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AUTHORIZATION TO DISCLOSE NEWBORN SICKLE CELL SCREENING RESULTS 

 
I,                                                                             , do hereby authorize the Washington State 
Department of Health Newborn Screening Program to disclose the results of newborn sickle cell 
(hemoglobin) screening for the individual identified in Section 1 below to the individual or institution 
identified in Section 2 below.  This authorization is limited to the disclosure of the results of newborn 
sickle cell (hemoglobin) screening for this single purpose and expires thereafter. 

 
1.  Individual whose newborn sickle cell screening results are to be released: 
Name:                                                            

Date of Birth:                                          

Place of Birth:                                              
       (Hospital or facility name)      (City) 

Mother’s Name: (At time of birth)                                

2.  Individual or Institution to whom results are to be released*:  

Name of Institution:                                                                         

Athletic Department Contact:            Email:                                                 

Address:                                                 

City, State, and Zip Code:                                                                                 

Contact phone:                                                          Fax:                                            

3.  Requester Information* – Must be signed by person in #1, above (or parent/guardian if under 18 years of 
age) 

Signature:                                                                    Date:                                                                                                                                 

Name:                                                     Relationship to patient:                                                                     

Address:                              Email:                                                                                         

City, State, and Zip:                                                             Phone:                                          

          

Enclose check (do not send cash) payable to:  WA Department of Health 
For births occurring: Amount: Amount enclosed*: 

• Prior to March 1, 1998 $17.50  

• On or after March 1, 1998 $  6.00  

 * Fee includes a copy of the results for both the requester and Institution.  

Please refer to additional information on reverse. 
 

http://www.doh.wa.gov/nbs


 
 
 
 
 
Additional Information: 
 

1. Washington has screened for Sickle Cell trait since 1991.  Individuals born prior 
to that date will not have results on file.  Results may be available for babies born 
since: 

a. Pierce County, May 1991,  
b. King County, August 1991, 
c. Statewide,  November 1991 

2. We have results only for babies born in Washington, excluding military births 
(even if born in Washington).  

3. Results prior to March 1998 are not available electronically and require an 
archive search of paper records, hence the higher cost.  Fees cover the cost of 
search, reviewing, and mailing. 

4. Results will not be sent without prior payment. 

5. If results are not available, your check will be returned to the person identified in 
point 3, the Requester. 


