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INFORMED CONSENT FOR GENETIC TESTING 

(Adults) 

I, the undersigned, ____________________________________________________________________________________ 

Date of birth ________________ Place of birth ______________________________________________________________ 

Resident at ___________________ Province _____ Address ______________________________ Zip Code ______________ 

ID____________________________________ no. ___________________________________________________________ 

Released on ___________________ by _____________________ Tax Code: ______________________________________ 

Contacts: Telephone: ______________________ e-mail: ______________________________________________________ 

HEREBY DECLARE 

to have received, during the interview with Dr. ____________________________________________ held on 

________________, detailed information regarding the genetic analysis I am about to undergo, to have understood and 

evaluated all aspects of the test, to have comprehended the purpose, benefits, and potential limitations of the genetic 

analysis. I also had the opportunity to ask all the questions I deemed appropriate and I received answers that I consider 

thorough and satisfactory.  In particular: 

•  I have been informed of the purpose of the test. 

•  I have been informed of the limitations of the test. 

•  I have discussed the possible risks, benefits, and limitations associated with the test. 

•  I understand that the outcome of the genetic test may have medical and psychological implications for me and my family. 

•  I have understood the meaning of possible test results, including unexpected findings. 

•  I have been informed of the individuals who will have access to the biological sample. 

•  I have been informed of the individuals who will have access to the test results. 

•  I have received the privacy notice provided in the context of the healthcare service. 

•  I understand that I may withdraw my consent at any time by signing the appropriate withdrawal form. 

 

Therefore:  

I HEREBY GIVE MY CONSENT 

to the performance of the following analysis/analyses: ________________________________________________________ 

____________________________________________________________________________________________________ 

on the biological material:  peripheral blood  buccal swab  amniotic fluid   chorionic villi 

 other (please specify) ____________________________________________________ 

 

INDICATION FOR ANALYSIS 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

 

I also DECLARE that 

 

 I DO consent  I DO NOT consent to be informed of the results of the analysis. 

 I DO consent  I DO NOT consent to share the results with Dr. _______________________________________ 

 I DO consent  I DO NOT consent that the biological material may be used in the future, in compliance with 

current regulations on personal data protection, for further investigations for 

diagnostic purposes at the center performing the analyses. 
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 I DO consent  I DO NOT consent that the biological material may be used in the future, in compliance with current 
regulations on personal data protection, for further investigations for diagnostic 
purposes at other centers (including those outside the European Union). 

 I DO consent  I DO NOT consent to be informed of the results of any further diagnostic tests performed 

 I DO consent  I DO NOT consent to be informed of the results of the analyses, including any unexpected news that may 

have benefits in terms of therapy, prevention, or reproductive decision-making 

awareness. 

 I DO consent  I DO NOT consent that the biological material and their anonymized reports may be used, in compliance 

with the current regulations on personal data protection, for research and/or 

statistical purposes, and I authorize the laboratory staff to contact me by phone for 

follow-up, aimed at protecting public health in the medical, biomedical, and 

epidemiological fields, as well as for information regarding the laboratory's services. 

 I DO consent  I DO NOT consent to be informed about the results of the research 

 

NOW, THEREFORE 
I acknowledge that my personal and sensitive data are processed in accordance with Articles 7 and 9(2)(a) of Regulation (EU) 

2016/679 ("GDPR").  I also acknowledge that such data will not be disclosed or transferred to third parties and will be used 

solely for purposes of diagnosis and treatment.  

 

Date _____/_____/______  Patient signature*: _________________________________________________ 

 

I HEREBY GIVE MY CONSENT to the processing of my personal data pursuant to Article 7 of Regulation (EU) 2016/679 

("GDPR"), and I AUTHORIZE the disclosure of information relating to my genetic tests to:  

 

 Family members (first and last name) ____________________________________________________________________ 

 

 Physician (first and last name) _________________________________________________________________________  

 

The undersigned declares that the above information is true and accurate and undertakes to promptly communicate any 

change in decision or opinion in this regard.   

  

Date ______/_____/_____  Patient signature*: ________________________________________________ 

 

 

Physician who collected the informed consent (first and last name): __________________________________________  

 

Phone number _______________________ e-mail _______________________________________________________ 

 

 

Physician signature and stamp*:__________________________________________ 

  



Mod. PR 11 L59 Esterno Rev.04   
              of 9 February 2024 

1 of 3 
 

 

TO BE FILLED OUT ONLY IN CASE OF WITHDRAWAL OF CONSENT 

 

  

  

WITHDRAWAL OF CONSENT 

 

  

 

I, the undersigned ________________________________________________________________ acknowledge that 

pursuant to Article 17 of Regulation (EU) 2016/679 ("GDPR") I have the right to the erasure of personal and sensitive data 

that I have communicated and for which I have given consent to processing, and that this erasure must occur without undue 

delay when:  a) personal data are no longer necessary for the purposes for which they were collected or otherwise 

processed;  b) there is no other legal basis for the processing;  c) I object to the processing pursuant to Article 21(1) of the 

GDPR and there are no overriding legitimate grounds for the processing, or I object to the processing pursuant to Article 

21(2) of the GDPR (data processing for direct marketing purposes);  d) the personal data have been unlawfully processed;  

e) personal data must be erased to comply with a legal obligation established by the European Union or by Member State 

to which the data controller is subject;   

 

  

 

NOW, THEREFORE 

 

 

  

I, the undersigned _______________________________________________________ on the date ___________________  

  

hereby WITHDRAW the consent provided on _____/____/_______ regarding (indicate the type of consent granted that 

you intend to withdraw) _______________________________________________________________________________ 

  

I further declare that I am aware of the consequences of this withdrawal in relation to the requested service. 

 

Date ____________________ Signature of the interested party ______________________________________  


