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TEST REQUISITION & CONSENT FORM

Please complete all relevant sections below:

Patient and Healthcare sections to be completed and signed by respective parties.
Only original or faxed forms are acceptable for requisition of test(s). You may request collection by calling your local Sengenics representative or by fax to
the number indicated above.

PATIENT CONSENT REQUIREMENT TEST REQUESTED:

NOTE TO REFERRING DOCTORS OR HEALTHCARE PROFESSIONALS D HU 280 Whole Genome Test - Designed by Oxford and approved by the
Sengenics tests can only be carried out upon referral by a qualified healthcare International Standards for Gytogenomic Arrays Consortium (ISCA)

professional. Patient consent for the test is to be obtained by the referring Doctor . . . .
or qualified healthcare professional. |:| HU Autism Spectrum Disorder Test - Designed by Oxford and Emory Genetics,

USA - ISCA approved
The referring physician is deemed to have discussed the risks and benefits of the
laboratory testing and obtained the patient’s informed consent. |:| HU Duchenne Muscular Dystrophy (DMD) Test - Designed by Oxford and

o . ) . . Emory Genetics, USA - ISCA approved
By signing below, | confirm that | have obtained informed consent from this

patient and/or guardian(s) for the test that | have ordered below via Sengenics.

SAMPLE INFORMATION:

Name of Hospital / Institute sending samples to Sengenics Sdn Bhd:

Doctor or Healthcare Professional

Title: First Name: Surname:
Speciality: Hospital or Institution: Date sample obtained:

Date delivered to Sengenics Sdn Bhd:
Address:

CvVs |:| Direct CVS |:| Cultured cells
Tel: Fax: E-mail:

AMNIOCENTESIS |:| Direct fluid |:| Cultured cells
Signature: Date: BLOOD |:| Foetal, specify source: |:| Cord blood — post delivery
PATIENT INFORMATION: DNA

Specify DNA source: direct cultured
Title: First name: Surname: cvs D D
Date of Birth: ___/__/___ (DD/MM/YYYY) Amnio ] ]

Tissue D D

I/C or Passport number: Blood (cord) ] ]
Address: OTHER

Please specify:

City, State, Postcode:

Specimen Requirements

Specimen # / ID #: Cultured cells: 1x T-75 flask or 3x T-25 flasks, 70% confluent
Direct CVS: 5-10mg
Patient Private Insurance details (if relevant): Direct amniotic fluid for microarray only: 12-15ml

Tissue/POC : 15-20mg tissue in sterile media or saline
Foetal blood: Minimum 3ml whole blood EDTA
Parental Blood: Minimum 3ml whole blood EDTA

Signature: Date: NOTE: Additional costs may be incurred if specimen quality or quantity is suboptimal.
PREGNANCY DETAILS USE OF SPECIMEN:

Patient samples may be retained indefinitely for validation, educational purposes and/or research,
i. Is this an on-going pregnancy? |:| Yes |:| No maintaining the confidentiality of each sample. Patients may decline and refusal does not impact

diagnostic testing or reporting of results.

ii.Foetal Sex (required for accurate analysis) I:l Male D Female I:l Unknown | By ticking this box patient declines use of sample for test validation, academic or educational

. purposes and sample will be used only for the test specified above then destroyed after 60 days.
iii. Karyotype |:| Normal |:| Abnormal |:| Pending |:| Not Performed

The data generated during this test will be retained for research and analytical use and personably
Details (attach report) identifiable data will not be disclosed to any third party without patient consent.
Patient confidentiality will be maintained in accordance with prevailing laws.

IV. Weeks Gestation by LMP by Ultrasoundon ___ / /

FOR OFFICIAL USE :

BIRTH DETAILS

Gestational age at birth (weeks):

APGAR score at birth:

Any problem at birth:
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