North Dakota

Expiration Date g 2020-01-31

North Dakota Newborn Screening

Bloodspot Card

North Dakota Newborn Screening Program Form

1A1245946

Enl

— it e Collection Date Collection Time Collector Infant's Medical Record #
| | Initial [ | Repeat Year Month Day {24 hour clock) [
| Screen Screen ' | | 1 :
L S 1Y) I (S kol | . {50 e R 1 CCY | R 7 OO
Infant's Last Name | Infant's First Name |
|
S | LRSI L | AR ! | L] i | 155 LSS S [ | P A s =
Infant's Birth Date Infant's Birth Time | Infant's Gender | Infant's Street Address Apartment |
Year Month Day (24 hour clock —
= jlo] 4 Iy =Ll (b - b SO Sk E i) ,Qﬁ'
= o State Zip Code Ifmultiple ~ Gestational Age at Birth  Feeding Method (Check all that apply)
I | | | AB ..ete| i | " Culat
L I i 0 0 WL T i L | N T o e 1 [} BreastMik | | Fomua | | TPN None of the above
 Current Weight (g) Transfused Before Collection If Yes, Date of Last Transfusion |
i Any Blood Products [ o Mot Doy Checkifinfant [~ | Check if infant has
| S |0 | | S e JE L s ] I}l | is in NICU | Meconium lleus —
_— = - s Se— T L ——— e e e e S
__Guardian | Guardian's Last Name Guardian's First Name E——— =
1 water | | e
— | Loleit | .[k..| | I I | ISR | | - | =
z Y Other Guardian'’s Birth Date Guardian's Gender | Guardian's Phone Number et —
B | Please Spesiy Year Month Day = 7i - = oo
3 O A [ VSN - R . P S || | S ———
b —— — | Birth Mother’s Maiden Name ——
o S T
| TSI
i = | B LI & ———
S = —— — ——— == == - S SRNINSE SRR SR e
E ‘ Ordering Health Care Provider's Last Name Ordering Health Care Provider's First Name | Ordering Health Care Provider's Phone Number [l m——
a ] o " y | —
Gyillecal RAEHEIE L § 1 I NS B | (W |l Lol i ot 5] I L) [ N A ———————
£ | Ordering Health Care Provider's NPI | | Facility of Birth (Name, City, State) —
w
4 p—— - .
S b | I JaSSiEN | SR WV e MR (S (A B O O L
R a2
£ | Primary Care Provider's Last Name ] Checkif same as above Primary Care Provider's First Name | | Primary Care Provider's Phone Number [ ——————
e mwemmTen
L[| By | | = b} | %) | Bl Pl e sl e e R i A =
| Submitting Facility's Name ( DO NOT WRITE IN THIS SPACE
El ]
- | B I e A L N [
& | Submitting Facility's Street Address I
2| | PLACE THE HL7 LABE
S IR S e . o T OO OO [0 11 | O = CRRTELIN s FOR SHIL
Z || City State | Zip Code | WITHIN THIS |
@ [ | 1]
1| Ll _ L | Ji L} ed -] )

NORTH

Be Legendary.

DOkO'I'G ‘ Health & Human Services

1R I Z74anMadn

[N

DO NOT REMOVE
THIS COVER FLAP. IT IS
FOR THE PROTECTION
OF THE SPECIMEN AND

THE SPECIMEN
HANDLERS.

AND PROTECTIVE FLAP
IS IN PLACE BEFORE
SUBMITTING SPECIMEN.

1) Do not touch sample area
2) Do not use if damaged




