
By signing this form, the medical professional acknowledges that the individual/family member authorized to make decisions for the individual (collectively, the “Patient”) has been supplied information 

regarding and consented to undergo genetic testing, substantially as set forth in Invitae’s Informed Consent for Genetic Testing (www.invitae.com/forms). For orders originating outside the US, the 

Patient has been informed their personal information and specimen will be transferred to and processed in the US. The Patient has been informed that Invitae may notify them of clinical updates related 

to genetic test results (in consultation with the ordering medical professional). I attest that I am authorized under applicable law to order this test.

If an order is placed using an outdated test requisition form, Invitae reserves the right to upgrade ordered tests to the current versions. View current requisition forms at www.invitae.com/forms.

Medical professional signature (required) Date (MM/DD/YYYY)

Healthcare providers can order specimen collection kits online at 

www.invitae.com/request-a-kit.

SHIPPING INSTRUCTIONS 
Please ship specimen to Invitae, Attn: Invitae Client Services  

1400 16th Street, San Francisco, CA 94103 USA

CANCER AND CARDIOLOGY PROACTIVE SCREENING
◯◯11001  Invitae Genetic Health Screen (Cancer and cardiology - 147 genes)

◯◯12001  Invitae Cancer Screen (61 genes)

◯◯13001  Invitae Cardio Screen (77 genes)

Specimen type: Blood (6-mL purple EDTA tube) -OR- Saliva (OrageneTM  kit) -OR- DNA source: ___________________
We are unable to accept blood/saliva from patients with allogeneic bone marrow transplants or blood transfusion <2 weeks prior to specimen collection. DNA must be extracted in a CLIA or other suitably certified laboratory.

Specimen collection date (MM/DD/YYYY):
 If not provided, the day before specimen receipt will be used. 
 For DNA, provide date retrieved from archive.

Personal or family health history (optional): _________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Billing selection (select one - insurance not accepted):   

◯◯Patient pay

◯◯Institutional 

Invitae now offers special packaged patient pay pricing for Invitae Proactive Screening when ordered at the same time as Invitae Carrier Screening - no additional specimen required.  
Learn more at www.invitae.com.

CLINICIAN INFORMATION
Organization name Phone Fax

Address City State/Prov Zip/Postal code Country

Primary clinical contact name (if different from ordering provider) NPI Email address (for report access)

Ordering provider (Pre-populate your provider list below. For each order, indicate one ordering provider by marking the checkbox before the name)
       Name NPI Email address (for report access) Name NPI     Email address (for report access)

◯◯_____________________________    ____________________    _____________________________________  ◯◯_____________________________    ____________________    _____________________________________ 

◯◯_____________________________    ____________________    _____________________________________  ◯◯_____________________________    ____________________    _____________________________________ 

◯◯_____________________________    ____________________    _____________________________________  ◯◯_____________________________    ____________________    _____________________________________ 

Additional clinical or laboratory contacts (optional)      Share this order with the primary clinical contact's default clinical team (manage team online at www.invitae.com/signin)
Name Email address (for report access) Name Email address (for report access)

PATIENT INFORMATION
First name MI Last name Date of birth (MM/DD/YYYY) Biological sex

◯◯Male ◯◯Female 
MRN (medical record number)

Email address (billing and report access after clinician releases) Mobile phone (for billing contact) Ancestry:    Asian   Black/African American   White/Caucasian   Ashkenazi Jewish   Hispanic 

  Native American    Pacific Islander   French Canadian   Sephardic Jewish   Other: _____________

Address City State/Prov Zip/Postal code Country

Ship a saliva kit to this patient (to submit this request, fax this completed requisition form to Invitae Client Services at 415-276-4164)

◯◯Ship kit to address above ◯◯Ship kit to alternate address: ____________________________________________________________________________________________________________________________________________________
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I, _______________________________________________________, request and permit Invitae to analyze the genes indicated on 
the test requisition form in my sample.

I UNDERSTAND THAT:

1. More information about the Invitae proactive tests is available from my healthcare provider.

2. The results of this DNA test could be:

a. Positive, and may:
i. alert me to a predisposition or an increased risk for developing a genetic disease in the future.
ii. have implications for risk of disease in other family members.

b. Negative, and may:
i. indicate disease risks close to that of the general population but do not eliminate the risk for developing a genetic disease in the future.

3. Molecular genetic tests may or may not provide actionable information or have an implication for my medical management.

4. Some types of DNA changes that could cause a specific genetic disorder may not be detected by this test. As with most molecular genetic 
tests, Invitae’s test has technical limitations that may prevent detection of certain changes due to poor DNA quality, inherent DNA 
sequence properties, or other types of limitations.

5. There may be possible sources of error including, but not limited to, trace contamination, rare technical errors in the laboratory, rare DNA 
variants that compromise data analysis, inconsistent scientific classification systems, and inaccurate reporting of family relationships or 
clinical diagnosis information.

