
Maternal Serum Screening 
Submit additional information when ordering First Trimester testing. 

Patient Name: 

Req/CTRL #  Patient ID: 

 
 
 
 
 
 
 

Tests With Nuchal Translucency (Required Information) 

Patient Weight lbs 

□ Yes  □ No    Is patient an insulin dependent diabetic?

# of Fetuses  □ 1  □ 2  □ Other 

Patient Race □ Cauc  □ Hispanic  □ Black 

□ Asian  □Amer Ind  □ Other

□ Yes  □ No Is this a donor egg? If yes,
Age of donor at egg retrieval: years 

□ Yes  □ No Prior Down Syndrome/ONTD Screen in
current Pregnancy? If yes, prior test was: 

□ in 1st Tri  □ in 2nd Tri  □ elevated msAFP

□ Yes  □ No Family history of NTD?

□ Yes  □ No Previous pregnancy with Down Syndrome?

□ Yes  □ No Other indications:
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3mL GEL □ 1 st  Trimester Screen (PAPP-A, hCG, DIA)017500

Northshore Evanston Account 12038870




