This is a sample form to assist you in creating a unique form for your practice. Effective forms address the specific circumstances of each practice.

Genetic Testing Checklist and Consent
Date___/__/____


__________________________________________​​​​​___________ 
____/____/_______ 
Patient Name (please print)





Patient DOB
_____________________________________________________
_________________

Physician







MR #
	Discussed with Patient
	Date
Discussed
	Comments

	First trimester screening
	
	

	1. Types of abnormalities that can be identified include, but are not limited to:

a) Down Syndrome (Trisomy 21)

b) Edwards Syndrome (Trisomy 18)

c) Patau Syndrome (Trisomy 13)
d) Neural Tube Defect/Anencephaly

e) Abdominal wall defects
f) Cystic fibrosis
	___/___/_____
	

	2. Testing for abnormalities offered to all women between gestational ages of 
15 to 20 weeks
	___/___/_____
	

	3. Testing is optional and may be declined
	___/___/_____
	

	4. Abnormal test result does not mean fetus has birth defect; further testing may be recommended (i.e., amniocentesis, ultrasound) 
	___/___/_____
	

	5. Other birth defects or genetic disorders may not be detected with this test
	___/___/_____
	

	6. Benefits, risks, and limitation of test(s), have been explained.
	___/___/_____
	


( Yes. I request that blood be drawn for the genetic screening test.

__________________________________________________

____/____/_______
Signature







Date
( No. I decline to have blood drawn for the genetic screening test.
__________________________________________________

____/____/_______
Signature







Date


