
CONSENT  
(Consent to be established in duplicate, with one copy being given to the patient  

 
 
 
 

 
I the undersigned,  First name:    Last name: 
Father  of the child  First name    Last name: 
Age: 
 
Residing at: 
  
 …………………………………………………………………………………
………….. 
 
 …………………………………………………………………………………
…………. 
 
Hereby request Dr.  
…………………………………………………………………………………… 
To take a blood sample from my child for molecular testing with a view to genetic 
screening, to help in the diagnosis or prevention of the disease from which he/she is 
suffering. 
 
I declare that I have been fully informed of the nature of the tests that will be carried 
out on my child’s blood and of the possible consequences of the results that may be 
given to me. 
 
 
I have been informed that: 
 

 The genetic testing will be carried out in Professor E.Tournier-Lasserve’s 
laboratory - Hôpital Lariboisière – Laboratoire de Génétique – 2 rue A. Paré – 
75475 PARIS Cedex 10 

 
 I am entitled to request the return of the blood sample or products derived from 

the sample (in particular the DNA extracted from it) at any time, 
 

 Only Dr.  …………………………………………… or the persons mandated 
by him/her may carry out the tests described to me, for the sole purpose to 
which I have agreed. 

 
 I may request that the testing carried out with my child be halted at any time. 

Given in 

……….., on  

Signature of the aforenamed  

 
 
 



CONSENT 
(Consent to be established in duplicate, with one copy being given to the patient 

 
 
 
 

 
I the undersigned Frst name:   Last name: 
Mother of the child: First name:   Last name:  Age: 
 
Residing at:
 …………………………………………………………………………………
………….. 
 
 …………………………………………………………………………………
…………. 
 
Hereby request Dr: 
…………………………………………………………………………………… 
To take a blood sample from my child for molecular testing with a view to genetic 
screening, to help in the diagnosis or prevention of the disease from which he/she is 
suffering. 
 
I declare that I have been fully informed of the nature of the tests that will be carried 
out on my child’s blood and of the possible consequences of the results that may be 
given to me. 
 
 
I have been informed that: 
 

 The genetic testing will be carried out in Professor E.Tournier-Lasserve’s 
laboratory - Hôpital Lariboisière – Laboratoire de Génétique – 2 rue A. Paré – 
75475 PARIS Cedex 10 

 
 I am entitled to request the return of the blood sample or products derived from 

the sample (in particular the DNA extracted from it) at any time, 
 

 Only Dr.  ………………………………………… or the persons mandated by 
him/her may carry out the tests described to me, for the sole purpose to which I 
have agreed. 

 
 I may request that the testing carried out with my child be halted at any time. 

 

Given in .., on 

  

Signature of the forenamed 



ATTESTATION OF THE PRESCRIPTION OF A GENETIC TEST 

I the undersigned Dr. (first name) ………………………………………………………………(Last 

name)……………………………….…………………, Doctor of Medicine ,  

hereby certify and attest that I have this day had a meeting with (patient’s name) 

………………………………………………………………… and  have: 

1. Informed the patient of: 
- the characteristics of the chromosomal and/or molecular abnormalities 
which can be  detected, 
- the resources used to detect them, 
- the results likely to be obtained from the test 

 

2. Informed the patient of the conditions under which the blood sample will be 
taken, and the relevant constraints and possible consequences 

3. Informed the patient on the way in which the results will be communicated to 
them. 

Having completed this consultation, I am prescribing a molecular genetic test. 

 A karyotype. 

 A molecular genetic test. 
 

Date:………………………….. 

Prescriber’s name . ………………………….. (in capital letters) 

Signature:………………………….. 

 

 


