
FLORIDA MEDICAID OFFICE POLICY 

Our office understands its right to limit the number of Medicaid recipients served and to accept or 
reject recipients according to the policies of the practice.  

Our office accepts Medicaid Insurances for Obstetrical Care. We do accept a limited number of 
gynecological patients if the following apply:  

1. The patient has been referred by a physician and we have been requested to accept Medicaid.
2. The patient has been referred by an Emergency Room due to on-call responsibilities.
3. The practice has not met its current quota of patients eligible for the Medicaid Program. This

includes accepting Medicaid as a secondary payor for any services.

Medicaid will be accepted for the problem the patient has been referred for only. If the patient has 
an interruption of care greater than 90 days, patient care will be considered complete. Medicaid 
will then not be accepted unless the patient has again met the criteria for our practice policy.  

Circumcisions: We do not file Medicaid for this service.  Payment is expected at the time of service 
for newborn males whose parents have elected to have circumcised. If you are expecting a male 
baby, please speak to the office staff regarding these charges and arrangements for prepayment if 
needed.  

Medicaid is always the payer of last resort. If you have any other insurance coverage you must 
provide that information to us and to the Agency for Health Care Administration. Delays, denials 
and recouped payments for services because of a loss of Medicaid eligibility and/or a failure to 
disclose other insurance (third party payor) may result in your becoming responsible for all 
services provided.  

If you have questions, please speak to our billing staff. We will do the best we can to assist you. 

I have read and understand the statements above. I understand that I may be responsible for any 
and all charges rendered to me or my child.  

DateName___________________________________________ ________________ 



p 941-379-6331 • f 941-379-5443 
1950 Arlington Street, Suite 203 • Sarasota, Florida 34239 

 www.gulfcoastobstetrics.com 

LABORATORY TESTING 

Gulf Coast OB/Gyn of Sarasota will be sending all in house specimen collections to Florida Woman 
Care Laboratory, LLC for interpretation. If they are not contracted with your insurance, they will 
forward to correct lab facility.    

Florida Women Care Laboratory, LLC is a laboratory dedicated solely to women’s healthcare, 
which we believe will provide our patients with a high level of specialized care for laboratory 
testing. The group’s laboratory employs only Pathologists with specialty expertise in Gynecological 
Pathology and/or Cytopathology to ensure high quality, specialized testing and analysis.  In 
addition, our physicians will have a direct line of communication with these pathologists to discuss 
your care.   

As with any laboratory and its services, we cannot guarantee that all services will be covered at 
100% under each patient’s insurance plan.  If the labs ordered are subject to your deductible, co-
pay, co-insurance, and in some cases not covered by insurance you will receive a separate lab bill 
for any/or all tests that were ordered by the provider. For our self-pay patients, we will be collecting 
lab fees at time of service.   

Questions regarding your Florida Woman Care Laboratory bill should be directed to:  813-577-4686 



GLOBAL OBSTETRICAL CARE 

Prenatal care includes the initial and subsequent history & physical examinations after 
confirmation of pregnancy, weight and blood pressure, fetal heart tones, routine chemical 
urinalysis and monthly visits up to 28 weeks gestation, biweekly visits to 38 weeks gestation, 
and weekly visits from then until delivery. Delivery services include admission to the hospital, 
the admission history and physical examination, management of uncomplicated labor and 
delivery. Medical problems complicating labor and delivery may require additional resources 
and are billed separately. Postpartum care includes standard physician visits while you are in the 
hospital and two office visits usually conducted at 2 weeks and 6 weeks after delivery.  These 
services are included in a global package that is billed after your delivery. 

