THIS ISNOT A TEST REQUEST FORM.
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The information below is required to perform fetal fibronectin testing.

For electronic orders only, please fill out and submit with the electronic packing list.

PATIENT HISTORY FOR FETAL FIBRONECTIN TESTING

Client Number

Patient First Name Patient Last Name Ml

Date of Birth

Physician/ Genetic Counselor Phone #

Comments or Special Instructions

FETAL FIBRONECTIN TESTING:

Gestational age Weeks Days
Does this patient have symptoms of labor [ ] No[ ] Yes
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