Molecular Genetic Testing for Haemochromatosis
Please return this form with EDTA blood (10-20ml) or DNA to Dr S. Ellard, Molecular Genetics Laboratory, RILD Level 3, Royal Devon & Exeter NHS Foundation Trust, Barrack Road, Exeter EX2 5DW
Patient Details



 
	Surname:

	Clinician Name:


	Forename(s):


	Telephone:



	D.O.B.:


	E-mail Address:



	NHS Number:


	Address for Report:




	Gender:

Male 
 FORMCHECKBOX 

Female 
 FORMCHECKBOX 


	

	Ethnic Origin:


	

	Genetics Number:


	Name/Address for Invoice:





  
Clinical Information
	 FORMCHECKBOX 

Clinically Affected
	Age at Diagnosis:     
	 FORMCHECKBOX 

Not Clinically Affected


Please complete fields below (N.B. Testing will not be undertaken if there is insufficient clinical information)

	



Yes
No

Raised Transferrin Saturation(required):
 FORMCHECKBOX 

 FORMCHECKBOX 
 Level (please give units and normal range): 
Raised Ferritin Level:

 FORMCHECKBOX 

 FORMCHECKBOX 
 Level (please give units and normal range): 
Abnormal LFTs:


 FORMCHECKBOX 

 FORMCHECKBOX 
 Details: 
Diabetes:



 FORMCHECKBOX 

 FORMCHECKBOX 

Skin Pigmentation:


 FORMCHECKBOX 

 FORMCHECKBOX 

Joint Pain:


 FORMCHECKBOX 

 FORMCHECKBOX 

Other (please state):

 FORMCHECKBOX 

 FORMCHECKBOX 
 Details: 



Family History (A pedigree showing clinical details of affected family members would be very helpful)
(N.B. The name and genotype of the affected individual must be provided. This information is vital for the meaningful interpretation of the test result. Referral to Clinical Genetics is recommended if this information is not known.)
	 FORMCHECKBOX 
 First degree relative a)
	Relationship to this person:
	Name:

     
	Genotype:

     

	 FORMCHECKBOX 
 Partner b)
	
	Name:

     
	Genotype:

     
	Male  FORMCHECKBOX 
 
Female  FORMCHECKBOX 



a) Adult (>16 years) siblings and offspring of this person

b) Testing partners of an affected individual is only recommended when testing two or more children
