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Test request form
Genetics of chronic and 
hereditary pancreatitis

Hospital or laboratory barcode 
stamp or label

PATIENT
Last name: ........................................................................First name: ....................................................................................
Date of birth*:     	  Sex: 	  F   	  M
Address: .................................................................................................................................................................................
Postal code:    City: .............................................................................................................................................
Country: ..........................................................Tel.:      
* If the patient is a minor, consent must be given by the legal guardians.

FAMILY HISTORY
	 	  YES	 	  NO	

CLINICAL MANIFESTATIONS
	  Chronic pancreatitis	 	  Acute pancreatitis
 Age of first episode:	 ................. years
 Number of episodes: ............. 	 Number of hospitalisations: ................  	 Surgery (Y/N): ...................

ETIOLOGY

 Alcohol consumption: 	 	  0g/d	 	  <40g/d 	 	  >40g/d 	 i.e...............................g/day
 Smoker: .............  number of cigarettes/day
 Intake of pancreatotoxic drug(s):	 	  YES	 	  NO 	 If yes, which:	
 Neoplasm: 			   	  YES	 	  NO 
 Clinical signs of cystic fibrosis (+/- atypical):	 	  YES	 	  NO 	 Sweat test: ............................... nmol/litres
 Diabetes 			   	  YES	 	  NO 
 Autoimmune disease:	 	  YES	 	  NO	 If YES, please specify: .................................................................................

IMAGING (ultrasound, CT, MRI, wirsungography…)
	  Calcifications 	 	  Cysts	 	  Normal imaging

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

Client no.Invoicing
a Laboratory

REFERRING PHYSICIAN
Last name: .............................................................. First name:...................................
Address: .......................................................................................................................
Postal code:   City: ..................................... Country: ...............................
Tel.:     ............Fax :     

Family tree

Geographical origin*: .................................................................................................................................................
(*The frequency and distribution of genetic mutations differs according to the ethnic/geographical origins of the patient)

Consanguinity: 	  YES (please indicate on the family tree) 	 	  NO

Date :    
Type of sampling: ...........................
........................................................         

Stamp of prescriber
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Test request form
Genetics of chronic and 
hereditary pancreatitis

CONSENT FOR THE GENETIC CHARACTERISTICS TESTING ON AN INDIVIDUAL AND THE PRESERVATION OF SAMPLES. 

Patient information	 Last name: ......................................................................................First name: .......................................................
			  Date of birth:    
Legal representative(s) 	 (as appropriate) Last name: ...............................................................First name: .......................................................
information	 (as appropriate) Last name: ...............................................................First name: .......................................................

I, the undersigned, declare that I have been informed by: 
	 	 	 Dr ......................................................................................................	         
	 	 	 Genetic Counsellor............................................................................	under the responsibility of Dr ......................................................................... 	
		  and on their behalf
about the genetic characteristics test which will conducted on a sample/samples taken from:
	 	 	 Myself
	 	 	 My child or an adult under my guardianship

For: (mandatory statement of the name of the pathology or name of the test conducted according to an etiological, predictive or healthy carrier diagnosis)

.............................................................................................................................................................................................

ACKNOWLEDGEMENT OF  
THE FOLLOWING INFORMATION:

I declare that I have received the information 
needed to understand this test and its purpose. 
I consent to this test being performed.
The results of the test will be provided to me 
and explained based on the current state of 
knowledge by the doctor/genetic counsellor who 
prescribed it as part of an individual consultation. 
The doctor/genetic counsellor will explain the 
necessary treatment methods where appropriate.
I understand that if a genetic abnormality that 
could be responsible for a predisposition or a 
serious affliction is identified, I must allow this 
information to be passed on to the rest of my/their 
family. I have been warned that remaining silent 
could pose a risk to them and their descendants, 
where preventive measures, including genetic 
counselling or treatment, could be proposed. 
I can either share this genetic information with 
members of my/their family myself, or permit the 
prescribing physician to do so. 
I authorise, in compliance with medical 

confidentiality: The transmission of information 
from my/their medical file to the doctors involved 
with this test.
I acknowledge that my/the personal data relevant 
for making a diagnosis and the results report for 
my/their test will be kept, in paper form or in a 
digital database, by the prescribing physician 
and the medical biology laboratory authorised 
to conduct this test, in accordance with the 
regulations in force.
I have been informed that, in accordance with the 
current laws, my/their sample will be destroyed 
once the legal retention period has expired or, 
unless requested otherwise by myself in writing 
sent to the Eurofins Biomnis administrative 
office, used and transferred, anonymously and 
according to medical confidentiality, for scientific 
or quality control purposes. 
In addition, cross out any of the following 
paragraphs that you disagree with:
*	 I wish to be informed of the results of the test 

conducted.
*	 Genetic information not directly linked to my/

their pathology but which may have an impact 

on my/their care and/or treatment or that of 
my/their relatives may be disclosed. I wish for 
this information to be disclosed to me:
	  YES	 	  NO	 	  Not applicable

*	 I agree for the transmission and use of my/
their results for the genetic analysis of other  
members of my family who may wish for a  
consultation.

*	 I agree for a sample of a biological material from 
me/them to be kept and used at a later date to 
continue the investigation as part of this  
diagnostic approach, according to develop-
ments in medical knowledge.

Signed at............................................................ ,

On   

Signature of the patient or legal 
representative(s) for a minor or adult under 

guardianship

**REMINDER OF THE REGULATIONS
The prescribing physician must keep:

•	The written consent
•	Duplicates of the prescription and declaration
•	The reports of medical biology analyses with discussion 

and which have been signed (Art. R1131-5).

The authorised laboratory conducting the tests must:

•	Ensure that there is a prescription, prescribing physi-
cian declaration and written consent from the patient

•	Send, to the prescribing physician, who alone is 

authorised to communicate the results to the individual 
concerned, the medical biology analysis report with 
discussion and which is signed by an approved prac-
titioner 

•	Send, where appropriate, to the laboratory that trans-
mitted the sample and was involved in the analysis, 
the medical biology analysis report with discussion 
and which is signed by an approved practitioner

Law no. 2011-814 of 7 July 2011 on bioethics

Order of 27 May 2013 defining the rules of good  

practice applicable to the genetic characteristics test on 
an individual for medical purposes 

Decree no. 2013-527 of 20 June 2013 on the conditions 
for informing biological relative in relation to genetic  
characteristics tests for medical purposes 

Decree no. 2008-321 of 4 April 2008 on genetic  
characteristics tests on an individual or their identification 
via genetic fingerprinting for medical purposes.

I certify that I have informed the patient named 
above or their legal representative of the 
characteristics of the disease being tested for, 
the means for identifying it, the reliability of the 
analyses, options for prevention and treatment 
and how the disease in question can be 

transmitted genetically, along with its potential 
consequences for other members of the family. 
I certify that I have received the consent of the 
patient named above or their legal representative 
according to the conditions laid down in the 
regulations in force. 

Signed in .............................  on .......................

PRESCRIBING PHYSICIAN DECLARATION OF CONSULTATION**

Signature and stamp

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


