
Patient Name Date of Birth Sex

My signature below acknowledges that I have read and understand this notice, constitutes my express consent to
MyBestMed® pharmacogenetic testing, is my consent to release my test results to the ordering healthcare
provider, and is my consent to release my personal information (not my test results) to my health insurer for
reimbursement. I understand that the pharmacogenetic analysis performed by Pro-GeneX Laboratories, Inc.
does not definitively determine disease and in no way guarantees my health, the health of an unborn child, or the
health of other family members.

Requesting Provider & Credentials

DATE

Patient Signature. If Guardian/Authorized Representative, please sign your name and relation to the patient.

Updated 7/28/22 in consideration of the genetic testing laws in the following states: AK, AL, AZ, AR, CA, DE, FL, GA, HI, IL, IN, IA, KS, KY,
LA, ME, MD, MA, MI, MN, MS, MO, MT, NE, NV, NJ, NM, NY, OR, RI, SC, SD, TX, UT, VT, VA, WA, WY.  Informed Consent, V 7,7.28.22

6/20/22


	MyBestMed Informed Consent for Pharmacogenetic Testing: 
	Sex: 
	undefined: 
	Requesting Provider  Credentials: 
	Requesting Provider  Credentialsfdsfsddf: 


