State of California - Health and Human Services Agency California Department of Public Health

Genetic Disease Screening Program
Telephone: 510/412-1502

Nuchal Translucency (NT) Exam Data .
California Prenatal Screening Program Print

Clinicians:

1. This information is part of your patient's medical record. Please retain a copy of this form in
your patient's chart.

2. Please write this information on the 1st or 2nd trimester lab form for submittal to the
California Prenatal Screening Program with the blood specimen.

3. If you have already submitted the 1st trimester blood specimen but want 1st trimester risk
assessment, please call the case coordinator.

Form Completed By

Name (Last, First) Telephone Number

Patient Information

Test Request Form # (If Available)

Name % (Last, First)

Date of Birth* Name of Prenatal Care Provider

Nuchal Translucency Information (if NT done)

NT Practitioner CRED # * NT Supervisor CRED #  (Optional) CRL (Fetus A)*

Check If Unable
to Measure CRL

to Measure CRL
w O | =0

" [
If Twins, What is The Chorionicity?
NT Exam Date * mm/dd/yyyy NT (Fetus A) Check If Unable wns 18 The Lhoroniely =l N (Fetus B) Check If Unable

)
' D
to Measure NT L to Measure NT
Monochorionic D

Twin Pregnancy?” CRL(Fetus B Check If Unable

NT Site Code (Optional)

mm Dichorionic

O
D Unable to Determine

*Required Fields

NT Practitioner Instructions:

0 If the CRL is less than 44.6 mm or greater than 84.5 mm, the NT exam data cannot be used for risk assessment. If
CRL is greater than 84.5 mm convert the CRL or BPD to gestational age, and include this on the ultrasound
report that you are providing the clinician.

0 CRL and NT must be reported in millimeters. Please round to one decimal place.

0 Please write clearly. If you have already entered NT data into SIS, it is not necessary to send this form to the
clinician or to the Coordinator.

Fields with Asterisks * are Required. Without This Information, NT Data Will

Not Be Used For Risk Assessment.
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