COSTS NOT INCLUDED IN GLOBAL OBSTETRICAL CARE 

Labs/Testing Ordered at: 

First visit Prenatal Profile with HIV or without HIV  
Cystic Fibrosis Screening – advised  

15-20 weeks Alpha-Feta Protein Test Quadruple 
18-22 weeks Ultrasound with Maternal Fetal Medicine  
20 weeks Register for Prenatal Classes  
26-28 weeks 1 hour GTT, HGB & HCT 

Repeat Antibody Screen 
Urine Culture 
HIV if desired 

28 weeks RhoGam injection if needed  
32 weeks Order Cord Blood Banking kit and advise us – if desired 
35-37 weeks Group B Streptococcus vaginal culture  

Discuss postpartum birth control options with providers 
40 weeks Bi-weekly Non Stress Tests 

Weekly AFI ultrasound 



TESTING FOR ADVANCE MATERNAL AGE (35 YEARS OR OLDER) 

These tests may be discussed. 

First visit Genetic counseling 
9-12 weeks CVS – examine placental tissue for chromosomal/genetic diseases. 
10-13 weeks Nuchal translucency – test for Downs  
11-14 weeks PAPPA – test for Downs  
16-20 weeks Maternal serum alpha-feta protein test  
14-20 weeks Amniocentesis – test amniotic fluid for chromosomal/genetic diseases 
18-22 weeks Ultrasound 
32-36 weeks Bi-weekly Non Stress Tests  

Weekly AFI ultrasound  

OTHER TESTING  

History of previous Gestational diabetic; family history of diabetes; obesity; large baby(s) 

20 weeks 1 hour GTT 
26-28 weeks 1 hour GTT 

Rh negative women 
26-28 weeks Antibody screen  

RhoGam within 10 days of blood test 
RhoGam earlier if CVS/amnio done; bleeding during pregnancy; trauma 

History of previous high blood pressure/preeclampsia; has hypertension 
First visit baseline PEP labs, possible 24 hour urine 
32 weeks if has hypertension, bi-weekly NST and weekly AFI 

History of genetic disorders/diseases; certain medical problems; previous fetal demise 
First visit Maternal Fetal Medicine/genetic counseling 

Blood tests according to disease and/or disorders 



PRENATAL  SCREEN 

DateName____________________________________________________ _____________________ 

No    Yes_____  ______ 1. Will you be 35 years old or older when the baby is due?

2. Are you of Asian, Pacific Island or Alaskan Eskimo, Descent or born in Haiti
Noor Sub-Saharan Africa?      Yes_____  _____ 

No3. Are you or the baby’s father black?      Yes_____  _____ 
If yes, indicate if either of you have been screened for sickle cell trait and the results:______________________ 

No4. Are you or the baby’s father of Italian, Greek or Mediterranean background?    Yes_____ _____ 
If yes, indicate if either of you have been tested for B-thalassemia and the results:_________________________ 
___________________________________________________________________________________________ 

No5. Are you or the baby’s father of Philippine or Southeast Asian ancestry?     Yes_____  _____ 
If yes, indicate if either of you have been tested for A-thalassemia and the results:_________________________ 

No6. Are you or the baby’s father of Jewish ancestry?      Yes_____  _____ 
If yes, indicate if either of you have been screened for Tay-Sachs disease and the results:___________________ 

7. Have you, the baby’s father, or anyone in either of your families ever had
any of the following disorders? 

*Neural tube defect, i.e., spina bifida (meningomyelocele or open spine), anencephaly,
Nohydrocephalus (water on the brain)      Yes_____  _____ 
No*Congenital Heart Defect      Yes_____  _____ 
No*Down Syndrome (mongolism)      Yes_____  _____ 
No*Other chromosomal abnormality (including fragile X)      Yes_____  _____ 
No*Hemophilia      Yes_____  _____ 
No*Muscular dystrophy      Yes_____  _____ 
No*Cystic fibrosis      Yes_____  _____ 
No*Huntington’s Chorea      Yes_____  _____ 

No8. Do you or the baby’s father have any close relatives with mental retardation?     Yes_____  _____ 
If yes, indicate the relation of the affected person to you or to the baby’s father___________________________ 

9. Do you or the baby’s father, or a close relative in either of your families have a birth
Nodefect and/or other inherited, genetic or chromosomal disorder?      Yes_____  _____ 

