Last Name:__________________________ First Name:______________________ MI:____
DOB:______________________ Age:_________ Sex:_____ Passport#:_________________
Phone Number:__________________________ Address:_____________________________
City:__________________ County:____________________ State:_____ Zip:____________
Delivery Email 1:_____________________________________________________________
Delivery Email 2:_____________________________________________________________

certain purposes, including disclosures to a public health authority, government agencies and persons at
risk, as well as disclosures to prevent or lesson a serious and imminent threat to the health and safety of
a person or to the general public. I authorize and consent to these disclosures.
CONSENT TO DIGITAL DELIVERY: I understand that my test results will be emailed or sent by text
message to me and Genolab Inc. laboratory is not responsible for any data breach originating outside of
Genolab Inc. I understand that if my results are emailed they will be password protected as part of
HIPAA compliance and my password will be my birth date in MMDDYYYY format (no punctuation). I
understand that my results will go to the email or phone number provided by me above, regardless of
email/phone owner. If I have chosen text message results, I understand the report will be sent as a
picture to the number I have given above without password protection.

COMPLETE THIS SECTION ONLY IF CONSENT FORM IS FOR A MINOR OR LEGALLY INCOMPETENT
PERSON

If this consent is for a minor or legally incompetent person, I represent that I am a parent, legal guardian
or otherwise authorized to provide this consent.
Name of Child/Incompetent Person (if applicable): ___________________________________
D.O.B.: _________________________

I have been informed of the test purpose, procedures, limitaRons, possible beneﬁts and risks. I have
been given the opportunity to ask quesRons. I provide this consent voluntarily and as so informed of
the above.

,
Signature: ______________________________ Print Name: ______________________________
Date: _________________________

All credit card payments will be processed through ABZ LLC/Test in Minutes. This name will appear on
the credit card bill. IniRals: __________ Last 4 Digits: __________

The following must be completed by Lab Personnel ONLY

SPECIMEN DETAILS
Date Collected: _______________
Time Collected: _______________
Time Received: _______________
Technician’s Initials: _________________

