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* Please supply copy of report or complete details/results. 

Patient Information TOO# 

 
Name: _____________________________________        _____________________________________ 
                                   Last                                                                                         First 
DOB:   ______/______/________ Weight:        ________lbs.           on_____/_____/________ 

Address:  ________________________________________ 
                ________________________________________ 

Home Phone: 
 

Race:    ___Caucasian,   ___ Black,    ___ Hispanic,    ___ Other (specify): 
Check here if patient is insulin-dependent diabetic:  _____   

Check here only if patient smokes cigarettes:  _____ 

Pregnancy Information 
LMP:  ________/________/________ EDC:   ________/________/________ 

Check if NOT SINGLETON: ___ Specify # of fetuses: ___ Chorionicity: mono__   di__   unk__ 
Has the patient had any ultrasounds in this pregnancy? Yes _____ No ____ 

If yes:  1. Date ____/____/____ = _____weeks____ days gestation by U/S on that date 
            2. Date ____/____/____ = _____weeks____ days gestation by U/S on that date 

IVF procedure date:  ____/____/____     Egg donor date of birth:  ____/____/____ 

Referring Physician 
Name: 
Phone:                                                                                    Fax: 

Prior Testing / History 
First trimester screen:    Yes____     No ____ 

Family Hx of ONTD: Yes____No____ Family Hx of Chromosome Abn: Yes___No____ 

Sample Information 
Date sample collected:  _______/_______/______ Repeat specimen: ____________________ 

Collection site:  Phone: 

Test Requested 
First trimester test: ____ Second trimester tests: ____ 

AFP only ____   Because of previous CVS ____   Scheduled Amnio ____   Other ____ 

Laboratory Use Only 
Sample #:_______________  Int. #:_____________  Date received: _____/_____/____ 
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PLEASE CONFIRM YOUR PARTICIPATION WITH OUR LABORATORIES 
  Provide Insurance co. address, phone and/or a copy of insurance card or info sheet 
 

 
 

ASSIGNMENT OF BENEFITS: 
 
 “I authorize my health plan to pay benefits directly to UCHC, or any provider under 
contract with them.  I understand that in the event my health plan or health care contract 
does not cover services, I will be responsible for payment.  Examples include co-
payments, deductibles, charges considered to be beyond usual, customary, and 
reasonable or uncovered services (such as cosmetic surgery).” 
 
 
NON-ASSIGNMENT OF BENEFITS OR SELF-PAY: 
 
“I understand that if my health plan does not consider UCHC, or any other provider under 
contract with them, a participating provider, charges incurred will be paid by me.  I further 
agree to accept full financial responsibility for payment of charges rendered to the above 
patient.”  

 
 
________________________________________________     ___________________ 
Signature of patient or legal representative                                  Date 
 
Relationship to patient: ______________________________ 
 

Health Insurance Information 
Social Security #: Telephone #: 
Pt Name: D.O.B. :   
Address:   
City: State/Zip: 
Insurance Co. Name: Insurance Co. Name: 
Subscribers ID#: Subscribers ID#: 
Subscribers Name: Subscribers Name: 
Pt. relation to subs: Pt. relation to subs: 
Employer name: Employer name: 
Group #: Group #: 


