Newborn Screening

Specimen Collection Forms

A Guide to New Jersey’s

Revised Newborn Screening Forms
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What’s New?

State of New Jersey
{/NEWBORN
SCREENING




DO NOT REMOVE
THIS COVER FLAP
It is for the protection of
the specimen and the

Parents, specimen handlers.
OPEN this fl
Your baby has had his/her Newborn Screening blood test. ‘fJnDbJ“u'erjﬂje
Instructions This is an important public health service that can protect Sy
to your baby. Infants may look healthy but have certain rare

Submitter: health problems which can be found by this test. ‘ SCREENING

AT A small amount of blood was taken from your baby’s heel
the newborn’s

T e and se_n‘r to the New qersey Nt_awbﬂm Screening Labgratory
this green copy for testing. The hospital has given you the brochure “These
and give it to Tests Could Save Your Baby's Life.” This brochure has more
the parents of information about Newborn Screening. http://www.newbomscreening.nj.gov
this newborn.

New Jersey g
Department of Health dried blood Spota;
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Please take this notice to your baby’s doctor, who can get a
copy of the results by contacting the Newborn Screening

Laboratory.
BIOHAZARD

PARENT COPY

5 PART COLOR FOR

m Initial Specimen Forms are GREEN
m Repeat Specimen Forms are GOLDENROD

State of New Jersey
NJ Health {/NEWBORN
New Jarswy Dapartmant of Health SCREENING
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Parents,

Instructions
to
Submitter:

After entering

chure ‘These
This brochure has more

tor, who
copy of the results by contacting the Newbomn
Laboratory.

m  Actively involves

MNew Jersey
Department of Health

il sCroeni

the parents

BIOHAZARD

m  Can be used when contacting lab or Voice Response System for results

m Serial number avoids problem of misspellings or different last names

N Health

New Jarswy Dapartmant of Haalth

\

State of New Jersey
NEWBORN
SCREENING




BABY'S LAST NAME (PRINT) 1 3 1 O O O O 1 S:(LEJEBPI\I'ITIJ;'I(E:EPSSOPRY

Birh Date Date of Sample Type of Feeding Antibiotic? BABY'S MEDICAL RECORD NO. YOUR RECORDS
[IBreast [[JHAL/TPN Yes
[1Bottie [ ] Other ENU New Jersey
Birth Time Sample Time Multiple Birth? Meconium Remarks Department of Health STEP 1
Y
[Jam Llam | Mves  [No lleus? FILLOUT
[Jpm [Jpm | if Yes, A, B, C, etc.: [JYes [[JNo INITIAL
Gender Birthweight Transfusion PRIOR to sample collection? |Gestational Age
O™ If Yes, give date and time: NEWBORN

gms|[ [No [ [ves- wks SCREENING
MOTHER’S NAME (LAST, FIRST) (PRINT) Mother's |Mother’s Telephone No.

e REQUEST

INFORMATION ON
FORM ACCURATELY
AND COMPLETELY

STEP 2

TEAR OUT AND KEEP
YELLOW COPY AS
PROOF OF SPECIMEN
COLLECTION

Address Mother's Race Mother's Hispanic Origin | Collector’s Initials / Date:
1 Owhite 5 [ Native Hawaiian
5 Yes No
2 [JBlack or African or Other Pacific Oves [J
erican Islander

3 [JAsian 8 [ Other
4[] American Indian/

Alaskan Native
HOSPITAL NAME AND ADDRESS BABY'S PHYSICIAN NAME AND ADDRESS

13100001
WHTAHTTECTO T

City, State, Zip Mother's SSN (Last 4 digits)

STEP3
COLLECT BLOOD

=

SEE REVERSE OF FORM FOR
ADDITIONAL INSTRUCTIONS

Telephone No. Telephone No.
IEM-1 AUG13  §2016-10 SPECIMEN SUBMITTED BY: [] Hospital [ ] Baby's Physician

