FAMILIAL HYPERCHOLESTEROLAEMIA IN SCOTLAND
Familial Hypercholesterolaemia Cascade Testing – Reply Form

Name:………………………………………………………………………………….

Address:……………………………………………………………………………….

Date of birth ……………….&CHI if known…………………………………..
I understand that someone in my family has high cholesterol and you would like to talk to me about having a gene test.

I would/would not (delete as appropriate) like to know more about this

(Please tick one circle)

O
I would like to receive an appointment in the post

O
I would like to be telephoned by the FH co-ordinator to arrange a convenient appointment

I prefer to be telephoned in the morning/afternoon (delete as appropriate) on this number ……………………………………….
O
I do not want to be contacted at this time and I would like to be contacted in 6 months

O
I do not want to be contacted now or in the future
Please add any other information ………………………………………………….. ………………………………………………………………………………………..…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..

Signature……………………………………Date……………………………………

Any information you provide is stored securely in accordance with the Data Protection Act 1998.  It is only used for the purposes described above. We cannot use it for anything else without your consent. No personal information is passed on to any other organisation.  Please contact us if you have any concerns or would like more information.  If you provide us with consent to hold data about you and then change your mind, you can withdraw your permission at any time. 
Please return to:

Lipid Co-ordinator

Clinical Genetics, Ground Floor
Ashgrove  House

Foresterhill

AB25 2ZA
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