If yes, who has the defect/disorder and what is it?___________________________________________________ 

10. In any previous marriages have you or the baby’s father had a child born dead or alive
Nowith a birth defect not listed in question 2 above?         Yes_____  _____ 

If yes, what was the defect and who had it?________________________________________________________ 

11. In any previous marriages have you or the baby’s father had a stillborn child or three or
Nomore first-trimester spontaneous pregnancy losses?     Yes_____  _____ 



No12. Are you or the baby’s father first cousins or more closely related?     Yes_____  _____ 

No12. Have either of you had a chromosomal study?     Yes_____  _____ 
If yes, indicate who and the results:______________________________________________________________ 

DIABETES MELLITUS 

1. Do you have a history of any of the following?

No*Parents or siblings with diabetes Yes_____  _____ 
No*A child with a birth weight of 9lbs or more? Yes_____  _____
No*A malformed or stillborn child? Yes_____  _____ 
No*Hypertension? Yes_____  _____ 
No*Glycosuria?(sugar in your urine) Yes_____  _____ 

No2. Do any of the following factors apply to you?      Yes_____  _____ 
(please circle) 

*A history of acute or chronic liver disease
No*A history of multiple episodes of sexually transmitted diseases/venereal warts,       Yes_____  _____ 

Trichomones, herpes, gonorrhea, syphilis, Hepatist 
*Work or receive treatment in a hemodialysis unit  Yes____ No_____ 

No*A history of rejection as a blood donor  Yes____  _____ 
No*A history of you or your partner having had a blood transfusion        Yes____  _____ 
No*Have you had more than one sexual partner in the last 10 years        Yes_____ _____ 
No*Occupational exposure to blood in a medicondental        Yes __ ________
No*A bisexual partner        Yes_____ _____ 
No*Househould contact with a hepatitis carrier in the last       Yes_____ _____ 
No*Have you had a sexual partner in the last 5 years or hemodialysis patient        Yes_____ _____ 

  Nothat you were concerned may have had a sexually  transmitted disease?        Yes_____ _____ 

No3. Do you have a Cat?     Yes_____  ____ 

4. Have you had a rash since your last menstrual period?    Yes____  No____ 

5. Have you received rubella vaccination within three months prior to your last
Nomenstrual period?     Yes____  ____ 

No6. Have you or your partner ever had a genital herpes infection?    Yes____  ____ 
Date of Last Lesion__________________________ 

7. Excluding iron and vitamins, have you taken any medications or recreational drugs since being pregnant or since
NoYour last menstrual period?  (include nonprescription drugs)         Yes_____  _____ 

If yes, give name of medication or drug and time taken during pregnancy:________________________________ 
             ___________________________________________________________________________________________ 



AccountPatient Name_______________________________________________ ________________ 

SEXUALLY TRANSMITTED DISEASE SCREENING 

I have received information regarding the testing and have had an opportunity to ask questions.  I understand that I 
may have the STD testing performed if I choose to do so.  I understand that the test is a screening test and as such 
is not foolproof.   

 I have decided I would like the STD Test performed on me as part of my prenatal care.

__________________ __________________________________________ 
Signature Date 

 I have decided I do not want the STD Test performed on me as part of my prenatal care.

__________________ __________________________________________ 
Signature Date 

AFP4/QUAD TEST SCREENING 

I have received information regarding the testing and have had an opportunity to ask questions.  I understand that I 
may have the AFP4/Quad test performed if I choose to do so.  I understand that the test is a screening test and as 
such is not foolproof and may give either false-positive or false-negative results.   

 I have decided I would like the AFP4/Quad Test performed on me as part of my prenatal care.

__________________ __________________________________________ 
Signature Date 

 I have decided I do not want the AFP4/Quad Test performed on me as part of my prenatal care.

