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PRINT NAME 

PRINT NAME 

PRINT NAME 

Please ensure ALL the information is thoroughly filled out.  
Patient Information (please use additional sheet if required). 

 

Physician Information 

 
 

 

Requester Information 

 

Specimen Information 

 
Note: This form should be sent along with the consent form MBG-F0159. 

 

Name (First, Last): ______________________________________________________________________  ______ 

Medical Record No: _______________________   DOB :  DD / MM / YY       Gender  :       M           F    

Contact Details Tel: ________________________ Email : ______________________________________  _______ 

Nationality: _____________________ Ethnicity: ______________________ Emirates ID:_____________________ 

Suspected Diagnosis: ______________________   Differential Diagnosis:  _________________________________                                                                    

Medical History (Current Disorder): _________________________________________________ ______________ 

_____________________________________________________________________  ________________ ______ 

_______________________________________________________________________________________ _____ 

Current Treatments: _                       _______________________________________________________________ 

Other Relevant Clinical History: _______________________________    _______________________________  __ 

__________________________________________________________________________________________ __ 

Previous Genetic Testing performed?   NO  YES  (If yes please give details). 
 

Please indicate if you are: Proband  OR Family Member  (Proband Emirates ID if different). 
 

Signature of Patient/Authorized Designee: ______________________________________________________  

The above signature indicates the patients consent for sample collection. 

 

Name (First, Last): _______________________________ Physician’s Signature : __________________________ 

Organization: ___________________________________ Telephone No: ________________________________ 

 

Name (First, Last):  ___________________________________________ Position: __________________________ 

Organization: ________________________________________ Telephone No: ____________________________ 

Report must be released to: __________________________________ E-mail: _____________________________ 

Via     E-mail         Other _________________  Requester’s Signature _____________________________________ 

 

Specimen type (if relevant site of origin) ____________________________________     No. of Samples: ________ 

Collected by: ___________________________ Collection date & time:  DD/ MM / YY   ,     _____:______ 

Assay(s) Requested (please refer to the Genomics Service List for the Assay Codes):  

___________________________________________________________________________________________ 

MBG No. 
 (For official Use only) 

PRINT NAME 


