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USE BALL-POINT PEN D FIRST SPECIMEN

|:| REPEAT SPECIMEN

HOSPITAL CODE HOSPITAL OF BIRTH
ggg'\cﬁﬁER MA1201401 Consents||Refuses
BABY’S MEDICAL RECORD NO. | HOSPITAL OF TRANSFER CHECK IF Recorder’s Initials:
SUBMITTER BABY'S NAME (Last) (First)
MOTHER'S NAME (LAST) L1 | | | |
Ll L L L bbb Ll 11 | fsex[Om [JF | O singesitn | CIMuPe qa Oe Cc
MOTHER’S NAME (FIRST) MOTHER'S BIRTH DATE
N A T Y A L L I | | |sRHDATE _wo /ooy / v TME__ : [AM OPM
STREET (P.O. BOX)
[ N N N N A LR CAm OIPM
CITY/TOWN STATE ZIP
| | | | | | | | | | | | | | | | | | GESTATIONAL AGE weeks
HOMETE'—-( ) CE'—L( ) BIRTHWEIGHT grams____ OR lbsloz /
MOTHER'S MEDICAL HISTORY FEEDING HISTORY
CURRENTWEIGHT grams ___ OR Ibs/oz /
[[]BREAST, EVER —
D THYROID DISEASE
[JHEEL STICK [JoTHER

HEPATITIS B ANTIGEN STATUS

|:| BREAST, CURRENTLY

AT TIME OF SPECIMEN COLLECTION, BABY:

(CHECK ALL BOXES THAT APPLY)

ANOTHER SAMPLE

|:| IS LESS THAN 24 HOURS OF AGE === REQUIRED BY 48 HRS

|:| HAS EVER BEEN TRANSFUSED
|:| TRANSFUSED IN LAST 48 HOURS
|:| IS IN NICU/SPECIAL CARE

OF AGE

SEE COLLECTION
GUIDELINES

[JPosiTivE [ ] UNKNOWN [ ] NEGATIVE | [_]FORMULA S
BABY’S DOCTOR CHECK IF
[ P || [suswmeRr
STREET (P.O. BOX)
I I I [ | 1 |
CITY/TOWN STATE ZIP
I I [ | 1 |
TELEPHONE  ( ) SCREENING

LAB COPY

%(I)TLIIAEL%TOR'S COMMENTS:
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