
Genetic Testing Authorization Form
Patient Name: 

Date of Birth: 

Referring Physician: 

Requested Genetic Test(s): 

Purpose of Testing:

Patient Authorization

I authorize the collection and genetic analysis of my specimen for the purpose described above. I have been informed of the scope, benefits,
limitations, and potential implications of genetic testing.

 I consent to the genetic test as described. 

Patient Signature: 

Date: 

Submit
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