
Please circle the countries that you originate from:1   
  Afghanistan,   Algeria,   Austria,   Bukhara,   Belgium,   Belarus, 
  Czechoslovakia, Galicia, Georgia, Germany, Holland, Hungary,
 India, Iran, Iraq, Lithuania, Morocco, N Africa, Poland, Romania,
Russia, Syria, Tunisia, Turkey, Ukraine, Uzbekistan, Yemen.a

.Name Of School:a    

 If this is a retest please provide your original DY ID number: 
 ID #                   -           Reason for retest

Date of Birth

VOID
Results will only be given to phone numbers listed below.

TESTS CANNOT BE PROCESSED IF THE FOLLOWING INFORMATION IS NOT PROPERLY COMPLETED.

ID #

Home Phone

Father Cell

Mother Cell

Other

Comments

YEAR

Origin:       

MaleFemale

Please ensure that you write the correct DOB since results will 
not be provided in an event of any inaccuracy.

 MONTH       DAY

It’s highly recommended but optional to submit the SS# since 
it’s the only way we can retrieve a file in case of a lost ID#.

PARENT’S SIGNATURE DATE

SIGN CONSENT
(you may also use your assigned ID#)

 DATE

CONSENT FORM:
(Required for minors under age 18)

I hereby consent to have blood drawn from my child with above ID#, for use by Dor Yeshorim. 

Ashkenazi           Sefardi         Non-Jewish
Please check off ALL that apply to you.

1.

2.

3.

By signing this form, using my name or the 9 Digit Dor Yeshorim ID Number (the “DY ID Number”) I was given, I hereby 
affirm that I have been given written and oral information regarding my rights and the details of the genetic screening 
tests that will be conducted for me by “Dor Yeshorim – Committee for Prevention of Jewish Genetic 
Diseases” (hereinafter the “Organization”).

I agree and confirm that this form constitutes written informed consent pursuant to the Section 79-L of the New York 
State Civil Rights Law, and it includes an explanation of taking blood samples, conducting genetic tests, securing the 
information, and transmitting such information.

I confirm that I am aware that the Organization’s procedures were determined by the Committee’s Rabbinic team, and 
the service provided to me by the Organization is subject to my signature by means of my DY ID Number and 
undertaking to abide by the Organization’s rules.

I am aware that the Organization’s purpose is to reduce, as much as possible, the risk relating to offspring that will be 
born as a result of the marriage of carriers of identical recessive genetic diseases, by the sole means of determining a 
couple’s compatibility solely through those tests that are conducted, and by the transmission of the information to the 
couple, before their engagement, regarding their compatibility or incompatibility pursuant to that which is stated below 
in Section 26.

I confirm that it was explained to me, and I understand, that:
Under no circumstances will the Organization give me the genetic carrier status results, or personal genetic information.
The compatibility results do not relate to my health status.
The compatibility results are not for the purpose of clinical diagnosis.

4.

•

DOR YESHORIM ‚ INFORMED CONSENT FORM FOR GENETIC 
TESTING TO DETERMINE MARITAL COMPATIBILITY

בס״ד

I hereby acknowledge and understand that testing & checking compatibility is only available for 
people who are not engaged, married or in a committed relationship.

I have not tested outside the organization for anything included in the organization program; I do 
not know my carrier status and I will not be tested or informed of my carrier status during any 
point in my participation in the organization program-including screening and compatibility 
checking. 

I have read and understand the aforesaid statement in its entirety, I have been given an 
opportunity to ask questions and all of my questions have been answered satisfactorily, and I am 
indicating the same by signing below. 

IF YOU HAVE A FAMILY HISTORY OF GAUCHER DISEASE, HEARING LOSS OR ANY RECESSIVE 
GENETIC DISEASE, YOU MUST NOTIFY US.

/     /

P
age 1 out of 4

R NP     

Standard Panel

Standard  +  Hearing Loss Panel
$350

$400
$250

$300

FOR OFFICE USE ONLY

WITNESS (TECHNICIAN) - SIGN DATE

/     /

/     /

School Special (4 months)Regular (3 weeks)
Please select one of the following options:

בס״ד

Email

•
•

 Social Security Number



14.

