Natera TeleHealth Prenatal Genetic .' N a-ter-aw
Counseling Referral Form

Thank you for choosing to refer your patient to Natera for comprehensive genetic counseling. Natera clinicians will fax a
letter summarizing the consultation, including additional screening/diagnostic testing recommended for/requested by the
patient, to the provider/clinic. The referring provider is responsible for ordering additional screening/diagnostic testing as
needed for the patient.

Please fax the following to 650-412-2305:
Q Completed TeleHealth Genetic Counseling Referral Form

Q Medical records, including test results and ultrasound reports, that support the consultation®

Q Copy of the patient’s insurance card (front and back) and HMO authorization, if required*

Natera will confirm receipt of the referral and records.

Patient Information

Last Name First Name DOB (MM/DD/YY)
Cell Phone Email

Address

City State Zip

Language (if not English) Expected Due Date (if pregnant)

Payment Information

|:| Bill Insurance |:| Self-Pay

Email questions and/or requests for urgent appointments to telehealthgc@natera.com

Date of Request/Referral

*Does not apply where Natera has EMR access



Reason for Referral

|:| Advanced Parental Age(s)

|:| Abnormal Fetal Ultrasound (pls. explain and attach records if available)

I:I Abnormal laboratory test results, for example, cffDNA, carrier screen, serum screen
(pls. explain and attach relevant records if available)

I:I Personal/family history of a birth defect, intellectual disability, or genetic disease
(pls. explain and attach familial genetic testing report if available)

|:| Maternal disease/exposure/medication that may increase the risk for birth defects (pls. explain)

|:| History of multiple miscarriages/stillbirth (pls. explain)

|:| Consanguinity

|:| Review of gamete donor carrier screening results with a potential recipient

|:| Other (pls. explain)

Referring Provider/Clinic

Provider Name Clinic Name

Phone Fax

13011 McCallen Pass, Building A Suite 100 | Austin, TX 78753 | natera.com

The tests described have been developed and their performance characteristics determined by the CLIA-certified laboratory performing the test.
The tests have not been cleared or approved by the US Food and Drug Administration (FDA). Although FDA is exercising enforcement discretion of

premarket review and other regulations for laboratory-developed tests in the US, certification of the laboratory is required under CLIA to ensure the v ™
quality and validity of the tests. CAP accredited, ISO 13485 certified, and CLIA certified. © 2021 Natera, Inc. All Rights Reserved.
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