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FIRST TRIMESTER
F 03088 058 3 B SCREENING

10 WEEKS 0 DAYS TO 13 WEEKS 6 DAYS ACCESSION LAE
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH FOR %TSLEO#ASO%SETQONW
CALIFORNIA PRENATAL SCREENING PROGRAM
(866) 718-7915 Toll Free
PART A: PLEASE WRITE CLEARLY. USE CAPITAL LETTERS.
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10. WAS THERE AN OVUM DONOR FOR THIS PREGNANCY? 1, HAS PATIENT SMOKED CIGARETTES IN THE LAST 7 DAYS?
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| 13. PATIENT CONSENT FROM BOOKLET:
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PART B: MUST BE COMPLETED AT TIME OF SPECIMEN COLLECTION. SEE COVER FOR 14. THIS FORM COMPLETED BY (please print name)
COLLECTION AND MAILING INSTRUCTIONS.

COLLECTION DATE IS MANDATORY!
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