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. Screen positive results may occur for reasons such as: miscalculation of due date, twin pregnancy,
vaginal bleeding, or the presence of other rare birth defects. Sometimes the results are screen
positive for no apparent reason.

. At the request of your physician, screen positive results will be given to a diagnostic center for
follow-up.
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MEDICAL INDICATION FORTESTING e Select one or more ICD10 codes if appropriate -
or add additional code to describe clinical indication
High risk for fetal chromosomal aneuploidies

[0 [ History of neural tube defect; if yes, explain:
[J [J Patient currently smokes cigarettes
Other Relevant Clinical Information:

Advanced Maternal Age: Primigravida [] 009.511 1sttri [1009.512 2nd tri []009.513 3rd tri
Multigravida [ 009.521 1sttri []009.522 2nd tri []009.523 3rd tri

Abnormal (MSS) serum biochemical screening: [] 028.1 Other:

Abnormal Ultrasound finding: (specify type[s]) [] 028.3 Other:

Personal or family history and add ICD10 code(s):
Prior pregnancy with trisomy:
[1009.291 Supervision of pregnancy with other poor reproductive or obstetric history, 1st tri
[ 009.292 Supervision of pregnancy with other poor reproductive or obstetric history, 2nd tri
[1009.293 Supervision of pregnancy with other poor reproductive or obstetric history, 3rd tri
[1009.299 Supervision of pregnancy with other poor reproductive or obstetric history, unspecified

[1 009.891 Supervision of other high risk pregnancies, 1st tri
[[] 0¥9.892 Supervision of other high risk pregnancies, 2nd tri
[ 009.893 Supervision of other high risk pregnancies, 3rd tri

Informed Consent for Maternal Serum AFP

. Maternal Serum AFP (MSAFP) is offered to screen for open neural tube defects and may lead to the
detection of 95% of fetuses with anencephaly and 65-80% of fetuses with open spina bifida.

. Neural tube defects (such as spina bifida and anencephaly) occur when the spine and brain do not
develop completely.

. Some open neural tube defects and those covered with skin may not be detected. Most other birth
defects and mental retardation are NOT detected by MSAFP screening.

. Screen positive results mean further testing may be necessary to determine if the fetus has a neural
tube defect. Such testing may include a repeat MSAFP test, ultrasound, or removal and testing of a
small amount of amniotic fluid (amniocentesis).

. Screen positive results may occur for reasons such as: miscalculation of due date, twin pregnancy,
vaginal bleeding, or the presence of other rare birth defects. Sometimes the results are screen
positive for no apparent reason.

. At the request of your physician, screen positive results will be given to a diagnostic center for
follow-up.

| certify that | have read the above consent and understand its content, including the BENEFITS and

LIMITATIONS of Maternal Serum AFP Screening and request that it be performed. | have discussed the

test with my physician.
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[1009.899 Supervision of other high risk pregnancies, unspecified trimester
Robertsonian translocation [1Q95.9 [1Q95.1
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