SUBMITTER COPY

Submitter Copy

m Retain for record of testing
m Use to monitor QA/QC — document how the specimen was completed
m  Can be used when contacting lab or Voice Response System for results
m Serial number avoids problem of misspellings or different last names
m  Assist with tracking UPS packages

m Ensure receipt of results reports State o New Jersey
N Health P P Diswsonn




Changes In The Form
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|

E—. 2 Doedien e

City, State, Zip Tso pmenoan PSS [ Wioters SSN (Last 4 dgi)

: O I—
P |

askan Native
HOSPITAL NAME AND ADDRESS BABY’S PHYSICIAN NAME AND ADDRESS

BABY'S LAST NAME (PRINT) 1 3 1 0 0 0 0 1
Birth Date Date of Sample Type of Feeding Antibiotic? BABY'S MEDICAL RECORD NO.
[Breast [JHAL/TPN []Yes
(Bottle [JOther [No New Jersey
Birth Time Sample Time Multiple Birth? Meconium Remarks Department of Health
[Jam [[]am gpua =y lleus?
[Jpm [Ipm ™ i Yes, A, B, C, etc.: []Yes [No INITIAL —
Gender Birthweight Transfusion PRIOR to sample collection? |Gestational Age -
N If Yes, give date and time: NEWBORN —
gms | No_ [ ]¥es- wks SCREENING —
MOTHER'S NAME (LAST, FIRST) (PRINT) Mother's | Mother's Telephone No. —
O —
— 1 _ O
Address Apt.# |Mother's Race Mother's Hispanic Qrigin | Collector’s Initials / Date: O
1 OWhite 5 [ Native Hawaiian
[[]Yes [ JNo E —
F —
|
.
—
.
El —

Telephone No Telephone No.

EM-1  AUG13  2016-10 SPECIMEN SUBMITTEDBY: [ ] Hospital [ ] Baby's Physician H5704

NJDOH/NBS LAB COPY

N Health Initial Specimens Ay




BABY'S LAST NAME (PRINT) 1 3 4 0 0 0 0 1
Birth Date Date of Sample Type of Feeding BABY'S MEDICAL RECORD NO.
[]Breast [JHALTPN
[IBottle []Other
Gender Sample Time Multiple Birth?
am
™ [JF [ [JYes []No '
[IPm| it Yes, A B, C,etc: Current weight
Birthweight Antibiotic? Transfusion PRIOR to sample
If Yes, give date and time: no longer
[]Yes [JNo No s s
it o [P required

MOTHER'S NAME (LAST, FIRST) (PRINT)

Address

New Jersey
Department of Health

REPEAT
NEWBORN
SCREENING
REQUEST

Collector’s Initials / Date:

City, State, Zip

Mother's SSN (Last 4 digits)

Mother's Telephone No.

13400001

HOSPITAL NAME AND ADDRESS

Telephone No.

BABY'S PHYSICIAN NAME AND ADDRESS

Telephone No

HETIEET HEETINTNR 0] —

[sn]

IEM-1A  AUG13 82016-1[}

SPECIMEN SUBMITTED BY: D Hospital |:| Baby's Physician

Repeat Specimens

H5705

NJDOH/NBS LAB COPY

NEWBORN
SCREENING




Completing The Form




N.J.A.C. 8:18-1.4(a)7.i.

The specimen collection forms shall be

filled in completely, accurately and legibly

m Print clearly in Pen.

m Press firmly to assure legibility.




DO NOT REMOVE
THIS COVER FLAP

Itis for the protedion of
the spacimen and the
spacmen handiers.

OPEN this flap |

Parents,

Your baby has had his/her Newborn Screening blood t
Instructions i C
to £ nay look healthy but have certain rare
Submitter: e which can be found by thi

ME'” 'fm '”‘J Asmallamount of blood was taken from your baby's heel
ntto the New Jersey Newbom Screering Larmratory Nawiiaraay

C,mkj Savp‘rmrBab s Life. Tmbror‘hmaha_ Department of Health
information about Newborn Screening. http:/fwww.newbernsecreaning.nj.gov

