Important Changes to Complete the
Newborn Screening Blood Spot TRF

- Using the
DO NOT HANDLE FILTER PAPER I_ CALIFORNIA NEWBORN SCREENING 1 ° .
THIS AREA MAY BE USED TO ADHERE A STICKER TEST REQUEST FORM (TRF) New 31 MllllOn

CONTAINING THE INFANT'S FACILITY INFORMATION State of California -

Health and Human Services Agency o
Revision Date: 6/16 Sel"les TRF Form
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH | FOR STATE USE ONLY |

NEWBORN SCREENING _ _
Please read carefully: Series Indicator

INSTRUCTIONS FOR COMPLETION OF FORM

Check Digits

PLEASE PRINTAND USE BLUS OR BLACKBALL PONT PE New instructions for AR RA A BI]000 001 [54]

1. :EZLI?SEF‘ESCNQEE Name as entered on birth certificate, last name first. If multiple birth, items 8 , 1 O, and 1 6 . IBABIY’SIIIFORIMATIION l l l lF'I.EA‘\SE lem USINGALI‘. CAPITAL‘LETTERS ‘ DATE OF BIRTT | | | < ThlS ﬁeld has moved.
2. NEWBORN’S BIRTH DATE (AND TIME): As entered on the birth certificate. All time is to be

| [c]

entered by the 24 hour clock, e.g., 8:30 a.m. is 0830; 9:01 p.m. is 2101. l l l l l l l l l l
3. MOTHER’S INFORMATION: Name as entered on birth certificate, last name first. Please also l l l l l l l l l l

include mother’s maiden name and last 4 digits of social security number. If mother does not

have a social security number, enter 9999. l l l l l
4. THIS BABY IS AWARD OF THE COURT: Answer Y (Yes) if newborn is a ward of the court and IMO%TMTL‘TW{QGT—L@‘WW

provide contact information for legal guardian responsible for baby’s care at time of collection. :
5. PRIMARY LANGUAGE: Please indicate primary language spoken by mother; this helps / New Instruction # 8 l ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ \_MTTHET‘S 55‘“ ““S”TG”S‘
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determine if an interpreter is needed.
6. FACILITY DRAWING SPECIMEN: Name and code number must be entered to ensure correct THIS BABY IS AWARD .
reporting of results. / l l l l l l l l ‘ OFTHECOLRT <——This field has Changed.

7. _INITIALS OF COLLECTOR: Enter initials of person drawing the specimen. Kl L o S A v Ll S I I
8. |:INPATIENTIORDERINGPHYSICIAN: Nameofphysicianorderingthetestorprovidingcarein:I PRIMARY LANGUAGE (Fill only ONE circle): Lty

OENGLISH OSPANISH O OTHER (Specify):

the hospital. FACILITY/SUBMITTER DRAWING SPECIMEN: HOSPITALY This field is new.
9.  MEDICAL RECORD NUMBER: Enter number used in medical records department of facility l l l l l l l l l l l l l l l l l I(S:%%IéITTER INITIALS OF /

collecting specimen.

