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Screening Information System (SIS)
Nuchal Translucency (NT)
Access Request

User Information

First Name: Last Name:
| am a: o NT Practitioner o Licensed Medical Professional
o Genetic Counselor o Medical Assistant

Credential / License / Certification #:

Title:

Work phone number:

Work email address:

Work Name:
Address: Apt/Suite#:
City: Zip Code:

I have read through and understand the SIS Online NT Trainnig Modules. o Yes o No

Signature: Date:

Please complete return via scan/email to
toki.fillman@cdph.ca.gov or fax to (510) 412-1560

CDPH (02/19)


https://www.cdph.ca.gov/Programs/CFH/DGDS/Pages/ntpractitioners/default.aspx
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