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Prrenatal 
Testingg 

 Down Synddrome Convenntional Screen 
Pathologgy and Laborato ry Medicine  Trisomy 188 Conventional SScreen 
600 Univversity Avenue, Room 6-308  ONTD Screeen and Diagnosticc Test 
Toronto, Ontario, M5G 11X5 
Tel: (4166) 586-4800 x 85510 

Accuraate information is necessaryry for a valid innterpretation. 
 Patients with a faamily history oof Down synd rome or ONTDD should be 

refeerred to a gen etics centre 
 Preenatal screeninng requires paatient educatioon and shouldd proceed onlyy 

withh the informedd choice of thee patient 

* Requireed 

* Last Naame: _________________________________ 

* First Naame:__________________________________ 

* Date of Birth: ___________ - ________ -  ________ 
(YYYYY) (MMM)       (DD) 

* Health CCard #: ______________________________ 

* Addres s: __________________________________ 

* Postal CCode: _______________________ 

Phone #:: (_______) ________ - _________ 

Obtain this requisiition online at https://wwww.mountsinai.on.ca/care//pathology/laaboratory-forms-and-reqquisitions 
Test RRequested (choose oone only) Clinical and Demoographic Innformation 
Only sselect the eFFTS or Quad Screen beelow if: 
 NIPT has not beeen ordered inn this pregnanncy 
 NIPT has been oordered, but hhas been uninfformative 

Conveentional Scrreens for Trrisomy 21 a nd 18 

Enhhanced First Trimester Sccreen 
(eFTTS NT, PAPPA, hCG, αFP) [11+3 –– 13+3] [CRL 44.99 - 84.1 mm] 

Mateernal Serum Quad Screeen 2nd Trimesster [14+0–20+6] 

NOTTE: Integratted Prenataal Screen (IPPS) is no 
longger available 

AFP (aa-fetoprotei n) maternal serum scrreen for 
ONTD//Open Spin a Bifida [15ww – 20w6d] 

Restrictted to the folloowing limited indications (sselect one):  

BMI >> 35 kg/m2 Timely/qualityy ultrasound unaavailable 

Famiily history of ONNTD Valpproate/carbamazzepine meds 

Diagnoostic test foor ONTD/Oppen Spina BBifida 

Amnniotic Fluid AAFP [<21w6d] 

Racial origgin: 

 White 
Black 
Asian

 First Naation Aboriginal 
 Other: ___________________ 

(please specify)) 

Weigght: ___________  lb kg 

Last Menstrual Pe riod (LMP): 

__________ - ________ - _______ 
(YYYYY)  (MMM) (DD) 

(Ultrassound dating is prefferred – fill in beloww) 

Has patien t smoked 
cigarettes in this pregnaancy? 

No Yes 

Docuument here if ppatient on 
Insullin prior to thiss pregnancy?? 

YYes (Note: not geestational diabetees) 

If this is aan IVF pregnaancy, then d ocument herre: 
 Egg Donoor DOB (even if ppatient is donor): __________________ (YYYY/MM//DD) 

or Age ______ obtained at egg harvestt date or on ______________ 
(YYYY/MM/DD ) 

 Egg Harvvest Date: ___________________ (YYYY/MM/DD) 

 Fertilizatioon Date: ________________ ((YYYY/MM/DD) 

 Transfer DDate: _________________ (YYYYY/MM/DD) Days in vitro 

Document i f previous aamniocentesis or CVS in tthis pregnancyy 

Previous Doowns screen reeported during this pregnancyy? No Yees 

Ultrassound (U/SS) Information To be commpleted by Sonoggrapher or orderi ng provider. Idenntify U/S operatoor code only if dooing enhanced FTTS. 

Singletton/Twin A: cm cm 
CRL:: _________________  mmm  BPD: __________________  mm  NT: ______________________ 

Crown-Rump Length    Bi-Paarietal Diameter Nuchaal Translucency 
CRL betweeen 44.9 and 84.1 mmm 

Twin BB: dichorionicc cm cm 
monochorionic CRL:: _________________  mmm   BPD: __________________  mm  NT: ______________________ 
uncertain Crown-Rump Length    Bi-Paarietal Diameter Nuchaal Translucency 

CRL betweeen 44.9 and 84.1 mmm 

U/S Daate: ________________ (YYYY//MM/DD) 
U/S  Operator Coode: __________ 

Initiials: __________ 

U/SS site: __________________________________ 
U/SS phone #: (________) ________ - ___________ 

Orderinng Provider: __________________________________________ 

Addresss: ___________________________________________________ 

___________________________________________________________ 

Phone: ((______) _______-_______  FFax: (______) _______- ________ 

Signaturre: __________________________________________________ 

Additionnal Report To o: ______________________________________ 

Addresss: __________________________________________________ 

___________________________________________________________ 

Phone: ((______) _______-_______  FFax: (______) _______- ________ 

For Collection CCentre Usee Only 
Do not aanticoagulate  or freeze bloood. Send this rrequisition with 2 mL of aliquooted serum ORR centrifuged pprimary tube w ith a gel barrie r to 
Pathologgy and Laborattory Medicine, Mount Sinai Hoospital (see adddress above –– top left cornerr of requisition)). 

Collection Ceentre:  Phone: ( _______) ________ - _________ 

Address: ____________________________________________________________________ 

Specimen col lection date (mmandatory): _____________________ (YYYY//MM/DD)

  Version March 2018 

https://wwww.mountsinai.on.ca/care//pathology/laaboratory-forms-and-reqquisitions
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