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Blood Spots and/or Newborn Screening Test Results
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Child’s name (first & last):
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All test results (blood spot, hearing, & pulse oximetry)
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Parent(s) or guardian(s): please read and understand the following before completing and signing this form.
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I, the parent or guardian of the child named below,
am directing the Minnesota Department of Health
(MDH) Newborn Screening Program to destroy my
child’s newborn screening blood spot specimen(s)
and/or screening test results, pulse oximetry

results, and hearing screening results stored at the
Minnesota Department of Health, as specified above.

| understand that destroying my child’s blood spot
specimen(s) will make them unavailable for any
future use. Destroying my child’s test results stored
at the Minnesota Department of Health will limit
future access to them by my family and health care
providers.
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Apartment, suite, unit, building, floor, etc. - MDH cannot ship to a P.O. box
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Minnesota Department of Health Email: health.newbornscreening@state.mn.us
Newborn Screening Program Website: www.health.state.mn.us/newbornscreening

P.O. Box 64899
St. Paul, MN 55164-0899
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	د ماشوم نوم (تخلص، نوم):: 
	د زېږېدو نېټه:: 
	د مور نوم (تخلص، نوم):: 
	د زېږون ځای (روغتون/ځای):: 
	د وینې د څاڅکو نمونه/نمونې: Off
	ټول د ازموینې پایلې (د وینې نمونه، د اورېدو معاینه، او د نبض اکسیجن اندازه کول): Off
	د مور/پلار یا سرپرست نوم (نوم او تخلص):: 
	د مور/پلار یا سرپرست لاسلیک:: 
	د نن نېټه:: 
	له ماشوم سره اړیکه:: 
	آدرس کرښه 1:: 
	آدرس کرښه 2:: 
	ښار:: 
	ایالت / ولایت / سیمه:: 
	پوسټکوډ:: 
	ټیلیفون شمېره:: 


