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It is my choice to have genetic testing. 

I, [ NAME HERE ] confirm that I have read the information sheet, spoken to a healthcare provider and received 

information about the genetic test protocol, what my results can contain, and how my data will be handled. I have had 

enough time to consider this consent form and have: 

 Had the opportunity to discuss genetic testing and its implications. 

 Been given access to information about genetic testing. 

>     Been able to ask questions until I am satisfied. 

ABOUT THE GENETIC TEST 

I understand that: 

 the genetic test will attempt to identify the cause of a suspected disease by analyzing my genetic material for an 

abnormal change (variant). Several genes/ the whole exome/the whole genome will be sequenced in order to 

determine a gene variant or variants responsible for a specific, suspected genetic disease. 

>     if I change my mind, I can choose not to be told about the results.  

>     tests are based on current best-practice knowledge, and this knowledge may change in the future. 

 the implications of my results may change at a later time point.  

 procedures are in place to review knowledge against patient data to identify opportunities for updated diagnoses. 

Initial here if you understand the information presented above about the genetic test.  

POTENTIAL OUTCOMES 

I understand that: 

 there are no guarantees that this test will find a cause for my condition(s). 

 the significance of my results may be uncertain or unknown; meaning an identifiable variant is not (yet) relatable to a 

disease diagnosis. 

 unexpected family relationships may be identified. 

>     further testing or information sharing may be needed to verify the results. 

Initial here if you understand these are potential outcomes to genetic testing.  

 

INFORMATION RELEVANT FOR RELATIVES  

I understand that: 

 A finding of a hereditary (predisposition to) disease may have implications for my relatives.   

Consent for genetic testing 
This form is meant to follow discussions you have had with your healthcare 

provider allowing you to voluntarily express your consent for genetic testing. 

Initial here if you are willing to have your results shared with relatives if hereditary 
(predisposition to) diseases are identified. 
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SECONDARY FINDINGS 

I understand that: 

>     the results may identify clinically actionable and/or non-clinically actionable secondary findings, not related to the 

initial reason for my genetic test. 

Initial here if you want to be informed about clinically actionable and/or non-clinically actionable 
secondary findings. 

 

PERMISSION TO SHARE YOUR PERSONAL DATA FOR DIAGNOSTIC PURPOSES 

I understand that:  

 sharing of my genetic data and related health information may aid in obtaining a diagnosis for myself and for others. 

However, this sharing may provide no direct benefit to myself or my family. 

 a preference not to share my personal data will not affect the service I receive. 

 my personal data that will be processed includes: 

Option to fill in for your healthcare institute: 

Free text area (e.g., type of data, where it is shared) 

 

Initial here if you are willing to share your personal data as indicated above.  

PERMISSION TO BE CONTACTED ABOUT RESEARCH 

The opportunity to participate in research that may or may not be related to my reason for undergoing genetic testing 

may arise. These research opportunities may or may not provide any direct benefit to my health or treatment. All 

research will be approved by regulatory and ethical boards prior to being conducted.  

Initial here if you are willing to be contacted about/participate in future research opportunities. 
This will entail the sharing of your personal contact information (e.g. name and email). 

 

CONSENT 

I understand that my genetic material will be tested for changes in genes that currently are known to be associated with 

my condition. I consent to having genetic testing as summarized in this form.  

Patient signature 

 
 

Healthcare provider 

signature 

 

Date DD.MM.YYYY Date DD.MM.YYYY 

Patient identifying 

number 
 Healthcare provider 

 

 