. INPATIENT/ORDERING PHYSICIAN
10. [HOSPITAL ORDER NUMBER: Use for HL7 messaging only. | This field has moved # 10 [L[als|T] INJalMIE] | | L1 || [FLIR[S|T] IN|A|M|E|“
11.  RACE/ETHNICITY: As entered for both parents on birth certificate. These data are required by MEDICAL RECORD/EHR # HOSPITAL ORDER #
Government Code 8310.05. Check ALL that apply. L Lttt et .
12.  BIRTH WEIGHT: In grams, as entered on birth certificate. RACE/ETHNICITY: FILL ALL THAT APPLY Th]s ﬁeld has moved.
13. GESTATIONAL AGE: Enter gestational age at time of birth in weeks. O WHITE O CHINESE (O VIETNAMESE ) OTHER S.E.ASIAN () MIDDLE EASTERN () HAWAIAN (O SAMOAN
14.  ALL FEEDING SINCE BIRTH: Include all feeding from birth to collection. Human milk includes GHISPANG O APANESE ) CAMBODIAN | D TIPING. Ly "SANVEASTINDIAN O GUANANIAN. ) NATIE AEican
. ; . | BLACK () KOREAN () LAOTIAN (LAOS) ) OTHER (Specify)
brgastfeedlng, mgther s own expressed mlk aqd banked human milk. If newborn has had ST T SPECIHERNOT GETARED ot colociod coady v SRS . . .
nelther human mllk’ nor fOrmUla |eaVe thIS SeCtIOn blank' (U REFUSED () URGENT TRANSFER (Specify receiving hospital in comnents) Thls SeCtlon IS new'
15.  NURSERY TYPE: Check NICU, Regular Nursery (which includes Family Centered Care (FCC), \_LLLI eMs () ExPIRED () OTHER (Specify in comments) :
Rooming In (RI), or Mother Baby Unit), Home Birth, or other. . SEX : DATE SPECIMEN COLLECTED: Please be aware this box replaces
16. [ SPECIMEN NOT OBTAINED: Check reason a specimen is not obtained. If refused, make sure ~ |~ | New Instruction # 16 Owie Orewns [ [w[D]D]v[v]  [H]OP]7 the former Specimen Not
to complete test refusal form. If baby expired, enter date and reason (if known) in comments. If ATDELIVERY: TYPE OF SPECIMEN: .
urgent transfer, specify receiving hospital in comments. For any other reason, check box and Please be aware this I O HEELSMIOK O OTHER (Spediy: SN Please . Obtained Form (NBS_NO)'
specify in comments. b 1 the f L fweee L[] : L] : L] spe01fy mn
17.  DATE SPECIMEN COLLECTED: Date and hour of specimen collection. This refers to the time OX replaces the rormer ALLFEEDINGS SNGE BRTH: - REASON FOR TEST il onl ONE il —
the specimen is collected from the newborn. SpeCimen Not Obtained O ONIYY HUMAN MILK ) REPEAT OF INADEQUATE OR EARLY (<1W comments
18. TYPE OF SPECIMEN: Please check only one box. If “OTHER: type of specimen is checked, ) ONLY FORMULA O OTHER REPEAT (Specify in comments) 7 section
please specify the type of specimen. Form (NBS-NO) () HUMAN MILK & FORMULA  IF COLLECTED AT <12 HRS OF AGE, REASON: .
19.  IF COLLECTED AT <12 HRS OF AGE, REASON?: If this specimen is being collected prior to NURSERY TYPE: 8 ;‘;:E;RS“NS_F”_SEDI l | ||
the newborn being 12 hours of age, indicate why. © niou; picu o TLECTION:
20. RBC TRANSFUSION BEFORE COLLECTION: Please indicate whether the newbom was & e NIRSERVIFCCIR o O, yaw=TVes, natime ranstusion compote:
transfused with RED BLOOD CELLS and the date and time the last transfusion ended prior to O oter speayincommens)_|o+47 0 [ 0] V| /| [H]O]V|R]
specimen collection. DO list intrauterine transfusions. DO NOT list fresh frozen plasma, EWBORN’S OUTPATIENT PHYSICIAN INFORMATION (COMMUNITY PRIMARY CARE PROVIDER!
albumin, platelets, or cryoprecipitate as transfusion. DO NOT list transfusions that occurred Use for the Newborn’s | | | | | | | | | | |_| | | |_| | | | |
after the specimen was collected. — . hvsici
S MBS O LCENSEMUMBER s e outpalient physician or - This field has moved.
, P i community primary care
22. | NEWBORN’S PHYSICIAN INFORMATION: Confirm with mother the name and contact .
information for the physician who will be responsible for newborn’s care after discharge. pr0V1der
23. DISTRIBUTION: Original MUST remain attached to specimen. Facility drawing the specimen
should retain and file the yellow copy in the newborn’s chart. The pink copy should be given to
the newborn’s parent(s) with instructions to give to the newborn’s outpatient physician at first visit.
B a e GO sy, 903 [LOT] 7042916 10534750 @/DO NOT USE AN EXPIRED FORM.
PLEASE SEE PR'VACY NOTIFICATION WITH'N Newborn Screening Branch (510) 412-1542 (CDPH - 4409 - (6/16))  NBS-I (F) . . .
Check the expiration date listed next to
the hourglass icon.
(CDPH - 4409 - (6/16) NBS 3 1 U U U UU 1 NBS-I (F;
S— " oo
California Deparement of
255 OSP 16 140872 0) PublicHealt

© Genetic Disease Screening Program, Newborn Screening Branch,October 2016 www.cdph.ca.gov/programs/nbs
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