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California Department of Public Health - Genetic Disease Screening Program
Prenatal Screening Program

(The California Prenatal Screening Program)

(Quad Marker Screening)

(Serum Integrated Screening)

(Full Integrated Screening)
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Consent or Decline 
California Prenatal Screening Program)

CLINICIAN COPY

MUST BE FILED IN PATIENT CHART)



Clinician Copy Page 2

(No)

(I Decline 
Screening)

I decline to participate in the California Prenatal Screening Program. I 
request that blood not be drawn for Prenatal Screening. 

Signed Date

(Yes)

(I Consent 
to Screening)

I consent to participate in the California Prenatal Screening Program.  
I request that blood be drawn for Prenatal Screening.

I agree that my specimen may be used for research by the Department 
of Public Health, or Department approved researchers, unless I mark 
the box below.

I decline the use of my specimen for research.

The Department will maintain confi dentiality according to applicable 
laws and regulations.

Signed Date
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Important Information for 

Parents about the 

Newborn Screening Test

California Department of Public Health

Newborn Screening Program
Genetic Disease Branch

www.dhs.ca.gov/nbs

Publication Date: July 2007


