
Dna Profiling Request Form

Case Reference No: (Office Use Only)

F331 (06)

PLEASE COMPLETE ALL RELEVANT SECTIONS OF THE FOLLOWING FORM IN BLOCK CAPITALS

RELATIONSHIP								                 GENDER

Full name		

Address

Date of Birth					     Racial origin	
	 Afro-Caribbean/Caucasian/Chinese-Asian/Indian-Asian/Other – Please specify

Medical history
(Please give details of any known genetic diseases or recent infectious diseases.)

Contact number (Essential)
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Additional Information

1)	 PLEASE STATE WHICH TEST YOU REQUIRE (e.g., paternity verification, sibship analysis, viability testing, grandparentage, etc.)

	
2)	 IF THE TEST REQUIRED IN QUESTION 1) IS A VERIFICATION OF EITHER PATERNITY OR MATERNITY, THEN PLEASE STATE IF A  
	 CLOSE MALE/FEMALE RELATIVE (e.g., BROTHER/SISTER) OF THE ALLEGED FATHER/MOTHER OF THE CHILD(REN) IN QUESTION IS  
	 POTENTIALLY THE TRUE BIOLOGICAL FATHER/MOTHER?

	 (Yes / No)  	

	 PLEASE NOTE: If the answer to this question is “YES”, then we require a sample from the close relative, in addition to the 
	 one from the alleged parent.
	

3)	 PLEASE INDICATE WHICH PRIORITY OF TEST YOU REQUIRE:

STANDARD TEST - results in five (5) working days

EXPRESS TEST - results in three (3) working days (Additional fee of £100.00 plus VAT)

24 HOUR TEST - results in one (2) working days (Additional fee of £250.00 plus VAT)

4)	 DO YOU REQUIRE A COMPANY NURSE TO COLLECT THE RELEVANT SAMPLES FOR TESTING?   (Yes / No)   Please circle.

5)	 STATEMENT OF WITNESS REPORT (please tick as appropriate)

	 YES	          NO            Please Note: There is an additional fee of £100.00 plus VAT for this service.

5)	 PLEASE STATE THE COURT DATE FOR THIS CASE (if any):  	

6)	 DID YOU KNOW THAT WE OFFER A RANGE OF HAIR STRAND ANALYSIS SERVICES FOR THE DETECTION OF DRUGS AND ALCOHOL? 

	 (Yes / No)  Please circle.

7)	 WOULD YOU LIKE SOME INFORMATION RELATING TO THESE SERVICES?  (Yes / No)  Please circle.

8)	 FOR NEW CLIENTS ONLY:  PLEASE TELL US HOW YOU LEARNT OF OUR SERVICES?

	
9) PLEASE PROVIDE A PASSWORD TO ENSURE CONFIDENTIALITY

CHOOSE A PASSWORD THAT YOU CAN REMEMBER AS YOU WILL HAVE TO QUOTE IT EVERY TIME YOU CONTACT US.

WE CANNOT DISCUSS YOUR CASE OVER THE TELEPHONE WITHOUT IT.
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CONFIRMATION FROM SOLICITOR / SOCIAL WORKER

I/We have been authorised by the party/parties involved and/or the Courts to instruct Alpha Biolabs Ltd to perform the test required 
in relation to the named sample donor and I/we accept your standard Terms and Conditions which are incorporated into this contract. 
Important, please ensure that a authorised fee earner signs their own name in the space below and not that of the solicitor firm.
(Terms and conditions can be viewed at www.alphabiolabs.co.uk)

Signed									         Date

Name									         Position

Payment Details

THE INSTRUCTING LAW FIRM IS ACCOUNTABLE FOR THE FULL AMOUNT OF THE INVOICE.

IT IS THE RESPONSIBILITY OF THE INSTRUCTING LAW FIRM TO SEEK PAYMENT FROM THIRD PARTY 

SOLICITORS.  PLEASE NOTE A STRICT 30 DAY PAYMENT POLICY APPLIES.

F331 (06)

Customer Services:  Tel:  0845 5050 001   Fax: 0845 5050 002   E-mail: info@alphabiolabs.co.uk

Warrington Office:  14 Webster Court, Carina Park, Warrington. WA5 8WD
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INSTRUCTING SOLICITOR/SOCIAL WORKER:

Full name

Address

Email

Contact Number (Essential)


