NORTH OF SCOTLAND REGIONAL GENETICS SERVICE

Clinical Genetics Centre

Ground Floor, Ashgrove House

Foresterhill, Aberdeen, AB25 2ZA

CONSENT FOR GENETIC SAMPLE STORAGE AND ANALYSIS

RECORD OF CONSENT:

A   I,…………………, agree to analysis of the sample for …………………………........

B   I would like to be told the results of the test




Y
N

     If I am unable to receive the results of my test, I would

     like the results to be given to: (e.g. next of kin)

     …………………………………………………….

C   I agree that the sample may be stored in case future checks or tests
Y
N

     are required.
D  If a new method of doing the gene test is developed, the stored 

Y
N

    sample can be re-checked using the new method. I understand
    that I will be contacted if this changes the result.

E  To check the quality of our results for other patients, and for teaching 
Y
N

    and training it is helpful to use part of the stored sample anonymously.

    I agree that the stored sample may be used in this way.

Results from the test may enable other family members to benefit from genetic testing. I agree that information and test results may be shared to help other family members.

Signed…………………………………………   Date………………………………….

PRACTITIONER’S SECTION:

I,……………………., confirm that I have explained the purpose of the genetic tests.

Signed…………………………………………  Date……………………………………

Blood samples
RNA/DNA analysis 10mls each in EDTA tubes. 

For further advice about genetic testing phone 01224 552 120
Person giving consent:


Name:


Address:





DoB:


CHI:


Hospital No:


Pedigree:





Sample from:


(Name, DoB, relationship (e.g. self, child etc)














Nature of sample:








