OTKa3 unu 3agepka CKpMHUHra HOBOPOXAEHHbIX No Tpe6oBaHUIO poguTenei

Parental Refusal or Delay of Newborn Screening

Russian

PaspelueHmne Ha packpbiTMe 3aLLNLLEHHON MeANLUUHCKON MHOPMaLIMKM NepeBOAYNKY

CTP.1/3

PEA. 01/2025 VIMSA 1 QAMUINA pebéHka

Baby’s Name (LAST, FIRST)

MOMECTUTE CTUKEP MALIMEHTA, YTOBbI 3AKPbITb T 3ANOJTHUTb MHOOPMALINIO HAXKE
Place patient label to cover or complete below

HaTa poxgeHusa |

Date of Birth

UMA n CAMUNTUA maTtepn
Mother’s Name (LAST,FIRST)

KnuHurka / akywepka |

Hospital/Midwife

Bbl meete MpPaBO OTKa3aTbCA OT CKPUHUHIA CBOEro pe6éHKa
NI OTNOXXNTb €ro. Bb|6ep|/|Te HWXKeE, OT KaKMX YacTen CKPUHWHTa
HOBOpO)K,D,éHHbIX Bbl XOTUTE OTKa3aTbCA NN OTNOXUTb NX.

Bbl nponHbOopMUpPOBaHbI O pUCKax 3aAepPKKn U/ OTMEHbI
CKpUHWHra Ballero pebéHka. MoanncaHue sto Gopmbl 03HaYaeT,
UTO Bbl OTKa3blBaeTeCb OT CKPUHUHIA 10 COCMOAHUIO HA 3MOo
8pems. Bbl MoXKeTe 3anpocuTb CKPUHKHT CBOEro pebEéHKa
nospHee. Ecnm Bbl pelimTe NPoBeCT CKPUHUHT HOBOPOXKAEHHOTO
nosxe, MDH HacToAaTenbHO pekoMeHAyeT MPONTUN CKPUHWHT

B TeUeHVe OJHOWN Hefenu Nocne PoXAeHWs, Korga CKPUHUHP
noka3sbiBaeT Hanbosee TOUHble pe3ysbTaThl.

Ecnu Bbl pewwinte NpoBeCTU CKPUHWHF CBOEro pebéHKa, HO He
xoTunTe, yto6bl MDH XpaHun pe3ynbraTbl aHaNM30B 1 NATHA KPOBM
pebéHka, ecTb BO3MOXHOCTb B JII060€ BPeMS X YHUUTOXUTb.
[lnsa nonyyeHuns Heobxogmmown popmbl 3aiauTe Ha Be6-canT
Mporpammbl CKpUHKHIa HoBOpPOXa&HHbIX MDH www.health.
state.mn.us/people/newbornscreening

You have the right to refuse or delay having your baby screened.
Select and initial below which part(s) of newborn screening you
wish to refuse or delay.

You have been informed of the risks of delaying and/or not
screening your baby. Signing this form means you are refusing
screening at this time. You can choose to have your baby screened
at a later time. If you choose to have newborn screening done later,
MDH strongly encourages completing screening within one week of
age when screening is most accurate.

Should you choose to have your baby screened and do not want
MDH to keep your baby’s test results and blood spots, there is the
option to have them destroyed at any time. Please see the MDH
Newborn Screening Program website for the required form www.
health.state.mn.us/people/newbornscreening

Al TOHUMaIO, YTO NPU3HAKM U CUMMTOMbI 3a60NEBAHNIA MOTYT BO3HUKATb
B NepBble HECKOJIbKO AHEN KU3HU pebEHKa. HekoTopble NpU3HaKu

] OTKA3ATbCA | |

Refuse

WHuumanel pogutensa/

NATHO Y CMMNTOMbI MOTYT He NPOABAATLCA B TEUYEHIE HECKOSbKUX Hefenb
nnu mecaues. Ecnv 3Tv 3a6oneBaHnA He BbISBNIEHbI U He BblfleUeHbl Ha onekyHa
KPOBW  panneit cragun, omn MOTYT MPUBECTU K MOCTOAHHbIM NpobieMam co Parent/Guardian Initials
3[10POBbEM WJIN CMEPTU. |:|
BLOOD I understand signs and symptoms of disease can occur within the first few D OTNOXUTb
days of life. Some signs and symptoms may not show for several weeks or Delay WHnumansi
SPOT months. Permanent health problems or death can occur if these diseases ceuaeTens
are not identified and treated early. Witness Initials
Al noHMMato, UTo 6€3 CKPUHWHIa NOTEPA CNyXa NPU POXKAEHUN MOXET |:| OTKA3ATbCA |:|
Cayx He 6bITb 3aMeTHa. Jllo6an cTeneHb NOTEPU CNYXa MOXET 3afepKaTb Refuse MHuunans poputens/
pa3BuTME peun, A3blKa, SMOLIMOHANbHOE U CoLManbHoe passuTye.
oneKyHa
Parent/Guardian Initials
. I understand that hearing loss may not be noticeable at birth without D OTNNIOXUTb |:|
Hearlng screening. Any amount of hearing loss may delay speech, language, Dela
emotional and social development. y Vihnumans!
cBuaeTens

