CONSENT FOR GENETIC TESTING
	General Description & Purpose of Genetic Testing


Genetic testing may be recommended as part of your/your child’s care plan to help understand your/their health, confirm a diagnosis, or guide treatment and prevention options.
Genetic testing results may reveal information that:
Shows whether you have/your child has a genetic change (variant) that may increase or decrease your/their chance of developing certain health conditions in the future
May have implications for biological family members, including whether they may have, be at risk, or be a carrier of a genetic condition
May help to confirm a diagnosis or guide decisions about treatment, screening, or prevention
By signing this form, you agree to genetic testing and to the collection, use, storage, and sharing of your/your child’s genetic information as needed to perform the test and support your care. This may include sharing this information with LRH and trusted third-party service providers who assist with imaging, laboratory tests, and analysis to help inform your diagnosis or treatment.
	Benefits of Genetic Testing


Genetic testing looks for changes in genes that may help support or clarify a diagnosis, aid in identifying or detection of cancer or inherited disorders, or help your provider choose the most appropriate treatment or care plan.
	Limitations of Genetic Testing


Genetic testing has limitations. For example, a test may not identify changes (a variant) even if one is present. Some results may not have a clear or certain meaning. While results are generally reliable, rare errors occur due to factors such as sample quality or incomplete information.
Important: Please inform your/your child’s provider if you have/your child has had a blood transfusion or bone marrow transplant, as this may affect genetic testing results.
	What the Test May Show


Not all results are certain or fully understood. Genetic testing may provide results that need further evaluation or interpretation.
	Privacy and Sharing of Results


Your test results will be kept confidential and shared only:
With your/your child’s ordering health care provider (or their designee)
With you/your child
As otherwise authorized by you/your child, or
As required or permitted by law
We may share your information with trusted service providers (called "business associates") who support our operations. These trusted service providers are required to protect your information pursuant to HIPAA.
Federal law, including the Genetic Information Nondiscrimination Act (GINA), provides certain protections against the misuse of genetic information.
	Use, Retention, Maintenance, and Disclosure of Samples


Your sample/your child’s sample may be de-identified (meaning it cannot reasonably be linked back to you) for purposes such as:
Improving testing processes
Quality assurance and validation
Training and internal development
In some cases, we may use or share de-identified information for health care operations, research, analytics, or other lawful purposes, including collaborations with business associates.
Unless otherwise required, your identifiable sample(s) will not be stored long-term and will typically be discarded within approximately 60 days after testing has been completed.
	De-Identified Data


Your information may be de-identified in a manner that it cannot reasonably be traced back to you/your child and may be used for lawful purposes, including research or improving care. Once de-identified, the information may be licensed or otherwise monetized.


	Your Rights


You may:
Ask questions before deciding
Decline genetic testing
Request more information about how your data is used
	Voluntary Participation


The decision to undergo genetic testing is voluntary. You may choose not to proceed, and your decision will not affect your/your child’s access to care.
	Acknowledgment and Consent


By signing below, you acknowledge that:
You have read this form or this form has been explained to you
Your questions have been answered
You voluntarily agree to genetic testing and the use of your genetic information as described above
PATIENT SIGNATURE
	
	

	Signature of Patient
	Date


LEGAL GUARDIAN OR AUTHORIZED REPRESENTATIVE SIGNATURE
(If applicable. Required if patient is a minor or unable to provide consent)
	
	

	Signature of Legal Guardian or Authorized Representative
	

	
	
	

	Printed Name
	Relationship to Patient
	Date
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	Witness Signature
	

	
	

	Printed Name
	Date
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