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Test request form
Molecular genetics of infertility

INTERNATIONAL DIVISION

Tel.: +33 (0)4 72 80 23 85 - Fax: +33 (0)4 72 80 73 56
E-mail: international@biomnis.eurofinseu.com

Customer number:

PRESCRIBING CLINICIAN
First name(S): «oovveeeiiiiiie e SUMAME: ..o
Address:

Postcode: L1t 1 1 1 | City: oo, Country: .o
Tel:L J v v L I 1] Fax:l_ o L0 00 v ey |

PATIENT

First name(s): SUMNAME™: .o
Birth MM . e e e e e e e e e e ———
Date of birth*: |1 jI 1 i1 1 1 | Gender: L I1F [IM
e Lo =TI
Post code™ Lt 1 1 1 1 ClY™ oo s

*

COUNETY ™. Lo Tel.™: L L v J g
*Required fields

**If the patient is a minor, consent must be given by the holders of parental authority.

CLINICAL SIGNS -This section must be completed

Dateofsampling: L1 L 1 L 1 1 1 |
Type Of SAMPIING: ..o

REQUESTED TESTS

[0 KIR genotyping (KIR) [0 HLA-C gene (HLC)

PATIENT'S SPOUSE
First name(S)*: oo SUMAME™: ..

Birth NMAME . ..o et

Date of birth=: L1 j_ 1 J 1 1+ | | Gender: [ IF [IMm
P e Lo 1= YT TSRS

*Required fields

**If the patient is a minor, consent must be given by the holders of parental authority.

Laboratory's stamp
or bar code sticker

CONSENT PRIOR TO THE
CARRYING OUT OF GENETIC
EXAMINATIONS OF AN INDIVIDUAL

(In accordance with Articles R.1131-4 and
R.1131-5 of the Public Health Code).

I, the undersigned ..............ccccevevcevceeescieienenens

pornonl 1 L1 JL 1 1 1 ]
» hereby declare that | had consultation with
D2
where information on the genetic tests to be
performed for the reasons listed below was
provided:

O to confirm or invalidate the diagnosis of a
genetic disease in relation to my symptoms,
those of my minor child or those of the adult
person under guardianship for whom | am the
legal representative;

[ confirm or deny the pre-symptomatic diagno-
sis of a genetic disease;

[ to identify a healthy carrier status (heterozy-
gous or chromosomal rearrangement);

[J assess genetic susceptibility to disease or
drug treatment.

» To this end, | consent
[ to the sample to be taken from my home
[ to the deduction that will be made from my
minor child or a person of full age under guar-
dianship for whom | am the legal representative

I am informed that the results of the examination
of the genetic characteristics will be transmitted
to me by the above-mentioned Doctor in the
framework of an individual consultation. If the
examination reveals results other than those
sought, the aforementioned Doctor will deter-
mine the appropriate course of action during an
individual consultation.

» If part of the sample remains unused after
examination:
[y agree that it may be integrated, if necessary,
for scientific research purposes. In this case, all
medical data concerning me will be protected
by complete anonymisation. Consequently,
| am aware that these scientific studies carried
out will not be of any benefit or prejudice to me.

Signed in (City) ....ccoveeeeeeeieiieeeeeeeee
onl_1 JL 1 L1 ]

Patient's signature, signature of the holders of
the parental authority of the child or the guardian
of the adult under guardianship:

DECLARATION OF MEDICAL
CONSULTATION

(French Decree n° 2008-321 dated 4 April
2008 - French Decree dated 27 May 2013).

I, the undersigned ... ..
R.1131-5 of the French Public Health Code,
hereby certify that the patient mentioned above
was received for a consultation today where in-
formation on the characteristics of the disease
to be screened, the methods used to detect it
and details on the possibilities of prevention
and treatment were provided.

Signed in (City) .......ceoeveeeeeiiieieieeeeee
onl 1 JL 1 L 1 |

Physician's signature:

B111-INTGB - July 2024



