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Patient data 

Last name, first name: 

Date of birth: 

Referring doctor / clinic: 

Order form - prenatal chromosomal analysis / FISH 

Report should be sent to: Invoice should be sent to: 

e-mail address: e-mail address: 

Payment 

 bank transfer (please see information below)   credit card (please see separate form) 

The analysis will be started as soon as the payment is settled. 

Sample material:      Collection date: ____________    _  

 amniotic fluid  

   (original and well closed syringe) 

 please also perform rapid aneuploidy 

 analysis by fluorescence in situ hybridization 

 (FISH, chromosomes 13, 18, 21, X/Y) 

 AFP*   ACHE* 

 chorionic villus sampling (CVS) 

 umbilical cord blood (heparinized) 

 (POC, please include 2-5 ml 

maternal EDTA-blood) 

Do not cool or freeze, make sure that there is no leakage! 

Reporting:  with gender   without gender 

Indication: Anamnesis, symptoms, important notes: 

 Advanced maternal age 
 Positive family history for chromosome rearrangements 
    or imbalances 
 Conspicuous ultrasound findings 
 Conspicuous biochemical findings 
 Recurrent abortions 
 Others:_________________________________ 

Present pregnancy report: 

 Week of gestation: calculated __________ according to ultrasound __________ 

 placental location:   anterior  posterior  fundal  lateral  placenta praevia 

 Single fetus   Gemini  > 2 

 inconspicuous pregnancy   conspicuous pregnancy 

Date Signature and official stamp of the referring physician 

* Analyses performed in a SYNLAB laboratory.
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Informed consent for Genetic Analyses 

After having received information regarding the significance, risks and limitations I hereby agree to the genetic analysis 

of the following clinical diagnosis or indication 

Indication 

on behalf of myself or the person in my legal custody. 

According to German law the sample has to be discarded after completion of the final report. In order to allow re-
examination, the samples will be stored for an adequate period of time and then disposed (= legal time-span). However, 
for some samples a longer term storage may be of relevance. 

 I consider the legal time-span of storage to be 

sufficient. 

 I wish my sample to be stored beyond the legal 

time-span (max. 10 years). 

Use of the samples 

 I allow my anonymised sample to be used for 

research and quality control purposes. 

 I allow my sample to be exclusively used for the 

above mentioned course of analysis. 

According to German law the results of the analysis have to be destroyed after 10 years of storage (= legal time-span). 
However, the results may be important for human genetic counseling of children or other relatives of the patient after 
this period of time. 

 I wish the results to be stored beyond the legal 
time-span. 

 I consider the legal time-span of storage to be 
sufficient. 

Using molecular genetic or molecular cytogenetic screening tests incidental findings not related to the primary clinical 
indication may be revealed.  

 I want to be informed about clinically relevant 

incidental findings 

 I refrain from being informed about diagnostically 

relevant incidental findings. 

I have the right to withdraw this consent at any time by contacting the referring physician.  

I have the right of refusal to receive the results after the completion of the analysis.  

If requested, the results of the analysis can be transmitted per email or fax. I am aware that this mode of transmission 
may be insecure. 

Date, place

Signature of the patient or guardian Signature and stamp of the referring physician

Patient data 

Last name, first name: 

Date of birth: 

Referring doctor / clinic: 
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