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Texas Department of State Health Services, Laboratory Services Section.”
Signature of patient or responsible party.

O.B. History

Multiple fetuses?

Maternal medication
Repeat specimen?

L1000 Od

DATE of LMP
Ultrasound dating

Physical exam

(All information is required for testing.)

G

If sono by 1/10 of week

Estimated Delivery Date

Signature * Date *

No
D Specify number of fetuses:

Yes

0

FOR DSHS LABORATORY USE ONLY

Specimen received

On insulin prior to pregnancy (IDDM) D

Specify:

Specimen condition

[

D If yes, indicate reason:

Verify specimen

Gestational Age (Select one calculation method.)

(mm/ddlyy)
weeks days on (mm/dd/yy)
weeks on (mm/dd/yy)
weeks days on (mm/dd/yy)
(mm/ddlyy) by: US LMP Exam

Edit

Completed

Mailed & faxed

CURRENT
WEIGHT

DATE OF
COLLECTION

Time and Date of Removal
from Freezer prior to
shipping (REQUIRED)

TIME OF COLLECTED
COLLECTION BY

Revised, mailed & faxed

Revised, mailed & faxed




