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TEST REQUISITION FORM
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GOVERNING LAW, JURISDICTION AND DISPUTE RESOLUTION

These Terms and Conditions and this Test Requisition Form shall be governed by and construed in
accordance with Indian law and the courts in Bangalore shall have exclusive injunctive jurisdiction. In
the event of any dispute, controversy or claim whatsoever arising from these Terms and Conditions
andfor this Test Requisition Form, the parties shall undertake to make every effort to reach an
amicable sattiement within fifteen (15) days upen reference of the dispute by any party through
discussions ameng the concerned representatives of parties, falling which the dispute, controversy
ar claim shall be settled by Arbitration by a Sole Arbitrator appointed by the 'President-Arbitration
(Centre-Kamataka', Bangalore as per Indian Arbitraticn and Conciliation Act, 1996 as amended from
time to time. The venue of arbitration shall be Bangalore and it shal be conducted in English
language, The award passed by the Sole Arbitrator shall be final and binding upon the parties.

NOTICE

All notices, statements or other communication required or permitted to be given or made shall be in
writing and in English language. Such nctices will deliver by hand or sent by prepaid post with recorded
delivery, or facsimile transmission addressed to the intended recipient at the address mentioned in this
Test Reguisition Form.

. (Telt Freel 1800 103 3681
¥ techsupport@medgenone.com
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INDEPENDENT PARTIES

All parties effected hereunder are independent entities and neither of the parties are an agent,
employee or jeint venture of the other and they shall not represent themselves as such to any third
parties.

REFUND
Refund of faes for any reason has to be claimed by the Patient or the guardians of the Patients within
90 days from the date of delivery of report.

Gatient!ﬁuardian Authorization

By my signature below | attest to the following:

I have read and I understand the information provided on this form.

Patient Consent (sign here or on the consent document)

. 1 have read the Informed Consent document and 1 give permizsion to MedGenome to perform genatic testing as described. I also give permission for my specimen / genetic data to be used in
{de-identified) studies at MedGenome to improve genetic testing for other patients.

By agreeing to this infarmed consent below, I @am confirming that I understand the benefits, risks and limitations associated with genetic testing. Furthermore, 1 am affirming that I recognize the
seriousness of conditions for which {1 am/my child} being tested, and that disease descriptions, prognoses, and treatment options have been made available to me by {my/my child’s} health care

Mrs. M.R.D.M.R. Gunarathne
Middle Name

Patient/Guardian Name
First Name

Patient/Guardian Signature™

Relaticnship with the proband

Note :
Signature of both parents is requested for prenatal testing.

%

provider, Finally, i I have the legal authorization to provide this informed consent on behalf of another persen, I am attesting that the sample provided belongs to that persan,

Date of Birth: mm/dd/yyyy

For trio testing, each parent should provide separate informed consent for the sequencing of his or her sample.

MeGenome may resarve the right to send you communications on genetics / genomics periodically. The team may also connect with you to seek consent for your active partidipation

in certain programs & communications.

‘Fields are mandatory
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