
Using the New 31 Million Series Form
Collection time should be between 12-48 hours after birth. 
Please time specimen collection to allow for 3 hours drying time 
and same day shipment to the lab whenever possible.  Fill in ALL 
blanks on the Test Request Form (TRF) according to the 
instructions on the back.  
If newborn is transferred after 12 hours of age, make sure the 
specimen is collected before transfer and send a TRF copy to the 
receiving hospital. 
(Please print legibly using all capital letters, with one character 
per box.)  Check the expiration date and 
NEVER USE AN EXPIRED FORM. 

Before completing form, verify the name of the newborn, outpatient 
community pediatric care provider, and contact information with the 
parent or legal guardian.  
Check that all information on the TRF is complete, accurate 
and matches the newborn’s information.  
Drop the blood and fill the spots on to the attached filter paper
specimen collection card. 
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File the yellow sender’s copy in the newborn’s medical record.

Steps to Collecting the Newborn 
Screening Specimen

Give the pink and 
blue copies to the 
parent.  Instruct 
them to give the 
pink copy to the 
baby’s doctor at 
their first visit.

www.cdph.ca.gov/programs/nbs© Genetic Disease Screening Program, Newborn Screening Branch, September 2016
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Dry TRF specimens horizontally using a drying rack.  Fold back 
page covering blood spots to prevent contact until dry.  Keep TRF 
forms at room temperature. Do not expose them to heat or moisture.  
DO NOT transport in a plastic bag at any time.
Send original TRF specimens with a completed transport log to the 
Newborn and Prenatal Screening (NAPS) Lab.

After collecting the blood, tear out both the sender’s copy and 
parent’s copy, which includes the privacy notification required by 
HIPAA.  Be careful NOT to separate the original (white) TRF 
from the filter paper. 
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NBS COPY
CALIFORNIA NEWBORN SCREENING
TEST REQUEST FORM (TRF)
State of California -
Health and Human Services Agency

Check Digits

BIRTH
ORDER IF
MULTIPLE

A, B, 

C, etc.

NEWBORN’S OUTPATIENT PHYSICIAN INFORMATION (COMMUNITY PRIMARY CARE PROVIDER)

PRIMARY LANGUAGE (Fill only ONE circle):
ENGLISH SPANISH OTHER (Specify):

RACE/ETHNICITY: FILL ALL THAT APPLY

FACILITY/SUBMITTER DRAWING SPECIMEN:

MEDICAL RECORD/EHR # HOSPITAL ORDER #

NURSERY TYPE:

GESTATIONAL AGE
AT DELIVERY:

DATE SPECIMEN COLLECTED:

RBC TRANSFUSION BEFORE COLLECTION:

IF COLLECTED AT <12 HRS OF AGE, REASON:

REASON FOR TEST: (Fill only ONE circle):

TYPE OF SPECIMEN:

BIRTH WEIGHT:

ALL FEEDINGS SINCE BIRTH:
(Fill only ONE circle)

c SPECIMEN NOT OBTAINED (if not collected, specify why):

SEX

MOTHER’S INFORMATION/LEGAL GUARDIAN INFORMATION MOTHER’S BIRTH DATE

BABY’S INFORMATION PLEASE PRINT USING ALL CAPITAL LETTERS

THIS BABY IS A WARD
OF THE COURT

ALTERNATE/
EMERGENCY #

WHITE SAMOANHAWAIIANMIDDLE EASTERNOTHER S.E. ASIANVIETNAMESECHINESE
HISPANIC NATIVE AMERICANGUAMANIANASIAN-EAST INDIANFILIPINOCAMBODIANJAPANESE
BLACK OTHER (Specify)LAOTIAN (LAOS)KOREAN

MALE FEMALE

GMS

WEEKS

EXPIRED
REFUSED

OTHER (Specify in comments)
URGENT TRANSFER (Specify receiving hospital in comments)

ONLY HUMAN MILK
ONLY FORMULA
HUMAN MILK & FORMULA

NICU / PICU
REG. NURSERY / FCC / RI
HOME BIRTH
OTHER (Specify in comments)

