
Please paste here the patient identification or provide the following data:

name

date of birth           /          /  

Pólo Tecnológico Lisboa · Rua Cupertino de Miranda, 9 - lt 8 · 1600-513 Lisboa · Tel. 213 561 066 · Fax 217 161 676 · prenatal@cm-lab.com · www.germanodesousa.com
centro de medicina laboratorial germano de sousa, sa · director: germano de sousa · Médico Patologista Clínico · licença de funcionamento nº 0117L / 2009 · entidade reguladora da saúde nº e117709

important: Send the sample on the day of harvest. Do not send on Friday, not on the eve of holiday (consult central laboratory)

informed consent
I consent to having the above genetic testing performed on which I was previously clarified  
in a clear and objective way on the application and limitations of the same.

I authorize the collection of the biological sample required to perform the genetic test(s) indicated  
by the Germano de Sousa Laboratory Medical Center or, where necessary, by other laboratories designated by the same.

I authorize that the data contained in this form are registered and processed only by duly authorized professionals, 
guaranteeing the protection and confidentiality according to the law in force.

I give my consent for the result(s) to be sent to the prescribing physician.

I have been informed of my right to revoke consent at any time without justification by sending an email.

signature of the patient or the legal responsible (minor or major incapable)  obligatory                                                                       

signature of the doctor  obligatory   contact for submission of results  obligatory   

i. requesting entity

requesting physician (READABLE)   

email                                           telephone 

home address  

ii. sample sent and collection data

1. sample

  amniotic fluid   fetal blood       chorionic villi (harvest:   transcervical     transabdominal)

  other specify:

2. collection date           /          /                by dr.:

iii. clinical information

1. gestational age   by ultrasound         weeks                        by the date of the last menstruation:         weeks

2. fetal sex      male      female      not rated

3. indication for prenatal department

  advanced maternal age

  child with chromosomal disease. what is the karyotype?

  positive biochemical screening. performed by   in          /          /          calculated risk: 

  ultrasound screening (increased tn). performed by:  in          /          /          calculated risk:

  ultrasound abnormalities. specify:

  progenitor carrying chromosomal disease:

  other, specify:

iv. intended analysis (please mention all the exams requested in the term of responsibility)

  karyotipe  

  rapid search for aneuploidies (chromosomes 13, 18, 21,  x and y) by quantitative pcr

  fish. specify:

  molecular study. specify:

  another study. specify:

requisition of prenatal genetic studies
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