__________________ __________________________________________ 
Signature Date 

Section 384.31, Florida Statutes and Rule 64D-3.042, require that each health care provider attending a pregnant 
woman, notify a pregnant woman that she will be tested for HIV, syphilis, chlamydia, gonorrhea, and hepatitis B 
unless she declines one or more of the tests.  Our office cannot guarantee benefits to  individuals for completing 
these tests.  Please contact your insurance company for coverage information. 



AccountPatient Name____________________________________ ____________ 

HUMAN IMMUNODEFICIENCY VIRUS (HIV) ANTIBODY TEST 

Early detection of HIV Infection can be an important factor in treatment.  Also, a person who is infected with the 
virus that causes AIDS can pass the virus to others even when he/she feel healthy and has no symptoms of illness.   

This test result will only be given to you in person.  No results will be given over the phone or by mail.  Test 
results are highly reliable but not guaranteed as an indication of health status.  If you want to be retested, you may 
discuss retesting with your physician. 

This test is taken voluntarily.  If you choose not to take the test, you will not lose any service to which you are 
entitled.  The HIV test will become part of your and your baby’s confidential medical record. 

 I consent to the HIV Antibody Test.  I have been informed about the test and all questions have been answered
to my satisfaction.  I understand the benefits and limitations of this test.

__________________ __________________________________________ 
Signature Date 

 I do not wish to complete the HIV Antibody Test.

__________________ __________________________________________ 
Signature Date 



PATIENT CONSENT FOR DRUG SCREENING 

I understand that my physician may decide to test my urine to determine the level of drug or 
metabolite in my body. 

I further understand and agree that the testing will be performed in the physician’s office and/or 
sent to an outside laboratory as needed, on any specimen of my urine that I provide for the purpose of this 
drug test. 

I understand and agree that the outside laboratories used and my physician will maintain 
confidentiality of my urine drug test results. 

I understand that the test results and interpretation will become part of my medical record and are 
being used for medical purposes only.  I understand that an insurance company may discover the results of 
this test by my informing them of this test or by obtaining a copy of my medical record from my physician. 

I understand that any discrepancies between the results of the drug screening and the complete 
medication list I have provided may be considered a violation of medical compliance and result in actions 
by my physician. 

I understand that I will be solely responsible for any financial balance to the outside laboratory 
and/or physicians office should the drug screening not be covered in part or in full by my insurance 
company. 

All of the above have been discussed and I have had the opportunity to have any questions answered 
that I have regarding the drug testing or my rights to privacy. 

I agree to the testing requested. _____  

I decline testing. _____  

______________________________ _______________ _______________
Patient Name  Witness Name 

_______________________________________ _____________________ 
Patient Signature Witness Signature 

_______________________________________ _____________________ 
Date  Date 



NOTICE TO OBSTETRIC  PATIENTS 

I have been furnished information by Gulf Coast Obstetrics & Gynecology of Sarasota, LLC that was prepared by 

the Florida Birth Related Neurological Injury Compensation Association (NICA). I have been advised that the 

providers of Gulf Cost Obstetrics & Gynecology of Sarasota, LLC are participating in that program. I understand 

certain limited compensation is available in the event of certain neurological injury that may occur during 

labor, delivery or resuscitation.  I further acknowledge that I may request a copy of the brochure prepared by NICA. 

Dated     

Signature of Patient 

Printed  Name of Patient 

XXX-XX-
Social Security Number



Carrier Screening for Genetic Diseases 

The goal of our practice is to make sure that you receive optimal care and attention to improve your chances of having a 
healthy pregnancy, and of course, a healthy child.  An important part of family planning is being informed about your testing 
options. One of these options is genetic carrier screening. Carrier screenings can help you understand your risk of having a 
child with a genetic disease. 