HOSPITAL/
SUBMITTER
CODE

INITIALS OF
COLLECTOR

COMMENTS:

HEELSTICK OTHER (Specify):

NO

TO BE TRANSFUSED

OTHER (Specify):

INITIAL SPECIMEN
REPEAT OF INADEQUATE OR EARLY (<12 HRS) INITIAL SPECIMEN
OTHER REPEAT (Specify in comments)

PLEASE SEE PRIVACY NOTIFICATION WITHIN
To reorder, request form NBS-TRF from the Genetic Disease Screening Program,
Newborn Screening Branch (510) 412-1542 (CDPH - 4409 - (6/16))     NBS-I (F)

2019-067042916
W152

10534790
Rev.AB903™

YES - if YES, date/time transfusion completed:

M M D D Y Y
DATE OF BIRTH

OH U R

D D Y Y H O U R

BIRTH HOUR

INPATIENT/ORDERING PHYSICIAN

H O N EP--

- -

--
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NBS
FORM #

AL S T N A M E F I R S T N A M E

DO NOT DETACH

INSTRUCTIONS FOR COLLECTING ADEQUATE BLOOD SPECIMENS
Puncture site is indicated by shaded areas on heel. Do not collect from side or back of foot.

*NO COURIER PLASTIC BAGS

RIGHT

WRONG UNACCEPTABLE

ACCEPTABLE

Circle filled
and evenly saturated

Layering

Insufficient,
multiple applications

Serum rings present
COLLECT SAMPLE FROM

SHADED AREA

NOTE:
Do not use capillary tubes for collection of blood spot specimen.
Do not collect blood from antecubital space or dorsal hand vein.
Do not handle blood collection area of specimen collection card
prior to, during, or following sampling.

1. Position infant’s foot to increase blood flow. Warming of the heel is optional.
2. Clean skin with alcohol and either air-dry or wipe dry with sterile gauze.
3. Puncture heel with sterile disposable lancet, using a firm, quick stab. If using an

automated lancet device, place it firmly against the heel prior to device activation.
4. Allow a large drop of blood to accumulate and wipe away with sterile gauze.
5. Allow a second large drop of blood to accumulate. Apply gentle pressure to heel and

ease intermittently so blood flows freely.
6. Apply the blood drop to one side of the specimen collection paper until the circle is filled

COMPLETELY when viewed from both sides. Do not press collection paper against
puncture site. Allow blood to fill circle by natural flow. Do not apply blood to both
sides of the paper.

7. Fill the first circle completely before moving on to the next circle. Repeat procedure for
each circle.

8. Allow blood spots to air-dry at room temperature for at least three hours. Keep away
from direct light (sun or lamp) and heat.

9. Do not close specimen collection form while blood spots are still wet. Do not allow wet
specimens to come in contact with each other.

10. DO NOT PUT SPECIMEN IN PLASTIC BAG AT ANY TIME.

ADDITIONAL INSTRUCTIONS ARE CONTAINED IN “BLOOD
COLLECTION ON FILTER PAPER FOR NEWBORN SCREENING

PROGRAMS”, 5th EDITION (CLSI DOCUMENT LA4-A5)

PRINT ONLY, USE ALL CAPITAL LETTERS, USE BLACK OR BLUE INK ONLY.

7042916/W152 2019-06 Revision Date: 6/16
903™CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

NEWBORN SCREENING

CDPH USE ONLY

Parent’s Copy
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CALIFORNIA NEWBORN SCREENING
TEST REQUEST FORM (TRF)
State of California -
Health and Human Services Agency

Check Digits

BIRTH
ORDER IF
MULTIPLE

A, B, 

C, etc.

