CONSENT FORM

MOLECULAR GENETIC TESTING FOR CADASIL

I …………………………….. of …………………………………….. ……………………….. agree to having a gene test for CADASIL, this being a possible explanation for my symptoms. This has been explained to me by Dr ……………….. of ……………………………

………………………………………… and I acknowledge that a positive result may have important implications for other family members.

PATIENT

Signed: ………………………………….. Date: ………………………

DOCTOR

Signed: ………………………………….. Date: ………………………

In the event of the patient being unable to give written consent to this test, VERBAL consent has been witnessed by:

Name: …………………………………… of …………………………

………………………………………………

Status: …………………………………… Date ……………………..

Pedigree/Hospital No: …………………………

