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The diagnosis of agenetic disease or the identification of people at risk for having achild with agenetic disease
reguires the testing of DNA for the presence of an abnormal gene. You and/or your healthcare provider are reguesting
the Clinic for Special Children (CSC) to perform agenetic test on you or your child, fhe purpose and accuracy of this
test has been explained to you and your guestions have been satisfactorily answered.

Development and performance of this testing was determined by the CSC. This clinical testing has not been
approved by the FDA: however, the FDA has determined that such approval is not necessary. Some reagents used
in this testing are produced for research purposes only. There is always achance that an error may occur (including,
but not limited to, sample contamination and sample misidentification). Anegative test result does not necessarily
exclude agenetic disease. Results of genetic testing stiould be considered with the results of other laboratory testing
as well as clinical evaluation. The results of these tests will be handled in the standard medically confidential manner.

You and/or your healthcare provider acknowledge permission to (1) obtain about 3ml of blood from avein (2)
isolate DNA from this sample, (3) perform the reguested diagnostic tests (if any), and (4) store the DNA sample at the
Clinic for Special Children. By signing this form, you, acknowledge that any remaining DNA may be used further for
guality-control purposes or additional research. Your name or other personal identifying information will not be used
in or linked to the results of any studies or medical publications. However, you have the right to learn of any medically
significant findings identified in the course ofthat process. Please select your preference below:

N٥T agree to be re-contacted for future research studies relevant to the CSC's mission. I or □ID٥ Dا٥□
understand that my decision to opt-out of such follow-up contacts will not affect my ability to obtain testing or receive
m e d i c a l c a r e a t C S C .

N٥T want to be informed of incidental fir.dings (medically actionable findings not related to the or □ID٥ Dا٥□
indication for testing)

Plain Insight Panel (PIP) ٥NLY: By choosing to do the Plain Insight Panel, you are electing to learn the following
genetic information from the test: 1. Genetic variants associated with known conditions manifesting in childhood or
adulthood; 2. Genetic variants predicted 0؛ cause conditions that have not yet been seen in Plain patients at the Clinic;
3. Genetic variants that may impact tiealth by Increasing the severity of acondition only when in combination with
another genetic or non-genetic factor, but are likely insufficient to cause the disease alone.

Signature of patient or parent/legal guardian D a t e

Alternate consent: I, the health care provider requesting the above testing, have explained the benefits and limitations of genetic
testing to ttie patient and/or ttieir legal guardian and have received verbal consent to order genetic testing.

Signature of liealthcare provider D a t e
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Indication for targeted testing
Carrier testing

htslorv لاt؛normat tndwtduat wtlh no fam لااا03ا0؛'اة
Famt^ histop ot the condtìon
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□Plain Insight PanePJw (Peripheral or coró blood only)
Carrier screening -healthy adult witti no spedile personal medical concerns
Diagnostic testing -identify genetic basis for this patient's medical issues
Parental screening -parental testing to identify the genetic basis for their child's health concerns
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*These items are REQUIRED. Failure to provide proper documentation may result In delayed testing or reإection of
sample.*POSITIVE diagnostic results wrtll be reported by pirone to reguesting provider. Please indicate preference for reporting
NEGATIVE results by c(recking the appropriate box (fax or email).