6. Invitae will only interpret the parts of the DNA sequence of the genes indicated on the requisition form by my physician and will not report variants of 
uncertain significance. No testing apart from that which is ordered will be performed. Additional testing requires my additional, express consent.

7. Invitae’s clinical reports are released only to the certified healthcare provider(s) listed on the test requisition form. Clinical reports are 
confidential and will only be released to other medical providers with my explicit written consent. It has been explained to me that my 
clinical report is available for me to download from within the Invitae patient portal (www.invitae.com/patients/signin) after it has been 
released by the ordering healthcare provider(s) or upon request in accordance with applicable law.

8. It is my responsibility to consider the possible impact of my test results as they relate to insurance rates, obtaining disability or life 
insurance, implications for family members, and employment.

9. The Invitae Proactive tests are screening genetic tests. This means that DNA variants that have implications for my medical management 
will be reported by this test. I may also receive a result that indicates that I carry a genetic change that does not increase my own risk of 
developing a specific medical condition, but that may be passed within my family (also known as carrier status).

10. I understand that Invitae recommends that I consult with a genetic counselor before consenting to this test and a genetic counselor or 
my healthcare provider about my results. For a list of medical geneticists and counselors who may be available in my area, I may visit the 
National Society of Genetic Counselors website at www.nsgc.org. Further testing or additional physician consults may be warranted. 

11. I understand that my data and personal information will be stored and protected in compliance with applicable regulatory requirements 
(e.g., HIPAA and equivalent protections), and I acknowledge that I have read and understand Invitae’s Privacy Policy and Notice of Privacy 
Practices (available at www.invitae.com/privacy).

12. I understand that knowledge of genetic information will improve over time, that new information may become available in the future 
that could impact the interpretation of my results, and that Invitae may notify me of clinical updates related to my genetic profile (in 
consultation with my primary clinician as indicated). I may request additional notifications and resources relevant to my genetic profile by 
creating an Invitae patient portal account at www.invitae.com/patients/signin. 

13. Sharing de-identified genetic data can significantly accelerate medical research for both individual patients and society as a whole. 
Invitae encourages patients to choose to share their genetic variants with the medical and scientific community to help accelerate our 
understanding of genetic conditions, improve genetic testing, find new therapies, and eventually prevent disease. Invitae will share results 
after they are de-identified, meaning that Invitae removes any information that identifies or could be used to identify me personally.

a. De-identified genetic information: I understand Invitae may store and retain indefinitely at its discretion, except as prohibited by law, 
and use and/or disclose to third parties, including public databases, my de-identified genetic information for quality assurance, test 
development and/or validation, research, and/or educational purposes.

b. De-identified samples: I understand Invitae may store and retain indefinitely at its discretion, except as prohibited by law, and use 
and/or share with third parties my de-identified samples for quality assurance, test development and/or validation, research, and/or 
educational purposes. 

c. Future contact regarding research: I permit Invitae to contact me in the future about research opportunities that may be related to my 
condition or my test results.

http://www.invitae.com/patients/signin
http://www.nsgc.org
http://www.invitae.com/privacy
http://www.invitae.com/patients/signin
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Patient signature Date

Patient name (please print) Email address

d. Update preferences: I control how Invitae uses my data. I understand that I can log in to the Invitae patient portal (www.invitae.com/
patients/signin) and click on Account Settings > Preferences if I would like to change my preferences with respect to how Invitae uses 
my deidentified data. If I choose to restrict the use of my de-identified genetic information or sample(s): (a) I understand that to the 
extent that such information has already been used or shared, it cannot be retracted or destroyed, and (b) I understand that my de-
identified genetic information and/or sample(s) may still be used for quality assurance, test development and/or validation; shared 
with public databases; and/or (in connection with de-identified information) used or disclosed to third parties, not on an individual 
basis but as aggregated information for research or education purposes.

14. My sample will be sent for testing to Invitae’s laboratory located in the United States, and my data and personal information, including my 
test results, will be stored in the United States.

15. I have a right to receive a copy of this form.

BY SIGNING BELOW, I ATTEST TO THE FOLLOWING:

1. I have read (or had read to me), and that I understand, the information provided in this consent;

2. I have all the information I want, and all my questions have been satisfactorily answered; and

3. I hereby consent to genetic testing.

HEALTHCARE PROVIDER STATEMENT

By signing below, I attest that:

1. I am the referring physician or authorized healthcare provider;

2. I have explained the purpose of test described above;

3. The patient has had the opportunity to ask questions regarding this test and/or seek genetic counseling; and

4. The patient has voluntarily decided to have this test performed by Invitae.

Healthcare provider signature Date

http://www.invitae.com/patients/signin
http://www.invitae.com/patients/signin
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