Colorado State Public Health Laboratory
NBS 242 Authorization for Human Testing/Screening Version 1.3

Col manc artn
* of Public Heald NBS Test Request Form

and Environmer

NEWBORN SCREENING ADDITIONAL TEST REQUEST FORM

Infant’s Name: (Please Print)
First Last
Date of Birth: Gender:
Mother’s Name: (Please Print)
First Last
Test Requested: Date of Request:

Clinical Indication for adding test(s):

Medical Provider Requesting Test: (Please Print)
Type of Provider:
Signature: Date:
Phone Number:

Send Reports to:
Email:

Street Address:
City: State: Zip:
Fax Number:

CDPHE NEWBORN LAB USE ONLY:

TEST REQUESTED:

ID# OF SPECIMEN USED: INITIAL/DATE:

PRINTED NAME/TITLE OF PERSONNEL ADDING TEST:

Lab Director or Designee (Please Print) Date

Signature Title
8100 Lowry Blvd., Denver, CO 80230-6928  P: 303-692-3675  Fax: 303-691-4008 Email: CDPHE_CONBS@STATE.CO.US
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