PRENATAL DIAGNOSIS SCREENING QUESTIONS
1. Will you be age 35 or older when the baby is born?  If yes, what age____________

  Yes
  No

2. Have you, the baby’s father, or anyone in either of your families ever had:


  Yes
  No

A Down’s Syndrome or mongolism

B
Spina bifida (open spine) or ancephaly

C
Hemophilia

D
Muscular dystrophy

3. Have you or the baby’s father had a child born dead or alive with a birth defect not listed in #2?
  Yes
  No

Describe:________________________________________________________________

4. Do you or the baby’s father have any close relatives who are mentally retarded?


  Yes
  No

Describe:________________________________________________________________

5. Do you or the baby’s father or close relative in either of your families have any inherited (genetic

or chromosomal) disease or disorder not listed above?




  Yes
  No

Describe:________________________________________________________________
6. Have you had three or more spontaneous pregnancy losses?




  Yes
  No

Has a previous partner of the baby’s father had three or more pregnancy losses?


  Yes
  No

7. Do you or the baby’s father have any close relatives descended from Jewish people who lived 

in Eastern Europe (Ashkenazic Jews)






  Yes
  No

If yes, have either you or the baby’s father been screened for Tay-Sachs Disease?

  Yes
  No

If yes, indicate results and where you were screened:_________________________________

8. If patient or baby’s father is black, do any of your children or any close relatives have Sickle Cell
Anemia?









  Yes
  No

Have you or the baby’s father been screened for Sickle Cell trait?



  Yes
  No
If yes, indicate results and where you were screened:__________________________________

9. If patient or baby’s father is white, do any of your children or close relatives have Cystic Fibrosis?
  Yes
  No

10. If patient or baby’s father is Greek or Italian descent, has anyone in the family had 
Beta-thalassemia or Cooley’s anemia?






  Yes
  No

11. If patient or baby’s father is of Southeast Asian descent, has anyone in the family had Alpha-

Thalassemia?









  Yes
  No

12. Do you or the father of the child have herpes?





  Yes
  No

13. Do you smoke?  If yes, how much:________________________________________________
  Yes
  No

14. Do you want genetic counseling?







  Yes
  No

15. Do you or the baby’s father use social drugs or any other non-prescription drugs?

  Yes
  No

16. Do you drink alcoholic beverages?  If yes, how much:_________________________________
  Yes
  No

17. Do you have cats?  If yes, please discuss with your doctor.




  Yes
  No

The Surgeon General has recommended HIV testing for all pregnant women.  This is a blood test for the antibody to Human Immunodeficiency Virus (HIV), the agent that causes the Acquired Immunodeficiency Syndrome (AIDS).  I acknowledge that my physician has ordered this blood test.  I understand that this is not a direct test for the virus, but a screening test for the antibodies to the virus.  It is possible that the test could fail to detect antibodies to the virus when the virus is actually present (false negative) or I may have been infected and have not yet produced antibodies.
I understand that I will be counseled appropriately when I am notified of the test results.  I acknowledge that I have been advised of the information contained in this form and have been given a chance to ask questions which were answered to my satisfaction.

For your safety and the health of your baby, our prenatal laboratory package includes the following:



Complete Blood Count


Rh



Differential



Hepatitis B



Serology



HTLV-III (HIV)



Rubella




Antibody Screen



Blood Group



Urinalysis



Chlamydia

and in some cases:



Sickling test



Tay-Sachs
I hereby consent to this testing:

___________________________________________

____________________________________________

Signature






Witness- Signature and Title

___________________________________________

Date

