g 2014-12

Specimen Collection and Tesi Requisition Form

80 Ruland Rd,, Sie. 1 Me

631.425.0800

LABS

[ Prior Pregnancy w/Down Syndrome

- Prior Pregnancy wiTrisomy 18

[} Prior Pregnancy w/Trisomy 13

- [ Faiily History of Open Neural Tube Defacts

Ralationship to patient

| Current Pregnancy

¢ Due Date
{ (MM/DEYYY)

Q Ashkenazi Jewish
) Asian

[} Asian Indian

L Caucasian

Q Hispanic

I} Native American

J Other

Q Ulirasound confirmed

¢ [ msulin Dspendent Befors Pregnancy

(b Artificial Reproducticn/In-Vitre: Age of Egg:

” D Twin

[ Multiple #

ﬂ_ Smoker

() valproic Acid (Depakene) or Cabamazepine (Tegretol) THIS Pregnancy

Years

w,.ml«n.ﬂ W—%ﬂmm ﬂ“h«uv.\«,mﬂw’y%.» Dﬂmés U<. OO__mnﬁ—O: Dmﬁm. E Mmhm# A m 7 ;——:_ :——7 = _w__m 7 : _7—_7 :—w— —A: 7__
(MNarne) (MMADDYYY)
- Patiant Informatlen Physisian [nformation J—
_ Gaoo
Last Name First Name M Ordering Physician Physician Code # -
] o
o a1
Street Address Apt & Sonographer FMFE or NTOR# A z
Ci Stat z m ,C
it ate i , _ =5
A v v P Sonographer’'s Suparvisor FMF# or NTQR# m
Phons Birth Date Weight z 7
] (RAAHDESYY) Referring OB/GYM (iF different fram ordering) ORBIGYHN Phone # 8 W
Patient History 8 £
i [ Residence different during 1st Trimaster {J African American =
If yes, specify Country State

First Trimester (9w Gd - 13w Gd}
LY First Trimester Screen | FB tfree-Besa™ / PAPP-A / NT)

Ultrasound Date mmoD/yvY)

Y First Trimester Scresn | FB with Nasal Boneg (must indicate Alisent or Fresany)

LI LI

Nasal Bong
[T} Absent [} Presant

CRL (45-84mm) NT (mm)
Twin Type
_l_l__l_ EE Masal Bons B Monocharionic
CRL (45-84mm} NT {mm) Absent Present

Zecond Trimesier {1 5w Od - 21w 8
Q Check if repsatl specimen for slevatad MSAFP

L) Afp Test (for ONTDs)

i) Double Screen _ FB (AFP { free-Bealu™)

Date of Ultrasouind GAgatUltrasound _____ w___ g

(MDD Y}

Carrier Testing

(L Cystic Fibrosis Carrier Testing

.1 male (please provide famale reproductive partner information)

Female name

Female DOB

(AIDD YY)

- Bifling Information: PLEASE PROVIDE READABLE COPY OF BOTH SIDES OF YOUR INSURANCE CARD OR COMPLETE INSURANCE INFORMATION

Insurance Company

Subscriber's Name

insurance 1D #

Plar narne

Tnsurance Claims Address

Reforral / Authorization #

Group #

Street

City

State Zip Telephone

LI Payment Enciosed §

2o PATIENT AUTHORIZATION / ASSIGNMENT. | authorize NTD Laboratories, inc (“NTD"} io obtain and release relevant medical and other information and to direcily bill and submit
i1 claims to Medicare, Medicaid, Medicare Supplemental and/or other insurance providers (“Insurance”) for laboratory/medicai servicas that NTD provides io me. | assign insurance |
. benefiis lo NTD and acknowladge that charges that are not covered by insurance, including any applicable co-payments and deductibles, are my rasponsibliity and  agree to |
¢ | pay for such charges. |

Signature: Date:
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