Neonatal and Infantile diabetes Diagnostic request form 


PLEASE RETURN THIS FORM WITH EDTA BLOOD AND SERUM WHEN DIAGNOSTIC GENETIC TESTING IS REQUESTED
Molecular Genetic testing in diabetes diagnosed before 12 months

1. 2-4 ml of venous blood can  be collected at any time of the day in 2 tubes containing EDTA. After collection the tubes have to be shaken well. Samples should be labelled with name of the patient and date of birth. Additionally 2 ml of fasting and post prandial serum sample may be collected and labelled.

2. The labelling should be wrapped around by a transparent scotch tape to protect it being erased in case of leakage. 
3. The samples can be kept in the refrigerator (4 degrees) for a day or two and need to be kept frozen                      (-20 degrees) after that period.

4. Blood and serum tubes should be sent in a package with wrapping and on dry ice to ensure samples do not thaw during shipment. 
5. Samples from both parents and siblings (whether affected or unaffected with diabetes) are to be included whenever possible.
Please e-mail (radharv@yahoo.co.in/ mathi.dale@gmail.com) before sending samples. Send samples to:     Dr. Radha Venkatesan, Madras Diabetes Research Foundation, 4, Conran Smith Road, Gopalapuram, Chennai-600086, India. Tel. +91 43968888 extn 8285/ +9147405900, Mobile: 09840106815, 09884776545.
Patient details





Name

:

Date of birth
:

Age 

:


Gender
:

Height: 

Weight:

M No

:

Postal address


:

(With contact phone no. & e mail)



Clinical information
Clinical suspicion



: 

Age at diagnosis of diabetes

:  ____________ months                     

Birth weight



:                          Kg          Gestational age : ___________Weeks

Blood glucose at presentation

:                         mg/dl
Pancreatic autoantibodies
eg. GAD-antibodies if done
: Positive / Negative / Not Applicable

If on insulin current Insulin dose/day
:                      units/day
DKA 




: Yes/No
C-peptide if available


: 




Any history of low sugar reactions 
: 
Yes / No

Any history of developmental delay 
: 
Yes / No
Any history of epilepsy

 
: 
Yes / No
Whether diabetes disappeared after sometime or it still continues:


Any other medical problems

: 

Consanguinity of Parents 



Were parents related before marriage? : 
Yes / No
Family history of diabetes:


Father
: Diabetic / Non diabetic / Unknown
Mother 
: Diabetic / Non diabetic/ Unknown
Paternal grandfather

: Diabetic / Non diabetic/ Unknown
Paternal grandmother

: Diabetic / Non diabetic/ Unknown
Maternal grandfather

: Diabetic / Non diabetic/ Unknown
Maternal grandmother

: Diabetic / Non diabetic/ Unknown
Sibling: 



: No. :

Diabetic / Non diabetic/ Unknown
Children (if applicable)

: No. :

Diabetic / Non diabetic/ Unknown
 (If a pedigree chart is attached it would be very helpful). 

Referring Physician’s details

Doctor’s  name

:

Qualification

:

Specialization

:
Contact Telephone No.
: Mobile:


Clinic: 



Residence:
E-mail address
:
Address to which the report should be sent :  ______________________________

                              (if no email is available)   

                                                                               ______________________________

______________________________

______________________________







