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LEGAL NOTICE

CLINICAL INFORMATION (continuation)

FAMILY TREE
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Test Procedure. To perform the genetic test a biological sample is required, such as peripheral blood. The sample(s) should then be sent to CGC Genetics, Rua de Sá da Bandeira, 706-1,
4000-432 Porto, Portugal. After the test is performed, CGC Genetics will send the report with the results directly to your healthcare provider.

Test Limitations. Consult with your healthcare professional to learn more about the test, including its limitations and risks, detailed description of the tested genetic changes and what 
the result could mean to you. Medical counselling is recommended before and after testing is performed. The following limitations may be associated with the postnatal genetic test: 1) 
The laboratory may not be able to process the test if the sample is in poor condition or due to other technical problems that prevent conclusive result. In these situations, and whenever 
possible, CGC Genetics will contact the patient or responsible healthcare provider to address a possible alternative. 2) There is the possibility that a second sample may be requested due 
to insufficient material for a proper analysis or in a situation of discrepant results.

Privacy and test results. CGC Genetics is committed to ensure patient’s data protection and confidentiality of all information originated during the whole process, according to the law.
The result of your test will be directly sent to the requesting healthcare provider. Please request a copy of the test results directly to him/her. He/she is responsible for the interpretation
and explanation of test results to you. CGC Genetics medical team is available to clarify your healthcare provider regarding any questions about your genetic test.

Patient rights. The patient can request the right of access, modification and cancellation of the data provided by letter addressed to CGC Genetics, Clinical Director to
customercare@cgcgenetics.com.
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