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Age :.9..8_-_Yrs s PO, S
Months Days Customer Contact No WW

Sex : Male['] Femaleé/‘[ﬁeofBinh: 00 OO0 godd Ref Doctor Name

Ph: Ref Doctor Contact No
Specimen Details:
[Sample Collection date : Specimen Temperature : | Sent Frozen (<-20°C) [] | Refrigerator (2-8°C)[J | Ambient(18-22°C) U
Sample Collection Time : AM/PM Received | Frozen (<-20°C) [ | Refrigerator(2-8°C) O | Ambient (18-22°C) O ~
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e & Quad markers), HIV consentform, Karyolyping History form, IHC form HLATyping formalongwith TRF.

-~

Note: Attach duly filed respective forms viz. Matemal Screening form(for Dual, Trip

Ultrasound report & First trimester O Second trimester O
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vialID : J2Y/T6S552 .
Date of Birth (Day/Month/Year) :

L
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Weight (Kg) :

L.M.P. (Day/Month/Y ear)
Gestational age by ultrasound (Wecks/days) = Date of Ultrasound :ﬁ/i?_/_l_iaf .
CRL (in mm) ¢ BPD:_

Nuchal Translucency(NT) (in mm):

Nasal bone (Present/Absent)
Ultrasound report First trimester O Second trimester O
Sonographcr Name

Diabetic status ¢ Yes O No( 2_"_
Smoking Yes O No O
No.of Fetuses ¢ Single O Twins O
Asian o African O Caucasian [JOthers O

Racc
Yes O No O If Yes, Own [Eggs O Donor Eggs O

IVF

If Donor Eggs, Egg Donor birth date 2__/_;__/_

\ ‘"e\inth pregnancies : '
Wits Down Syndrome : Yes O No O
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Thereisa single, intrauterine gestation

L.M.P. * 22/05/2023  Gestational Age 8 WKS 0D ED.D. 26/02/2024
G SAC 258 MM COMPATIBLE WITH 7 WKS 4 DAYS

CRL 14.83 MM COMPATIBLE WITH 7 WKS 5DAYS

FHR MEASURES 130/MIN..

YOLK SAC VISULIZED

FETAL POLE VISULIZED.

DECIDUAL REACTION IS GOOD AND ADEQUATE.

NO E/O SC BLEED NOTED,

INTERNAL®S CLOSED CERVICAL LENGTI MEASURES 3.0 CM.

IMPRESSION
® SINGLE, LIVE , INTRAUTERINE GESTATION OF 7 WKS 4 DAVS (+/- 2 wks).

° THE CORRECTED E.D.D. IS 29/02/2024 (+/- 2 wks.).
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