J U N o PGT-related sample collection form

GENETICS
TEST TYPE which the sample(s) are related to : REFERRING CLINIC DETAILS
O PGT-M O PGT-A Clinic name
[ PGT-SR O Paternity testing Referring clinician
[ Other: Contact email

Fill in the following details for each sample sent (one for each patient if multiple samples sent together):

PATIENT 1 DETAILS

Full Name Date of birth

Clinic ID Gamete donor O Yes O No
Sex OMaIe OFemaIe Sample collection date

Sample type OsBlood Osaliva/ buccal ObnA Qother:

Relationship to OMother O Maternal grandparent (parent of the female IVF patient)
pre-embryos for Ofrather Qraternal grandparent (parent of the male IVF patient)
PGT

Osibling (IVF couple’s previous child)
OUncIe/ aunt (brother/sister of the couple) OOther:

PATIENT 2 DETAILS (if applicable)

Full Name Date of birth

Clinic ID Gamete donor O Yes O No
Sex O Male O Female Sample collection date

Sample type OBIood OSaIiva/ buccal ODNA OOther:

Relationship to OMother O Maternal grandparent (parent of the female IVF patient)
pre-embryos for Orather Opaternal grandparent (parent of the male IVF patient)
PGT

OSiinng (IVF couple’s previous child)
OUncIe/ aunt (brother/sister of the couple) OOther:

PATIENT 3 DETAILS (if applicable)

Full Name Date of birth

Clinic ID Gamete donor O Yes O No
Sex O Male OFemaIe Sample collection date

Sample type OsBlood (O saliva/ buccal ObNA QOother:

Relationship to OMother O Maternal grandparent (parent of the female IVF patient)
pre-embryos for Orather QOpPaternal grandparent (parent of the male IVF patient)
PGT

OSiinng (IVF couple’s previous child)
OUncIe/ aunt (brother/sister of the couple) OOther:

For Juno Genetics internal use only

Date and time of receipt Received by

Juno procedure No. (for Juno internal use only)

JUNO GENETICS LTD.,

Hayakawa Building Edmund Halley Road, EXAM_prePGT Sample collection form EN_202 (v1.1)
Oxford Science Park, Oxford, England, OX4 4GB

pgt@junogenetics.com
Page 10f1



	PGTM: Off
	PGTSR: Off
	Other: Off
	PGTA: Off
	Paternity testing: Off
	Clinic name: 
	Referring clinician: 
	undefined: 
	Contact email: 
	Full Name: 
	Date of birth: 
	Clinic ID: 
	undefined_2: Off
	undefined_4: 
	undefined_5: 
	Full Name_2: 
	Clinic ID_2: 
	undefined_6: Off
	undefined_8: 
	undefined_9: 
	Full Name_3: 
	Clinic ID_3: 
	undefined_10: Off
	undefined_12: 
	undefined_13: 
	Fecha1_af_date: 
	Fecha2_af_date: 
	Fecha3_af_date: 
	Fecha4_af_date: 
	Fecha5_af_date: 
	Group1: Off
	Group3: Off
	Group2: Off
	Group4: Off
	Group5: Off
	Group6: Off
	Group7: Off
	Group8: Off
	Group9: Off


