boxed sample into the 
mail or take it to the nearest postal 
location. A prepaid return label is 
located on the back of the Mailer Box.

Your service result report is kept 
confidential and can only be 
accessed with your unique barcode 
and password on the secure website 
https://www.AlphaIDAtHome.com/
View-Report/

 Questions? 
For questions, contact Customer 
Support at 1-844-891-3030.

 

Remove 
liner to seal
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About the AlphaID™ test
This test will tell you whether you have genetic variations that may put 

Chromosomes contain our genes, and genes are made up of DNA. 

Chromosomes and genes can play an important role in your health. Some 

people can have one working copy of a gene and one non-working copy. 

This is called being a carrier of a genetic condition. Carriers are usually 
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marks of Biocerna LLC. Alpha ID™ is a trademark of Grifols. PC-2019017 rev. 05172019
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First Name: __________________________________________
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1 0    0  3    2 0 2 0

0  2    2 4    1  9 5 8

Test Requisition FormSend top copy with saliva sample, retain duplicate copy

Alpha-1 screening 
made simple. 

30 min.

Warnings and precautions for ORAcollect®·Dx 
(OCD‑100.014):
•	 Read all instructions carefully prior to sample collection; 

not following instructions may result in inadequate sample 
and impact DNA yield and your results.

•	 For direct-to-consumer use with the AlphaID™ At Home 
Genetic Health Risk Service.

•	 For use in individuals 18 years of age and older.	
•	 Choking hazard. Caution should be used when inserting 

sponge into the mouth.
•	 Sample donors with xerostomia (dry mouth) may not collect 

an adequate sample using these instructions, resulting in 
lower DNA yield and an invalid sample for use.

•	 If stabilizing liquid comes in contact with eyes or skin, 
wash with water. Do NOT ingest. See the Safety Data Sheet 
at https://www.AlphaIDAtHome.com/safety_data_sheet.pdf

Information on the AlphaID™ At Home Genetic Health 
Risk Service:
For information on the AlphaID™ At Home Genetic Health 
Risk Service, please visit www.AlphaIDAtHome.com. 

10 x

2.1 2.2 2.3 2.4 2.5

10 x 10 x
Do 

not spill

Place sponge as far back in the mouth 
as comfortable and rub along the 
lower gums (see close-up image) 
in a back and forth motion. Gently 
rub the gums 10 times. If possible, 
avoid rubbing the teeth.

10 x

2.1 2.2 2.3 2.4 2.5

10 x 10 x
Do 

not spill

Gently repeat rubbing motion on the 
other side of the mouth along the 
lower gums for an additional 10 times. 

10 x

2.1 2.2 2.3 2.4 2.5

10 x 10 x
Do 

not spill

�Hold the tube upright to prevent the 
stabilizing liquid inside the tube from 
spilling. Unscrew the blue cap from 
the collection tube without touching 
the sponge.

10 x

2.1 2.2 2.3 2.4 2.5

10 x 10 x
Do 

not spill

Turn the cap upside down, insert 
the sponge into the tube and close 
cap tightly.

10 x

2.1 2.2 2.3 2.4 2.5

10 x 10 x
Do 

not spill

Invert the capped tube and shake 
vigorously 10 times.

Sponge

KEEP

Your results are kept completely  
confidential and shared ONLY with 
you through your private AlphaID™  

At Home account.

Welcome
You are taking an important next step for your health. This kit includes everything you 
need to collect your sample and mail it to the lab.

The lab requires each kit to be registered in order to access your report. We suggest 
you register your kit’s unique barcode (on kit and below) at your earliest  
opportunity. Follow the instructions included to easily collect your sample and 
mail it that same day to the lab.

If you have questions, please visit www.AlphaIDAtHome.com or call Customer Support 
toll free 1-844-891-3030, Monday-Friday, 8am-8pm EST and Saturday, 9am-3pm EST.

> Date you mailed your kit:  

> KEEP THIS CARD

  

[Variable 14-digit code]

HYYYY-MM-DD   gYYMMLLL

https://www.alphaidathome.com/register/
https://www.alphaidathome.com/view-report/
https://www.alphaidathome.com/view-report/

