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Test for Risk Management

Patient blood sample for the PreTRM Test must occur from gestational age 18 weeks — 20 weeks/6 days. . _ . - .
Blood samples taken before or after the window will not be tested. Fasting is not required. CALL: (801) 990-6600  FAX: (801) 990-6601 EMAIL: support@pretrm.com
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ORDERING HEALTHCARE PROVIDER ATTESTATION & PATIENT CONSENT medically necessary for this patient. | am aware of the limitations and intended use of the PreTRM
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/ / Sera Prognostics to directly contact the patient for the purposes of obtaining reimbursement for the
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