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Newborn Screening Specimen Collection Card
Sample

MOTHER’S INFORMATION

Mother’s Last Name: DOE
Mother’s First Name: JANE

The miscellaneous field may have
any information that you feel will be
helpful.

Miscellaneous Information: Mother on steroids, baby is breastfeeding

Submitter Information
0 Collected At: NW Hospital
o ID: H-130

Outpatient Provider Informafi

Look up submitter & provider ID numbers on our website at
http://www.doh.wa.gov/ehsphl/phl/newborn/providerdirectorymap.htm.

o Well-Child care with: DrJ. Doe
o |ID: P-00099999

If test is refused, check the box below provider ID: _\ If refusing, check mark denotes yes. Flip card

CHILD’S INFORMATION

Birth

o Date: 1/1/09

o Time: 3:25 am
Collection

o Date: 1/15/09

o Time: 12:45 pm

over, and have a parent sign and date on the back.
**Be sure card is sent to state lab**

e Name: Janette
e MedRec# T111111111 If baby is a sinale birth, leave check boxes blank.
e Sex: White
o Twin: __ OK to enter weight in pounds and ounces,
e Birthweight: 2745«— just make sure you clearly note that it is in
e Race: White pounds and ounces. Example: 6 Ibs 8 ozs
e Hispanic: Ye&
e Special Considerations - OK to leave unchecked if you do not know

These o NICU: Yes the race or ethnicity of the baby.

fields o HA/TPN: __

only o Steroids:

apply to o Antibiotics: Yes

2 [£Eley) o Transfused: Yes (date last) 1/13/09
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