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MATERNAL SERUM & AMNIOTIC FLUID Biochemical analysis 
PATIENT DATA (All Samples, Please Print)
Please complete all sections.
	Patient Name:
	

	Address:
	

	City:
	
	State:
	
	Zip:
	
	Phone:
	

	
	
	
	

	DOB:
	
	Maternal Weight:
	

	Date Sample Collected:
	Mo:
	
	Day: 
	
	Yr:
	

	Gestational Age:  (Gestational dating by ultrasound preferred.)

	LMP:
	Mo/Day/Yr
	

	Physical Exam Data:
	GA:
	Weeks
	
	on
	Mo/Day/Yr
	

	Ultrasound Data:
	GA:
	Weeks
	
	on
	Mo/Day/Yr
	

	
	
	
	
	

	Ethnic Group:
	Black  FORMCHECKBOX 
            White  FORMCHECKBOX 
       Hispanic  FORMCHECKBOX 
     Other  FORMCHECKBOX 


	Number of fetuses:
	Singleton   FORMCHECKBOX 
     Twins   FORMCHECKBOX 
     Other   FORMCHECKBOX 


	Was patient insulin dependent PRIOR to pregnancy?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Is patient NOW a Gestational Diabetic on insulin?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Family history of Open Neural Tube Defect or Down Syndrome:
	(Specify)
	


PHYSICIAN & INSURANCE DATA
	Referring Physician/Group:
	

	Physician Address:
	

	City:
	
	State:
	
	Zip:
	

	Physician Telephone:
	
	Fax:
	

	ICD9 Code:
	
	Insurance:
	Attach copy of card

	(Required)
	
	
	

	Sample Type



	Pregnant Samples Sent:   FORMCHECKBOX 
  2nd Trimester Maternal Serum    FORMCHECKBOX 
 Amniotic Fluid 

	Prior Testing:  FORMCHECKBOX 
 CVS     FORMCHECKBOX 
 1st Trimester Serum


TEST REQUESTED
Serum
	
	 FORMCHECKBOX 
 NTD Screening Only :  AFP only

	 FORMCHECKBOX 
 NTD, Trisomy 18 and Down Syndrome Screening:   AFP, Beta hCG, uE3, and Inhibin
Fluid
 FORMCHECKBOX 
AFP
 FORMCHECKBOX 
 Acetylcholinesterase

	http://gsm.utmck.edu/genetics/main.cfm
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