15.

16.

17.

18.

13.

•

• 

• 

• 

21.

22.

23.

24.

25.

26.

27.

20. I understand that the Hearing Loss panel only tests for the specific genes and mutations that are currently known to 
the Organization as the primary causes of the genetic recessive form of Hearing Loss that Ashkenazic and Sephardic 
Jews may develop. I further understand that the Organization does not take responsibility for any type of Hearing 
Loss that is produced by a genetic cause that is currently unidentified, or by a genetic cause that is not included in 
the Hearing Loss panel. I understand that the Organization does not take responsibility for the results of my Hearing 
Loss test if I do not inform the Organization of my complete family history of Hearing Loss.

I understand that no tests, other than those authorized, shall be performed on the biological sample and that the 
sample shall be destroyed ten years after testing, unless holding it longer is deemed useful for research purposes.

I understand that the responsibility for keeping secure my DY ID Number is my responsibility alone, and in the event 
that my DY ID Number is lost, I will have to be tested again at my own expense, and subject to the provisions of 
Section 7, above.

I undertake to use my DY ID Number that was given to me only in accordance with the Organization’s rules, and if 
invalid use is made of it, or if I give incorrect information, I will lose my right to receive services from the Organization 
and it automatically absolves the Organization from any claim whatsoever.

I agree that compatibility results will be given only by telephone, and only to me and/or my parents at the telephone 
numbers that I submitted at the time of the Organization’s screening session, and/or to my potential spouse to whom 
I will give my personal number for the purpose of ascertaining our marital compatibility, and only after submitting to 
the Organization my and my potential spouses DY ID numbers and days and months of birth.

I agree that any dispute between the parties in connection with this agreement, the contents thereof, or the events 
surrounding the same, shall be arbitrated before a recognized Rabbinic court that rules exclusively under Torah law.

Subject to everything stated in this consent form, and to my signing this document with my DY ID Number, I freely 
consent for the proposed tests to be conducted, and that I and/or the potential spouse to whom I will give my DY ID 
Number for the purpose of ascertaining our marital compatibility, will be given an answer exclusively in the following 
format: “There is marital compatibility / There is not marital compatibility, in reference to the tests that were 
conducted and as of the date on which they were performed.”

I understand that I may wish to obtain professional genetic counseling prior to signing the informed consent.

• The organization does not test for all mutations. It only tests for the most common Jewish mutations known 
to the Organization at the time of the test.

• A more detailed description of each test can be found on the organization’s website, www.Doryeshorim.Org.

5.

6.

7.

8.

9.

10.

11.

I confirm that it has been explained to me that the purpose of the information that will be given to me is solely for 
marital compatibility, and in the event that the necessity arises for further determination or for genetic counseling I 
must apply to an entity authorized to do such testing.

I confirm that it has been explained to me that the Organization cannot definitively determine the likelihood of a 
couple’s offspring being affected by a genetic disease, whether the Organization tested the parents for the disease 
or not, and I waive any complaint, allegation and/or claim against the Organization in that regard.

I confirm that it has been explained to me that the testing program conducted by the Organization is only intended 
for single people (before they are engaged). I declare that I am not engaged or married, and I am aware that 
compatibility results will be provided only before engagement. For the avoidance of doubt, no compatibility results 
will be given to any engaged or married individuals that may have provided any sample for a genetic screening test.

I confirm that it has been explained to me that if I have been tested elsewhere for the genetic diseases for which the 
Organization tests, in the past or at any time during the Organization’s testing process, and/or if my genetic status is 
known to me or to my parents, then I am ineligible to participate in the program.

It has been explained to me that the testing program conducted by the Organization is not designed to avoid genetic 
risks stemming from marriage between relatives.

I undertake to give the Organization all the details of my and my family’s medical history as it relates to the diseases 
for which the Organization tests. I am aware that failure to supply information of this kind is liable to cause 
diagnostic errors in determining carrier status.