Typically carriers are healthy individuals; but when two parents are carriers of the same genetic disease, they can have a child 
affected with the disease.  In fact, today 1 out 100 children are born with a preventable genetic disease, and 80% of those 
children are born into families with no history for that particular genetic disease.  The following are the diseases we are 
screening for and the potential harm it may cause to your baby: 

Cystic Fibrosis- Causes lifetime breathing problems Fragile X- Causes some forms of autism 
Sickle Cell- Blood disease  Mucolipidosis- Causes nerve disease 
Tay-Sachs disease- Causes neurological and mental problems Bloom Syndrome- Causes physical abnormalities 
Familial Dysautonomia- Causes Neurological problems Gaucher Syndrome-Causes physical abnormalities 
Canavan disease- leads to severe mental disability  
Spinal Muscular Atrophy- Leading genetic cause of death for children under age of two 

The test screens for whether you are a carrier of certain genetic diseases such as Cystic Fibrosis (1 of out 30 people are 
carriers), Spinal Muscular Atrophy (1 out of 35 people are carriers), Tay-Sachs disease, and Sickle Cell disease, which can 
significantly impair a child’s normal development or life expectancy. For some of these conditions, early diagnosis can alter 
pregnancy outcomes. We are using the screen that American Congress of Obstetrics and Gynecology (ACOG) and American 
College of Medical Genetics (ACMG) recommend for genetic carrier screening.  

If both you and your partner are carriers for the same disease, your child has a 1 in 4 (25%) chance of having that disease. If 
you are found to have a high reproductive risk, you have options. You may decide to have pre-implantation genetic diagnosis 
(PGD), a pre-pregnancy process that significantly reduces the risk that a child will inherit the genetic disease, or undergo 
testing during your pregnancy to make informed reproductive decisions. Some individuals consider adoption or opt not to 
have children. Even if you would not choose any of these options, you can use the information to prepare for the birth of a 
child with a genetic disorder. You will have the opportunity to speak with your physician or a genetic counselor about the 
medical options available to you. 

We may or may not complete the test in the office.  The Genetic Testing Company will contact you with what your benefits 
will pay if the testing is not covered at 100%.  You will be required to confirm your decision to complete testing. 

The test results will be sent to our office in about two weeks and you will be notified shortly thereafter. 

____ I choose to be screened. 

I choose my partner and I to be screened. ____ 

I decline Genetic Disease Screening ____

Date_Patient SignaturePatient Name__________________________ ______________________________  _____________ 

Test to be completed / Provider Initials ________________________________________________________________



AccountPatient Name_________________________________________________  ___________________ 

I have been offered the opportunity for the following tests: 

Maternal Carrier Screening complete between weeks 6 and 8 of pregnancy        Patient Initials________ 
This test looks at your genes to see if you’re a carrier for autosomal-recessive and X-linked genetic conditions.  It is common for people 
to be carriers of at least one genetic condition. Carriers are usually healthy; however, they have a risk of passing on a genetic condition to 
their children. It can be ordered before or during the 6th and 8th week of pregnancy. 

Fetal Aneuploidy Screening   Patient Initials________ 
You have two choices for this screening.  NIPT reveals your baby's risk for genetic disorders as early as nine weeks. This test analyzes 
baby's (placental) DNA through a simple blood draw from the mother's arm and must be completed between 10 and 14 weeks of 
pregnancy. Or AFP Quad Screening which analyzes DNA using maternal serum markers to calculate the risk of Downs Syndrome and 
must be completed between 15 and 18 weeks of pregnancy. 

Nuchal Translucency complete between weeks 11 and 14 of pregnancy Patient Initials________ 
A nuchal translucency test is an ultrasound done to find out the chance that your developing baby (fetus) may be at risk for having Down 
syndrome trisomy 18, or heart problems.  This ultrasound with a blood test or with an AFP Quad Screening test can be done in place of the Fetal 
Aneuploidy Screening. 

Alpha-fetoprotein (AFP) complete between weeks 16 and 20 of pregnancy Patient Initials________ 
AFP is a substance made in the liver of an unborn baby (fetus). The amount of AFP in the blood of a pregnant woman can help see 
whether the baby may have such problems as spina bifida and anencephaly. The AFP results will help your doctor determine if you need 
further tests for these conditions. A positive test doesn’t necessarily mean your unborn baby will have a birth defect. 

Anatomy Screening-Required complete between weeks 18 and 22 of pregnancy  Patient Initials________ 
Halfway through your pregnancy, you will experience one of the favorite parts of pregnancy: the anatomy scan. The anatomy scan is a 
level 2 ultrasound, which is typically performed between 18 and 22 weeks. Other than finding out the sex of your baby (if you want to 
know), the ultrasound technician will be taking many measurements of your baby.   Brain size, face size, heart size, spine, other organs 
and placement of the placenta feeding your baby. 

I understand it is my responsibility to ask questions and choose the tests that are personally acceptable after 
discussion with my physician, certified nurse midwife or physician representative.  I understand the tests listed and 
initialed above.  I understand it is my responsibility to assist in the timely completion of the required Anatomy 
Screen.  I also understand it is my responsibility to complete these tests within the timeframe allowed.  

__________________ __________________________________________ 
Signature Date 

__________________ __________________________________________ 
Witness for these Consents  Date 

1950 Arlington Street, Suite 203 
Sarasota, FL  34239 

941-379-6331 / Fax 941-379-5443

http://www.webmd.com/baby/ss/slideshow-fetal-development
http://www.webmd.com/parenting/baby/default.htm
http://www.webmd.com/children/tc/down-syndrome-topic-overview
http://www.webmd.com/children/tc/down-syndrome-topic-overview
http://www.webmd.com/hw-popup/trisomy-18
http://www.webmd.com/heart/picture-of-the-heart


CYSTIC FIBROSIS 
What is Cystic Fibrosis? 

Cystic Fibrosis (CF) is an inherited genetic disease that affects more than 25,000 American 

children and young adults.  It is one of the most common inherited diseases in US Caucasians, but is 

found in all ethnic groups.   

Cystic Fibrosis is a multi-system disease resulting from the accumulation of thick mucus.  

Symptoms of CF vary but include lung congestion, pneumonia, diarrhea, digestive problems, infertility 

and poor growth.  Most people with diagnosed CF have severe medical problems, although recently 

milder forms have been identified.  Median survival for classical CF is 31 years.   

CF does not affect intelligence, mental retardation, or birth defects. 

There is no known cure for CF at this time.  Scientists are making progress in improving 

treatment and in searching for a cure.   

What is the chance that I am a CF carrier? 

Carriers have one working copy and one non-working copy of the CF gene. 

People with CF have two non-working copies of the CF gene.  It is inherited in a recessive 

manner which means both parents must be carriers to have an affected child.  Being a carrier does not 

affect a person’s health.   

Most people have two working copies of the CF gene.  

There are more than 900 CF gene mutations identified at this time. 

Carrier rates vary by ethnic background.  

Ethnic Background Carrier Risk 

European Caucasian  1 in 25-29 

Ashkenazi Jewish  1 in 25-29 

Hispanic American  1 in 46 

African American  1 in 65 

Asian American  1 in 90 

Native American  1 in 52 



Is there a chance my baby could have Cystic Fibrosis? 

You can have a child with CF even if there is no known history of CF in your family.  The 

approximate risk that a couple with NO family history of CF will have a child with CF varies based on 

ethnic background. 

Risk status can only be determined with CF testing.  It is important to understand that carrier 

testing does not detect all CF mutations or carriers. 

Both parents must be carriers for the baby to develop CF.  When both parents are carriers, there 

is a one in four (25%) chance, with each and every pregnancy, that the child will have CF.  The couple 

does not have to have the exact same mutation.   

How is Carrier Screening done? 

Carrier screening can be done with a blood test or with a cheek brush specimen. 

How much does Carrier Screening cost? 

Cost and insurance coverage for CF carrier testing vary depending on your insurance policy 

coverage, co-pay and/or deductibles.  Many insurance companies are covering the cost of CF testing. 

What if I am a CF Carrier? 

If you are not pregnant, your partner can be tested for carrier status.  Preconception counseling is 

available for family planning.  

If you are pregnant, you partner can be tested for carrier status.  Your baby can be tested for CF 

before it is born using CVS (chorionic villus sampling) or an amniocentesis.  Genetic counseling and 

pediatric specialist consultation are available.   



INFORMED CONSENT / DECLINE 

You should be certain you understand the six items listed below.  If you are not certain about any of 

them, please ask your health care provider to explain them further before accepting or declining CF 

Carrier Testing. 

1. I understand that the decision to be tested for CF carrier status is completely mine.

2. I understand that the test does not detect all CF carriers.

3. I understand that if I am a carrier, testing the baby’s father will help me learn more about the

chance that my baby could have CF.

4. I understand that if one parent is a carrier and the other is not, it is still possible that the baby will

have CF, but that the chance of this is very small.

5. I understand that if both parents are carriers, additional testing can be done in order to know

whether or not the baby will have CF.

6. I understand that if the baby has inherited a changed CF gene from each parent, the only way to

avoid the birth of a baby with CF is by terminating the pregnancy.

I have read and understood the information given to me. 

I do not want CF carrier testing. 

I want CF carrier testing. 

Signed: ____________________________________________ 

Date: ____________________ 



__________________________________ 
Patient Name   

____________________ 
Account  

FIRST TRIMESTER SCREENING 

I have been offered First Trimester Screening and I have been informed about testing. I 
Understand a referral will be generated to Maternal Fetal Medicine.  

 I am interested in testing and would like to be referred to Maternal Fetal Medicine.

_______________________________________________________ __ 
Signature Date   

 I do not wish to be referred to Maternal Fetal Medicine.

________________________________________________________ __ 
Signature  Date  

___________________________________________________ __ 
Witness for this consent  Date 



Gulf Coast Obstetrics and Gynecology of Sarasota 
1950 Arlington Street Suite 203 

Sarasota, FL 34239 
941-379-6331

Florida legislation (Senate Bill 702 passed in 2011) requires information about umbilical cord blood 
options be available to enable a pregnant woman to make an informed decision regarding what she 

wants to do with the umbilical cord blood. 

Would you like to be contacted by a Cord Blood Educator?     Yes ___  or  No ___ 

If yes, complete the information below and you will be contacted: 

Patient Name: ______________________________________________ 

Email Address: ____________________________________________ 

Phone Number: ____________________________________________ 

Due Date: _______________ 

Acknowledgement of Notices of Privacy Practices (HIPAA) 

I acknowledge that I have reviewed the notice of privacy practices. I understand that this notice describes how medical information 
about me may be used and disclosed and how I can access this information. I understand that if I wish to inspect and copy, request to 
amend the information, receive an accounting of disclosures, or request confidential communications, that I may contact the privacy 
officer within this office at 941-379-6331. 

Signature:   Date:            

For Staff:  Please fax to 813-749-2268 



OBSTETRICAL TIMETABLE 

Listed below is an estimated timetable for testing that our office will request you complete so we may 

provide the best possible care for your and your baby.  Our office clinical staff should remind you when 

these tests are due and will provide you with your requisitions for completion prior to the appropriate 

time.  

First visit Prenatal Profile with or without HIV 

Cystic Fibrosis Screening – advised  

Ultrasound if medically necessary 

15-20 weeks Alpha-Feta Protein Test Quadruple 

18-22 weeks Ultrasound with Maternal Fetal Medicine  

20 weeks Register for Prenatal Classes  

26-28 weeks 1 hour GTT, HGB & HCT 

HIV if desired 

Antibody screen if needed 

Begin Prenatal Classes 

28 weeks RhoGam injection if needed  

Order Cord Blood Banking kit and advise us – if desired 

Begin visits to our office every other week  

32 weeks Pre-register with hospital  

Pre-register for Epidural  

36 weeks Group B Streptococcus vaginal culture  

Discuss postpartum birth control options with providers 

Begin weekly visits to our office  

40 weeks Bi-weekly Non Stress Tests 

Weekly AFI ultrasound 



Help for Common Medical Problems in Pregnancy 

There are many common ailments/conditions that may occur during pregnancy.  The following treatments are considered safe during 
pregnancy.  If problems persist or you have concerns, please call our office. 
Morning Sickness/Nausea 
Morning sickness can occur at any time of the day.  It is important to try to keep something in your stomach all the time.  Eat very 
frequent, small meals and snack every hour or two.  Cookies, crackers Pop-tarts are often helpful.  Canned fruit in syrup or other quick 
source of sugar will often help when other things won’t.  Ginger product (Ginger Ale, Ginger Snaps) and Peppermint products 
(Peppermint Tea, Peppermint candies) are natural anti-emetics.  
Other treatments to try include: 

Vitamin B6 (pyridoxine) 50 mg twice a day 
Unisom (an over the counter sleeping pill) at bedtime can be used in combination with the Vitamin B6. 
If you are unable to control the nausea or vomiting, call the office.  Don’t let yourself become too dehydrated. 

Headaches 
Headaches are common in the first trimester but usually improve after that.  Push fluids. Don’t miss meals.  Increase your rest. 
Take Extra-Strength Tylenol 2 tabs every 4 hours up to 8 tabs in 24 hours. 
Excedrine Migraine 2 tabs every 4 hours up to 8 tabs in 24 hours. 
Do not take Ibuprofen or Aleve or Imitrex.  
If you have taken prescription medication for Headaches in the past, please discuss with us before you take these during pregnancy. 
Report any Headache that is not relieved by these measures. 
Cold, Congestion, Cough, Sore Throat 
Push fluids. Rest as much as possible.  Take Mucinex and Claritin (together) for congestion, runny eyes and nose. 
Robitussin DM for cough.  Throat Lozenges for sore throat. 
Report fever>100.5, Cough or drainage that is discolored dark yellow or green. 
Indigestion/Heartburn/Reflux 
Eat frequent, small meals. Avoid eating right before bedtime.  Sleeping with your head elevated may help. 
Use Maalox or Mylanta, take as needed, especially at bedtime.  Keep the bottle by your bed to take a dose during the night if needed. 
Use Priolsec, Prevacid or Pepcid over the counter, according to package directions. 
If the problem persists, notify the office. 
Insomnia 
Benadryl 25 mg, Tylenol PM, Unisom (over the counter sleeping pill) 
Constipation 
Increase fluids, fruits, fiber in your diet.  Eat regularly.  Colace 50-100 mg once or twice a day with lots of fluid. 
Milk of Magnesia according to package directions.  Report if further help is needed. 
Diarrhea 
Keep up with your fluids.  Bland foods, starches for 24 hours.  Avoid fried or fatty foods or milk products for 48 hours. 
Notify the office if diarrhea persists after 24 hours. 
Fever 
During pregnancy your temperature may normally rise to 99.5-100 degrees. 
Use Tylenol Extra Strength 2 tabs every 4 hours for a temp over this.   
Report temperature>100.5. 
Hemorrhoids 
Use warm sitz baths.  Increase fluid intake.  Use Baby Wipes, Tucks or Witch Hazel. 
Anusol HC, Nupercaine, Preperation-H, Hydrocortisone Creams, ointments or suppositories as needed. 
Skin Irritation/Rash 
Caladryl lotion, Hydrocortisone cream, Benedryl cream or spray. 
Report any rash, irritation or blisters that persist.    Immediately report any rash associated with fever. 
Herpes 
Use warm sitz baths to clean then dry lesions.   
Contact the office for medication. 
AVOID ALKA SELTZER, LARGE DOSES OF ASPIRIN, ANTI-INFLAMATORY MEDICATION (IBUPROFEN, MOTRIN, 
ADVIL, ALEVE) 
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