
REQUEST FOR PERINATOLOGY SERVICES

 Patient information

Bharat D. Shah, MD, FACOG
Maternal Fetal Medicine

: 

2.

Patient Name:   Last___________________________    First _____________________     Primary Phone:  (           ) _________  – _________

Secondary Phone:  (              ) _________  – __________ Age: ________             DOB: ______ /______ /______              

G ___________     P ___________       LMP ______ /______ /________             EDD (Best) ______ /______ /______       (by    US     LMP)

Singleton                 Multiple                 IVF/Other ART                

Address: ______________________________________________ City: __________________________ ST________  ZIP ______________

Insurance (Include Copy): ______________________________________________________________________________________________

MFM Consultation (Perinatal Consultation Indication/Diagnosis): ________________________________________________________

1st Trimester Ultrasound/ Confirm IUP
NT Screening + 1st Trimester, TRF#_______________________
(Nuchal Translucency and Nasal Bone Evaluation)

Early Fetal Anatomy / Eco
2nd Trimester Detailed Fetal Anatomy Genetic Ultrasound Screening 
Fetal Echocardiography
3rd Trimester Fetal Anatomy/Fetal Growth Evaluation
Size and Dates
Placenta Evaluation 

Cerclage Assessment

Genetic Counseling

Antenatal Non-Stress Testing (NST/AFI/Doppler)

Biophysical Profile (BPP)

Amniocentesis/Genetic Testing

Expanded AFP Testing/NIPT

Other___________________

High Risk & Complex Pregnancy Care
Preconception Consultation

Advanced Maternal Age
Diabetes
Hypertensive Disorders (Pre Eclampsia)

IVF Conception

Prior Preterm Birth

Multiple Gestation

Poor Obstetrical History

Fetal Complications

Cervical Insu�ciency

Seizure Disorder

Systemic Lupus

Thrombophilia or Other Bleeding Disorder

Heart Disease

Recurrent Pregnancy Loss
Other___________________

*Note: All visits may include additional procedures, consultations, E&M and follow-up as deemed clinically indicated at time of visit. 

*** PLEASE FAX NIPT LAB RESULTS IF AVAILABLE ***

Ordering Provider: __________________ Contact Name:_____________________ 

Phone: (            ) ______  – ______   Fax: (            ) ______  – ______

Today’s Date:  ______ /______ /______             Appointment Date (Office Use): ______ /______ /______ 

1577 E. Chevy Chase Dr. #300
Glendale, CA 91206

Tel: 818.240.8300 • Fax: 818.240.8303
mfmglendale.com

info@mfmglendale.com
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