Please take this notice to your baby's doctor, who can geta
copy of the results by contacting the Newborn Sci

aboratory.
BIOHAZARD

PARENT COPY

Parent Copy

m [ill in baby’s last name
m  Tear off colored top copy and give to parents

m Complete remaining form after removing the Parent Copy

N Health S

New Jarswy Dapartmant of Haalth




213100001 <
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BABY'S LAST NAME (PRINT)
EXAMPL E
Birth Date Date of Sample Type of Feeding Antibiotic? BABY'S MEDICAL RECORD NO.
10 25 13[10 26 13| Heeast LHaUm LI®s 1123456 New Jersey
X Bottle []Other XNo
Birfgh Time Sample Time 0 Multiple Birth? :»Ifleco?nium Remarks Department of Health
[X|am . am KYes [JNo B eus? o c.
5 [lpm 8:00 Xpm | ifves, A, B, C, etc.: [Yes [X]No BT: 5:15A INITIAL —
Gender Birthweight ;I;r$nsfusiondP RIOR Jo sample collection? |Gestational Age NEWBORN -
es, give date and time: 10/26/13 39 _—
KM OF | 2975 g [INo [x]¥es- 7:00p wks SCREENING —
MOTHER'S NAME (LAST, FIRST) (PRINT) Mother's |Mother’s Telephone No. —
Age REQUEST — —
EXAMPL E, SAMPLE 29 | 609-555-1212 o —
Address Apt. # Moﬁher’s Race a Mother's Hispanic Origin | Collector's Initials / Date: 8 —
1 XIWhite 5 LI Native Hawaiian
123 MAIN ST 3 B2 DBIaék_orAfﬁcan o OberPecic|  L1'es N0 S —
City, State, Zip 3 ﬁg:ﬂm . Dg;”;e' Volhers SSN (Last4008)| S\ [S 10/26/13 e
S O ME TOWN, NJ 08000 4 [JAmerican Indian/ 1 2 3 4 —
Alaskan Native |
HOSPITAL NAME AND ADDRESS BABY'S PHYSICIAN NAME AND ADDRESS —
Medical Center Pediatrician’s Office —
999 Baby St. 999 Infant St.
Sometown, NJ 08000 Sometown, NJ 08000
Teephone No 609-555-1213 Telephone No. 609-555-1214
— i 2016-10 SPECIMEN SUBMITTED BY: Hospital [ ] Baby's Physician H5704
NJDOH/NBS LAB COPY

State of New Jersey
NEWBORN
SCREENING

Initial Specimens

N Health

New Jersey Dapartmant of Health




BABY'S LAST NAME (PRINT) 5 1 3 4 0 0 0 0 1
Birth Date Date of Sample Type of Feeding BABY’S MEDICAL RECORD NO.
[IBreast [JHALTPN
[IBottle []Other New Jersey
Gender Sample Time Multple Birth? NCUSCN?  [Yes []No Department of Health
am Erhnd
M [F O [JYes []No
[pm | Ifves,A, B, C, etc.: Remarks REPEAT —
Birthweight Antibiotic? Transfusion PRIOR to sample collection? _—
If Yes, give date and time: NEWBORN —
[]Yes [No No Yes-: I
gns BLEEE.. SCREENING —
MOTHER'S NAME (LAST, FIRST) (PRINT) REQUEST —
Q + —
) —
—_— O
Address Apt. # Collector’s Initials / Date: O mm
O mumm
< —
City, State, Zip Mother's SSN (Last 4 digits) | Mother's Telephone No. Q —
—
.
HOSPITAL NAME AND ADDRESS BABY'S PHYSICIAN NAME AND ADDRESS —
[
—
Telephone No Telephone No
EM-1A AUG13 201610 SPECIMEN SUBMITTEDBY: ~ [[] Hospitai [ ] Baby's Physician H5705
NJDOH/NBS LAB COPY

N Health

New Jersey Dapartmant of Health

Repeat Specimens

NEWBORN
SCREENING




In Summary

m Colored “Receipt” for parents
m Submitter copy

m New/Revised fields for diagnostic information
and patient privacy

B Accurate information ensures accurate results

State of New Jersey
{/NEWBORN
SCREENING




