
CLINICIAN INFORMATION

Sequenom lab account #: _____________________________________________________

Account name: ______________________________________________________________

Account address: ____________________________________________________________

City / State / ZIP: _____________________________________________________________

Ordering physician: _____________________________________NPI #: ________________

Phone: (  _______��) _________��… ___________��Fax: (  _______��) __________��… __________

ADDITIONAL COPY OF RESULTS (optional)

Referring clinician: _________________________________Fax: ( _____) _____…______

Other clinical recipient: _____________________________Fax: ( _____) _____…______

NONINVASIVE PRENATAL TEST MENU

�0�7�����3������MaterniT® 21 PLUS Select fetal aneuploidies - choose one option:

 Core (chr 21, 18, 13, sex)
 Core + ESS*
 Core + SCA**
 Core + ESS + SCA

* ESS = chr 16, chr 22, and select microdeletions **SCA = sex chromosome aneuploidies

 Provider authorizes genetic counseling services for abnormal results

REQUIRED CLINICAL INFORMATION___________________________________________________________________

 Gestational age: ________ weeks ________days   or    EDD: ____/____/________

 Gestation:    Singleton      Twins      Triplets     Other:______________________

Maternal height: ________ft. _________in. Maternal weight: _________lbs.

MEDICAL INDICATION FOR TESTING      Select one or more ICD10 codes___________________________________________________________________

No known high risk for fetal chromosomal aneuploidies

  Z34.91 1st tri     Z34.92 2nd tri      Z34.93 3rd tri     Other ICD10 code: ____________

INSURANCE INFORMATION Attach copy of both sides of insurance card

Policyholder name: ___________________________________________________

Patient relationship to policyholder:     Self     Spouse     Child     Other: ________ 

Policyholder date of birth: ____/____/________

Insurance company name: ____________________________________________________

Billing address: ______________________________________________________________ 

City / State / ZIP: _____________________________________________________________

Policy / Medicaid #: _____________________________ Group #: ___________________

Authorization #: _________________No out-of-pocket costs for covered services for Medicaid patients

COMMENTS

34-30522R1.0 0816

PRENATAL TEST REQUISITION FORM

877.821.7266
sequenom.com  |  Mon…Fri 5 am …5 pm PST
3595 John Hopkins Ct San Diego, CA 92121

CLIA# 05D2015356  |  CAP# 7527138

No known high risk - test requisition form

PLACE BARCODED
PATIENT ID

LABEL HERE

PATIENT INFORMATION AND ACKNOWLEDGMENT & PHYSICIAN ACKNOWLEDGMENT

Last name: _______________________________________________First name: _____________________________________________DOB: ____/____/________ Sex:   Male   Female

Street address: _________________________________________________________City / State / ZIP: ________________________________________________________________________

Phone: ( ______) _______… __________   Email: ___________________________________________________________  MRN (optional): __________________________________________



MaterniT® 21 PLUS ORDERING OPTIONS. SEE LIMITATIONS OF TESTS SECTION


