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Presymptomatic Testing

A.
I acknowledge that I have received appropriate genetic counseling regarding these tests and I am aware that in some instances these tests may not be informative. The results of the testing shall remain confidential and released only to my referring physician(s). Furthermore, I understand that the DNA extracted from my blood sample will be stored and, should I test negative for the above ordered test(s), may be used in other neurologically-relevant molecular testing to assist with the confirmation of my clinical diagnosis.

_________________________

Patient

_________________________

Legal Guardian/Durable Power of Attorney (if applicable)

B. 
I wish to have this patient tested for the indicated neurological disorder with the understanding that this test is to be utilized as a part of presymptomatic testing in this patient. Furthermore, I will assume the responsibility for meeting ethical and clinical standards established by the American Academy of Neurology (Neurology 47:1343-1344, 1996) for testing of this type. This includes pre- and post-test counseling of the patient and other family members on the implications of the test results.

_________________________

Physician

_________________________

Witness

_________________________

Date
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