FORM/PWH/MOL/Consent V1
/ﬁ\ Prince of Wales Hospital
Q\ ] )/ Department of Chemical Pathology

Consent for Genetic Testing

HKID / Passport No | | | | ‘ ‘ ‘ ‘ | Genetic Test:

Surname Purpose of Testing

Other Name L1 Diagnostic ()

Sex / Age O Predictive (7EH1)

Date of Birth O carrier Status (FETEIREE)
Provisional Diagnosis O Prenatal Diagnosis (ZER[z2ET)

B 1 (L AR E 1) - N

I have been informed about the purpose of this genetic test.

B BBV A R © ZRDRUHIEA R SRS AT eI AR AR IERE ~ LRI -

I understand the benefits and risks of this genetic test. Results of this genetic test can involve possible Yes ;20
medical, psychological or insurance issues for me and my family.

A B S EAARHE SR DL R R RFE AR - Yes &£0
I understand that only the above-mentioned gene/mutation/locus will be tested. =
BB B2 T A R R E R S (EREA DU S — (AR A0 2 AR Yes ;20

I understand that I / my child may need to give a second sample to confirm initial finding in the first sample.

(A ) FeBH A AR AGGE R AR R E SR S EREURAN AR B R EEE R © WA IERE -
SRR BT RE T R o AEPAE AT REIE RIS IR 4
(If applicable) I understand that interpretation of the genetic test results will depend in part on the family Yes ;20
information that I have given. Errors in diagnosis may occur when the family information given is incorrect.
Non-paternity may be revealed by genetic test.

FH AT T BT 1 (B IS s SR T B BRI 2 - Yes 200

Genetic testing is ongoing and the interpretation of the test results may change over time.

OB A B AR E 5 Clinical Management System HUSH/FHI % FHIEERHEHR & -

I understand that my / my child’s genetic testing report can be accessed through the Hospital Authority Yes 20
Clinical Management System.

EE A S R A ] -
AR R Al Yes 200

Any questions that I have asked have been answered.

Referring Doctor: I have given an appropriate explanation of the genetic test to this patient, addressed the limitations
and answered the patient’s questions. Additional issues that have been discussed regarding the condition being tested:

(R NJE5EE A 244 Name of Patient / Guardian) (O NSE5E N\ 3544 Signature of Patient / Guardian)
(FAEG 1758 [FEIG5ENE HKID / Passport No) (H1#H Date)
(B&4= 44 Name of Doctor) (B4 %544 Signature of Doctor)
(E[SFY /225 Department / Hospital) (HHH Date)

Please keep a photocopy of this form in the Patient’s record and send the original copy to the laboratory. (Doc last modified 28 Mar 2014)



