PLEASE RETURN THIS FORM WITH EDTA BLOOD OR DNA WHEN GENETIC TESTING IS REQUESTED

Genetic testing for early-onset multiple autoimmune disease
Genetic testing is provided free of charge for any patient diagnosed with diabetes and ≥1 other autoimmune disorders before 5 years.
Samples must be labelled with name and date of birth, please send either
(1) Our preferred option is 3-5 mls blood taken in tubes containing EDTA and transported fresh (not frozen) at room temperature to arrive in the UK within 5 days. Blood samples should be sent in leak-proof packaging and include absorbent material to absorb any leakage OR
(2) Send 5-10 micrograms of DNA (to allow repeats) at room temperature. Again please make sure the tube is very securely sealed.
Please include samples from both parents whenever possible – whether affected or unaffected.

Please fill in this form electronically, e-mail to Matthew Johnson (m.johnson@exeter.ac.uk) and send a printed copy with samples to: Prof Sian Ellard, Exeter Genomics Laboratory, RILD Level 3, Royal Devon and Exeter NHS Foundation Trust, Barrack Road, Exeter, EX2 5DW, UK

For clinical advice please contact Prof Andrew Hattersley by e-mail a.t.hattersley@exeter.ac.uk or telephone +44 1392 408260 

Patient details



 

	SURNAME:

     
	CLINICIAN NAME:



	FORENAME:


	CLINICIAN E-MAIL ADDRESS FOR REPORT:



	D.O.B. (DD/MM/YYYY):


	HOSPITAL:


	NHS/CHI NUMBER (for UK patients):


	

	GENDER:


	CITY
     

	ETHNIC ORIGIN:


	COUNTRY
     


 Parent details
	MOTHER’S SURNAME:


	MOTHER’S FORENAME:


	MOTHER’S D.O.B.:



	FATHER’S SURNAME:


	FATHER’S FORENAME:


	FATHER’S D.O.B.:




Clinical information

	PRESENTING FEATURE:

     
DATE OF DIAGNOSIS (DD/MM/YYYY):

     
	BIRTH WEIGHT (g):

     
	CURRENT WEIGHT:

     

	
	GESTATION (WEEKS):

     
	CURRENT HEIGHT:

     

	DIABETIC?
     
DATE OF DIAGNOSIS (DD/MM/YYYY):

     
	INITIAL TREATMENT:

     
	CURRENT TREATMENT:

     
	GAD ANTIBODIES TESTED?

     
	IA2 ANTIBODIES TESTED?
     

	
	DOSE:

     
	DOSE:

     
	GAD TITRE:
     
	IA2 TITRE:
     

	THYROID DYSFUNCTION?
     
DATE OF DIAGNOSIS (DD/MM/YYYY):

     
	 TREATMENT:

     
	TPO ANTIBODY MEASURED?

     
	Tg ANTIBODY MEASURED?

     
	TR ANTIBODY MEASURED?

     

	
	DOSE:

     
	TPO Ab TITRE:
     
	Tg Ab TITRE:
     
	TR Ab TITRE:
     

	GASTROINTESTINAL SYMPTOMS (GIVE TYPE)?
     
DATE OF DIAGNOSIS (DD/MM/YYYY):

     
	TREATMENT:

     
	ENTERIC PROTEIN LOSS?

     
	tTG ANTIBODY TESTED?
     
	AE ANTIBODY MEASURED?
     

	
	DOSE:

     
	RESPONSE TO TREATMENT?

     
	tTG Ab TITRE:

     
	AE Ab TITRE:

     

	HAEMATOLOGICAL SYMPTOMS (GIVE TYPE)?
     
DATE OF DIAGNOSIS (DD/MM/YYYY):
     
	IMMUNOGLOBULINS MEASURED?

     
	LYMPHOCYTE PROFILE MEASURED?
     

	
	IgA LEVEL (NORMAL RANGE): 
     
	IgE LEVEL (NORMAL RANGE):

     
	IF SO, PLEASE PROVIDE DETAILS:

     


	
	IgG LEVEL (NORMAL RANGE):

     
	IgM LEVEL (NORMAL RANGE):

     
	

	ADRENAL INSUFFICIENCY?
     
	DERMATOLOGICAL DISORDERS (GIVE TYPE)?
     
	ANY KNOWN ALLERGIES?
     

	ARTHRITIS?

     
	HISTORY OF RECURRENT INFECTIONS?

     
	CHRONIC MUCOCUTANEOUS CANDIDIASIS?

     

	DEVELOPMENTAL DELAY?

     
	DELAYED PUBERTY?
     
	FACIAL DYSMORPHISM?
     

	ANY OTHER FURTHER DETAILS/OTHER (A SEPARATE DOCUMENT WITH FULL DETAILS OF ANY ADDITIONAL MEDICAL PROBLEMS WOULD BE VERY HELPFUL):

     



Family history 

	ARE PARENTS RELATED? IF YES, HOW?:

     

	AFFECTED FATHER? (AGE DIAGNOSED, AUTOIMMUNE FEATURES, TREATMENT):

     

	AFFECTED MOTHER? (AGE DIAGNOSED, AUTOIMMUNE FEATURES, TREATMENT):
     

	AFFECTED SIBLING(S)? (AGE DIAGNOSED, AUTOIMMUNE FEATURES, TREATMENT):
     

	OTHER FAMILY MEMBERS AFFECTED? (A PEDIGREE SHOWING AGE AT DIAGNOSIS, AUTOIMMUNE FEATURES AND CURRENT TREATMENT OF AFFECTED FAMILY MEMBERS WOULD BE VERY HELPFUL):

     

	IF SAMPLES FROM OTHER FAMILY MEMBERS HAVE BEEN SENT PREVIOUSLY PLEASE GIVE DETAILS:

     

	IF A MUTATION HAS ALREADY BEEN IDENTIFIED IN A FAMILY MEMBER PLEASE GIVE DETAILS:  

Gene: 


Consent 
1. We understand that our samples and clinical information will be used only for diagnostic and research purposes relevant to ourselves and others in my family.  Please Tick  FORMCHECKBOX 
 

2. We also consent for our samples and clinical information to be saved in the Genetic Beta Cell Bank for use in future research into all forms of genetic diabetes and other beta cell conditions, whether or not it is of direct clinical benefit to us.  Please Tick:   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

3. We are also happy to be contacted about research into genetic diabetes and you may contact me directly at:   
Name: 
Signed by patient/ guardian/advocate: …………………………………….


Date: ……………..………
For more information (and patient information sheets) please see www.diabetesgenes.org/content/genetic-beta-cell-research-bank

