
Interpreter required:  Yes   No  Language:     

Payment Details

Payment Method:  Insurance   Embassy   Self-Funding 

Payment Provider: 

Referrer Details 

Referrer:     

Phone Number: 

Named Consultant:     

Hospital:     

Department:     

Address:     

Email address: 

CC reports to (name and address): 

Ethnic Origin 

Caucasian    African/African American    Hispanic/Latino
 Middle Eastern   S Asian (inc. Bangladeshi, Indian & Pakistani) 
E Asian (inc. Chinese & Japanese)    Ashkenazi Jewish

 Mixed  
Other Country: 

Family History and Clinical Information Please provide as much clinical & genetic information as possible. 

Have other members of this family been tested by our lab?  Y   N 

Details:  

For familial cases please include a 
pedigree with the patient clearly marked

PHLEBOTOMY/REFERRER: (Please take 2 x 4ml EDTA blood)
A minimum of 2x 1ml of EDTA Blood is acceptable for paediatric samples

LAB: Sample(s) received:

Aliquot checked:  

Date Patient/parent  signature 

 

Patient Details (Affix sticker if available. A minimum of three identifiers are required) 
Family name:   

First name(s):     

Hospital Number:     

Date of Birth:                 Phone Number:     

Email:     

Home Address:  

Postcode:       Country:     

RBHT Family Number:     

Date of collection:  



Inherited Cardiac and Respiratory Diseases 
For full details of the genes included on each subpanel please refer to our website  

Aortopathies 
Familial thoracic aortic aneurysm (FTAA) 
Marfan syndrome (MFS)

Arrhythmias 
Andersen-Tawil syndrome (KCNJ2) 
Brugada syndrome (BrS) (SCN5A) 
Catecholaminergic polymorphic VT (CPVT) 
Long QT syndrome (LQTS) 
Short QT syndrome
All Arrhythmia genes

Cardiomyopathies 
Arrhythmogenic right ventricular cardiomyopathy (ARVC) 
Dilated/arrhythmogenic cardiomyopathy (DCM/ACM) 
Hypertrophic cardiomyopathy (HCM) 
Laminopathy (LMNA) 
Noncompaction cardiomyopathy (LVNC)

Sudden 

Hypercholesterolemia 

 mg/dL

Familial Hypercholesterolemia (FH) 
Requested information from the referrer: 
Score according to the Dutch Lipids Clinic Network Criteria

 Possible: 3-5 points          Probable: 6-7 points          Definite:  points
Plasma levels of LDL-C 

 mmol/L

In the most recent analysis performed 
 Treated  Untreated

Other cardiac conditions 

Alagille syndrome (JAG1) 
Barth syndrome (TAZ) 
Carney complex (PRKAR1A) 
Fabry disease (GLA) 
Holt-Oram syndrome (TBX5) 
NKX2-5-related disorders (NKX2-5) 
RASopathies/Noonan spectrum disorders 
SALL4-related disorders

Primary Lymphoedema 
Primary Lymphoedema 

Bronchiectasis/Cystic Fibrosis/Ciliopathies 
Cystic Fibrosis full gene including introns (CFTR)
 Respiratory ciliopathies including non-CF bronchiectasis
includ PCD genes and CFTR) 
Orofaciodigital syndrome (OFD) (small panel)

Congenital respiratory conditions 
 Alveolar capillary dysplasia (FOXF1) 
 Central Congenital Hypoventilation syndrome 
 Periventricular nodular heterotopia and lung disease (FLNA) 
 Primary pulmonary hypoplasia (ZFPM2) 
 Pulmonary alveolar microlithiasis (PAM) (SLC34A2) 
 All Congenital respiratory condition genes 

Emphysema 

-1-Antitrypsin deficiency (AAT) (SERPINA1) 
 All Emphysema genes

Interstitial Lung Disease (ILD)

 Surfactant deficiency (childhood ILD) 
 Pulmonary fibrosis, familial (FPF) (medium panel)

Laterality Disorders and Isomerism 
 Laterality disorders & isomerism (heterotaxy)

Pulmonary Hypertension
 Pulmonary Arterial Hypertension

Vasculopathies 
Birt-Hogg-Dubé syndrome (FLCN) 
Capillary malformation-arteriovenous malformation (RASA1) 
Familial Pneumothorax (  panel)
Hereditary Haemorrhagic Telangiectasia (HHT) 

 All Inherited Cardiac Condition genes (large panel) 
Only available after discussion with the laboratory 

 All Inherited Respiratory Condition genes (large panel) Only 
available after discussion with the laboratory 

TESTING FOR A KNOWN FAMILIAL VARIANT: 
Please provide a copy of the familial report or full details of the proband if tested at RBH

Diagnostic/confirmatory testing (has phenotype consistent with familial disease-causing variant)
Predictive/pre-symptomatic testing (has no or unknown phenotype. Available for pathogenic or likely pathogenic variants only)
Family studies (for variant interpretation) Variant details:

Extract and store DNA (no test will be performed until requested) Variant re-analysis and reporting

Samples and completed forms should be sent to the lab packaged appropriately according to UN3373 guidelines. All samples should be sent by first class post, courier 
or hospital transport.







Royal Brompton Hospital 
Sydney Street, 

London SW3 6NP 

Harefield Hospital 
Hill End Road, 

Harefield UB9 7JH 

RB&HH Specialist Care 
Outpatients and Diagnostics 

77 Wimpole Street, London W1G

Dear Patient, 

Your doctor has recommended that you take a genetic test in order to aid the diagnosis of your 
condition. The Clinical Genetics and Genomics Laboratory offers genetic testing for inherited cardiac 
and respiratory conditions. This test may be able to detect whether your condition has a genetic 
cause or not and the results of this test may have implications for further family members, who may 
also wish to have genetic testing in the future. 

For the test, we will require 2 5 ml EDTA blood, which will be taken in the private outpatient’s 
department. You will be asked to read and sign a consent form, which is part of the test request 
form and will accompany the blood sample to the Clinical Genetics and Genomics Laboratory. The 
processing of such genetic tests is complex, so that you may not receive the result of your test for 
up to  months. 

In the event of a positive genetic test, the Royal Brompton and Harefield hospitals offer Clinical 
Genetic services, including genetic counselling. Please ask your doctor to be referred to a Clinical 
Geneticist if you would like to discuss your test result or the possibility of testing of additional family 
members. 

Since the private UK medical insurers do not routinely pay for all genetic tests, please note that you 
will have to pay for the cost of the test (around £1 000, but not more than £1 500) yourself before 
testing begins . 
In this regard, please check the box below and sign this form: 

   I will pay for the test myself, please proceed with the test. 

Signature:_______________       Name Printed:_______________    Date: ___/___/___ 

Royal Brompton & Harefield Hospitals Specialist Care 
Sydney Street, London SW3 6NP

T: 20 3    W: www.rbhh-specialistcare.co.uk 

Place Patient Label Here