PRIMARY LANGUAGE (Fill only ONE circle):
ENGLISH SPANISH OTHER (Specify):

FACILITY/SUBMITTER DRAWING SPECIMEN:

MOTHER’S INFORMATION/LEGAL GUARDIAN INFORMATION MOTHER’S BIRTH DATE

BABY’S INFORMATION PLEASE PRINT USING ALL CAPITAL LETTERS

MOTHER’S SSN: LAST 4 DIGITS

THIS BABY IS A WARD
OF THE COURT

ALTERNATE/
EMERGENCY #

PLEASE SEE PRIVACY NOTIFICATION WITHIN
To reorder, request form NBS-TRF from the Genetic Disease Screening Program,
Newborn Screening Branch (510) 412-1542 (CDPH - 4409 - (6/16))     NBS-I (F)

2019-067042916
W152

10534790
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DATE OF BIRTH

BIRTH HOUR

- - --

INPATIENT/ORDERING PHYSICIAN

NEWBORN’S OUTPATIENT PHYSICIAN INFORMATION (COMMUNITY PRIMARY CARE PROVIDER)

RACE/ETHNICITY: FILL ALL THAT APPLY

MEDICAL RECORD/EHR # HOSPITAL ORDER #

NURSERY TYPE:

GESTATIONAL AGE
AT DELIVERY:

DATE SPECIMEN COLLECTED:

RBC TRANSFUSION BEFORE COLLECTION:

IF COLLECTED AT <12 HRS OF AGE, REASON:

REASON FOR TEST: (Fill only ONE circle):

TYPE OF SPECIMEN:

BIRTH WEIGHT:

ALL FEEDINGS SINCE BIRTH:
(Fill only ONE circle)

c SPECIMEN NOT OBTAINED (if not collected, specify why):

SEX

WHITE SAMOANHAWAIIANMIDDLE EASTERNOTHER S.E. ASIANVIETNAMESECHINESE
HISPANIC NATIVE AMERICANGUAMANIANASIAN-EAST INDIANFILIPINOCAMBODIANJAPANESE
BLACK OTHER (Specify)LAOTIAN (LAOS)KOREAN

MALE FEMALE

GMS

WEEKS

EXPIRED
REFUSED

OTHER (Specify in comments)
URGENT TRANSFER (Specify receiving hospital in comments)

ONLY HUMAN MILK
ONLY FORMULA
HUMAN MILK & FORMULA

NICU / PICU
REG. NURSERY / FCC / RI
HOME BIRTH
OTHER (Specify in comments)

COMMENTS:

HEELSTICK OTHER (Specify):

NO

TO BE TRANSFUSED

OTHER (Specify):

INITIAL SPECIMEN
REPEAT OF INADEQUATE OR EARLY (<12 HRS) INITIAL SPECIMEN
OTHER REPEAT (Specify in comments)

YES - if YES, date/time transfusion completed:

--

NBS
FORM #

HOSPITAL/
SUBMITTER
CODE

INITIALS OF
COLLECTOR

Attention 
Parents

1) Review the information on the pink copy of your baby’s newborn 
screeningtest request form. Notify the hospital if your name, address and/or 

phone or the name, address and phone number of your baby’s doctor 
is not correct.

2) Take the pink copy of this form when you go to your baby’s 
firstcheckup. This will help the doctor locate your baby’s newborn screening 

results.
Thank you 

________________________________________________________
____

What Happens To My Baby’s Blood Spots After the Newborn 
Screening Tests Are Done?

California, like many other states, stores leftover newborn screening blood 
spots. The cards do not have your baby’s name or any other personal 
information on them. The Newborn Screening (NBS) Program does not 
sequence your baby’s entire DNA or store your baby’s “DNA profile.”

The NBS Program uses leftover blood spots: 
- to evaluate and improve the current NBS program
- to develop new tests to add to the panel, such as when cystic 
fibrosiswas added
- for quality control testing to ensure the tests are correct and the 
labequipment is working 
properly

Are the stored blood spots used for anything else?
Yes. California law allows the NBS program to use or provide leftover 
newborn screening specimens for department-approved studies of diseases 
in women and children, such as research related to identifying and preventing 
diseases like birth defects, chronic disease, or exposure to toxins or 
infections. The blood spots are used without access to any personal 
identifying information. Because of this, you will not be notified of any study 
test results for your baby. No extra blood spots or specimens will be collected 
from your baby for research.
To get a form to  request  that your child’s blood spots be destroyed or 
not be used for research go to:
www.cdph.ca.gov/programs/GDSP/Pages/ParentForms.aspx. 

