
Consent Form for Type II Diabetes Screening

Con!dential

Date:   ________________ Test  Location  (t ick  your  nearest  centre)  
Blanchardstown  ,  Shopping Centre Dublin ____

  , Dundrum Shopping Centre Dublin ____

  , Quayside Shopping Centre Sligo ____

  , Galway Shopping Centre Galway ____

   , Mahon Point Shopping Centre Cork ____

   , City Square Shopping Centre Waterford ____

   , Long Walk Shopping Centre Dundalk ____

  , Athlone Town Centre Athlone ____

  , Crescent Shopping Centre Limerick ____

:Name  

____________________________________________________________

Address:  
_____________________________________________________________
_____________________________________________________________
___________________________      

Sex:   Male   (  )     Female   (  )

Age: Under  45 45 -49 50 -54
Circle your age bracket 55 -59 60 -65 Over  65

Score  on  Diabetes  Risk  assessment:  
____________________________________________________
See Risk Assessment form. Bring your personal assessment to the test location



Declaration of Consent

I  hereby  v o l u n t a r i l y  give  my  consent  to  be screened  fo r  the  ear l y  
detect ion  of  diabetes  by  measurement  of  my  b lood  sugar  f r o m  a fi nger  
pr i ck .  I  unders tand  tha t  I  do  not  need  to  fast  fo r  th is  test.

L imi ta t ions :  I  unders tand  that  the  fi nger  pr ick  test  tha t  w i l l  be  
pe r fo rmed  is  not  a defi n i t i v e  test  to  diagnose  diabetes,  and  tha t  
f u r t h e r  eva lua t ion  by  my  own  General  P rac t i t i one r  may  be  
recommended.

I  confi r m  that  I  am  over  16  years  of  age.

Signature:  ______________________________  

Your personal information will be held in the strictest con!dence.

-  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  
-  -  - -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - -  -  -  -

For  GP  u s e  only

Blood  Glucose  Level  ______________________               Referred  to  own  
GP Yes (  )  No  (  )

Tested  by  Dr.  ___________________________                 IMO  
No.:____________________

**You must bring this  completed form to your Test Location**


