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CONSENT FOR ACCESS TO RECORDS AND STORED SAMPLES 
You, or a relative, have been referred to the Manchester Clinical Genetics Service for assessment of the family history. In order to provide accurate information and advice, it would be helpful  to access some details in your medical records or those of your child or deceased relative. Living adult relatives must sign their own form.
Part A: Details of Individual Whose Records will be Accessed
	Full Name (including any previous surnames)
	Date of Birth



	Diagnosis 


	Year First Diagnosed 

	Hospital(s) Where Diagnosed



	Address at time of diagnosis


	Known to a Genetics Centre?
	Yes/No/Don’t know
	If yes, where?

	For deceased relatives please also indicate:

	Date of Death                            
	If a post mortem was carried out
Yes/No/Don’t know
	If yes, where?


Part B: Please sign if you allow access to: 

	A copy of relevant sections of the medical records/post mortem report
	Yes / No / Not Applicable

	A stored tissue/DNA sample for possible genetic testing 
	Yes / No / Not Applicable

	Signature


	Date


Part C: If signing on behalf of your child or deceased relative, please complete the following:
	Your Name
	Relationship (eg mother)



	Your Contact Address
	Your Telephone Number



Part D: Return Completed Form To: 

	Manchester Centre for Genomic Medicine

Clinical Genetics Service

6th Floor, Saint Mary’s Hospital
Oxford Road

Manchester M13 9WL
	File Reference Number
	GC/Dr


For Office Use Only Where possible please indicate the specific records to be requested  
.………………………………………………………………………………………………………………………………………………………………………………………………….