If you have additional questions about blood spot storage, please visit our 
website at www.cdph.ca.gov/programs/nbs/NBSDBS-Storage.aspx, email 
us at CaliforniaBiobank@cdph.ca.gov, or write to us at: Chief of the 
Genetic Disease Screening Program, 850 Marina Bay Parkway F175, 
Richmond, CA 94804.
Para más información sobre el uso y mantenimiento de la muestra de 
sangre, por favor visite nuestro sitio web del Programa del Análisis de Recién 
Nacidos en www.cdph.ca.gov/programs/nbs/NBSDBS-Storage.aspx
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CALIFORNIA NEWBORN SCREENING

TEST REQUEST FORM (TRF)
State of California -
Health and Human Services Agency

Check Digits

BIRTH

ORDER IF

MULTIPLE

A, B, 

C, etc.

PRIMARY LANGUAGE (Fill only ONE circle):
ENGLISH SPANISH OTHER (Specify):

FACILITY/SUBMITTER DRAWING SPECIMEN:

MOTHER’S INFORMATION/LEGAL GUARDIAN INFORMATION MOTHER’S BIRTH DATE

BABY’S INFORMATION PLEASE PRINT USING ALL CAPITAL LETTERS

MOTHER’S SSN: LAST 4 DIGITS

THIS BABY IS A WARD
OF THE COURT

ALTERNATE/
EMERGENCY #

PLEASE SEE PRIVACY NOTIFICATION WITHIN

To reorder, request form NBS-TRF from the Genetic Disease Screening Program,

Newborn Screening Branch (510) 412-1542 (CDPH - 4409 - (6/16))     NBS-I (F)
2019-06
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DATE OF BIRTH

BIRTH HOUR

INPATIENT/ORDERING PHYSICIAN

-- - -

NEWBORN’S OUTPATIENT PHYSICIAN INFORMATION (COMMUNITY PRIMARY CARE PROVIDER)

RACE/ETHNICITY: FILL ALL THAT APPLY

MEDICAL RECORD/EHR # HOSPITAL ORDER #

NURSERY TYPE:

GESTATIONAL AGE

AT DELIVERY:

DATE SPECIMEN COLLECTED:

RBC TRANSFUSION BEFORE COLLECTION:

IF COLLECTED AT <12 HRS OF AGE, REASON:

REASON FOR TEST: (Fill only ONE circle):

TYPE OF SPECIMEN:

BIRTH WEIGHT:

ALL FEEDINGS SINCE BIRTH:

(Fill only ONE circle)

c SPECIMEN NOT OBTAINED (if not collected, specify why):

SEX

WHITE SAMOANHAWAIIANMIDDLE EASTERNOTHER S.E. ASIANVIETNAMESECHINESE

HISPANIC NATIVE AMERICANGUAMANIANASIAN-EAST INDIANFILIPINOCAMBODIANJAPANESE

BLACK OTHER (Specify)LAOTIAN (LAOS)KOREAN

MALE FEMALE

GMS

WEEKS

EXPIRED

REFUSED

OTHER (Specify in comments)

URGENT TRANSFER (Specify receiving hospital in comments)

ONLY HUMAN MILK

ONLY FORMULA

HUMAN MILK & FORMULA

NICU / PICU

REG. NURSERY / FCC / RI

HOME BIRTH

OTHER (Specify in comments)

COMMENTS:

HEELSTICK OTHER (Specify):

NO

TO BE TRANSFUSED

OTHER (Specify):

INITIAL SPECIMEN

REPEAT OF INADEQUATE OR EARLY (<12 HRS) INITIAL SPECIMEN

OTHER REPEAT (Specify in comments)

YES - if YES, date/time transfusion completed:

- -

NBS
FORM #

HOSPITAL/
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CODE

INITIALS OF
COLLECTOR




