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CONSENT FOR AN EXAMINATION OF

GENETIC CHARACTERISTICS

I, the undersigned, IMS, MIIS, IMIF....... et re e enes
Y6 0| TS TSRS P TP PRSP
acknowledge that | have been informed BY Dr.........cccooviiiiiiiii e
on the nature of the genetic characteristics tests to be carried out on the DNA extracted from

blood and/or saliva samples to be taken from me.

This analysis relates to the genetic diagnosis Of ..........cccccvviiiiiii i

It is to be carried out in an accredited laboratory.
| hereby give my consent for these samples to be taken and I confirm that | have been given
the information as defined in Article R 145-15-4 of Decree No. 2000-570 dated 23 June 2000

in respect of the terms of Article 35 of Decree No. 95-1000 dated 6 September 1995 relating

to medical ethics.

Drawn up at...........

Signature of the patient,
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