I confirm that it has been explained to me that the determination of compatibility is based on tests that are 
performed using DNA technology and are performed in genetic laboratories that hold the New York State 
Department of Health clinical laboratory permit. I hereby consent to having the tests performed in laboratories that 
have been chosen by the Organization and found to comply with its quality assurance requirements. I waive any 
claim against the Organization in relation to the genetic laboratory that is chosen to conduct the tests. I understand 
that test failure or unclear results may require additional testing using a more sophisticated method.

It has been explained to me that the samples that will be taken from me (a blood sample or another sample) are 
designated to be tested for the recessive genetic diseases that appear in the Organization’s screening panel at that 
time, and only for the specific genes and mutations that the Organization tests for at that time, and only for the 
specific genes and mutations that is prevalent to my ancestral origin based on the ancestral information that I 
provided. It has been explained to me that, if I so desire, I am able to order additional tests for specific diseases that 
will not be tested for in my initial screening. I consent that the sample that will be taken from me by the Organization 
for my initial genetic screening test may be used for such further tests that I may select or that the Organization 
should decide to test for. The list of genetic diseases and mutations that the Organization currently tests for can be 
found on the Organization’s website under the subheading “Testing Panels” (directly found at 
www.DorYeshorim.org/tests), which is updated from time to time. I confirm that I read the general description found 
on the Organizations website of each genetic disease and mutation that the Organization tests for. I am aware that 
the Organization has only undertaken to carry out the tests according to the list that is published on the website at 
the time of the testing.

I confirm that it has been explained to me and that I understand that the tests have limitations as follows:

12.

Each genetic test and its interpretation have a level of precision that depends on the methods used in carrying out 
the test for the tested disease, the ethnic background, and the information available at the time the test is 
performed.  The reliability of the test offered by the Organization is limited to individuals of Ashkenazic, Sephardic 
or Mizrahi descent. I understand that the Organization does not test for all mutations and only tests for the most 
common Jewish mutations known to the Organization at the time of the test. I understand that for anyone with a 
non-Jewish heritage (even one grandparent) the testing results have reduced reliability.

Arriving at an accurate interpretation of the test results also depends on a full report of my and my family 
members’ health status, and upon a reliable report of my and my family members’ biological relationship and 
ethnic background.

Due to the genetic tests’ complexity, a certain level of false results are possible, both positive and negative.

Should an incompatibility be found, I understand that I may wish to consider further independent testing, consult 
my physician, and/or pursue genetic counseling.

I hereby waive any claim against the Organization in connection with these limitations.

I consent for the sample taken from me to be used and stored, at the Organization’s discretion, for the purposes of 
research and/or other uses, without the Organization having to consult me and/or seek my consent for such research 
and/or other uses.

It has been explained to me that it is possible that there exists in this country or in the world opportunities for 
conducting additional and broader genetic tests, and that these tests might possibly reveal additional diseases, 
mutations and/or defects that, were they performed, might indicate marital incompatibility. Knowing this, I waive any 
claim against the Organization for failure to carry out any testing which is not outlined on the Organization’s website 
at the time of the testing.

I have been informed that the test results cannot rule out the possibility of other genetic diseases and/or various 
congenital defects that are not included in the screening tests that are performed.

I am aware that the list of tests that are carried out through the Organization includes only genetic diseases that are 
passed on by recessive inheritance and does not include diseases that do not depend on compatibility with one’s 
spouse. 

It has been explained to me that the information I will receive and the results of the genetic tests will be kept highly 
confidential and, except as provided in this consent form, shall not be disclosed without the written informed consent 
of the person to whom such genetic testing relates.

I understand that Gaucher’s disease, Hearing Loss and other genetic diseases are not part of the routine testing 
panel and requires a specific request and order by each party in order to receive compatibility results for such 
diseases. I understand that if I have a family history of Gaucher disease, Hearing Loss, or any recessive genetic 
disease, I am responsible for informing the Organization at the time of testing. 

19.
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ALL INFORMATION WILL BE HELD STRICTLY CONFIDENTIAL.