Witness Initials
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A1 NOHMMaI0, YTO MPU3HAKN U CUMMTOMbI AehEKTOB cepaLa MHoraa |:| OTKAS3ATbCA |:|

nyn bC- He NOABNAITCA B TeYEHME HECKONbKMX Hefenb nnu mecaues. Ecnn Refuse
TN p,eq)EKTbl He BblAB/1E€HbI 1 HE Bbl/1e4Y€HbI Ha paHHe|7| CTaann, OHN
OKcumeTpMﬂ MOTYT NpUBECTU K NOCTOAHHbIM npo6nemaM nnmn cmepTin.

WHuuwmanel pogutensa/
onekyHa
Parent/Guardian Initials

Pulse | understand that the signs and symptoms of heart defects
Oxi t sometimes do not appear for several weeks or months. Permanent |:| OTNIOXUTb :l
Ximetry damage or death can occur if not identified and treated early. Delay UHnumansl
cBugetens

Witness Initials

Ona no6on OTNIOMKEHHOW yacTvi CKpUHMHIa yKaxKnTe MsA Bpaya, KOTopbiii 6yaeT NpoBOANTb CKPUHIMHT Balero pebéHkKa:

For any DELAYED screenings, please provide the name of who will complete your baby’s screening:

HasBaHune/nma KNMHMKK/Bpaya/aKyLuepKu: |

Clinic/provider/midwife name:

Wms poguTena unm onekyHa (neyatHbiMu 6yKBamu): |

Parent or Guardian Printed Name:

MNognucb poantena nnm onekyHa: | | JaTa:
Parent or Guardian Signature: Date:
Kem npuxoantca HOBOPOXAEHHOMY: | | Homep TenedoHa: |
Relationship to Newborn: Phone Number:

NHCTpyKUMY Ans KNMHWKW/AKyLWepKy MO 3anofIHEHWIO 3TON dopmbl

Hospital/Midwife Instructions for Completing this Form

Nma cenpgetens (neyatHbiMy BykBamum): | |
Witness Printed Name:

 [Moanucb cBupetens | | HomxHocTb/ponb cempeTens: |
1 . . . .
' Witness Signature: Witness Title / Role:

E Wwms BTOpOro cenpetens (neyatHbimn 6yksamm) (HeobnAzaTenbHO): | |

E Second Witness Printed Name (optional):
1

i Moanuck BTOporo caupaeTens (HeobA3aTenbHO): | |
1
1 Second Witness Signature (optional):

i PoanTenb(un) / onekyH(bl) 0TKa3anucb OT HEKOTOPbIX UK BCEX YAacTel CKPUHMHIA HOBOPOXAEHHOTO U OTIOXKUIN UX 1
1
1 OTKa3anncb OT NOAMNUCH.

EThe parent(s) / guardian(s) have refused or delayed some or all parts of the newborn screen and have elected not to sign.

MepnpaboTHMKN — NPOAOIKUTL CO CTPaHULbI 3
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Parental Refusal or Delay of Newborn Screening

3AMOJHAET TOJIbKO KNMTUHUKA / AKYLLIEPKA
To be completed by hospital/midwife only

CrpaHuua 1 dopMbl OMKA3a UAU 300ePIKU CKPUHUH2a
HOBOPOHOEHHbIX N0 mpebosaHuUto podumeneli
[OMKHa 6bITb 3anonHeHa. MNoanrcaHHaa popma fonmxkHa
CTaTb COCTaBHOWMYACTbIO MEAULIMHCKON KapTbl M1aaeHUa,
a KonuA JosxHa 6bITb NpegocTaBneHallenapTameHTy
3apaBooxpaHeHua (YctaB MuHHecoTbl 144.125).

Y1066l ONTUMU3MPOBATL NPOLLECC U N36eXKaTb MHOMOKPATHbIX
0ob6palLeHNin Co CTOPOHbI MepcoHana CKPUHMHIa
HOBOPOXAEHHbIX, oTNpasbTe popmy B MDH no dakcy nnu
MouYTON B TeUeHMe ceMun AHeN nocne poxaeHus.

Mo nto6biM BoNpocam 3BoHKTe 651-201-5466.

OpwirnHan ¢opmbl ans:

Newborn’s Medical Record

Konwusa gns:

Minnesota Department of Health
Newborn Screening

P.O. Box 64899

St. Paul, MN 55164-0899

Makc: (651)-215-6285
DneKTpoHHaA nourta: health.newbornscreening@state.mn.us
Konwna ana:

PopuTtenb / 3aKOHHbIN ONeKkyH

Konwnsa gna:

Bpau nepBryHON MeAMLNHCKON NOMOLLM / KNMHKKa

Page 1 of the Parental Refusal or Delay of Newborn
Screening form must be completed. The signed form must be
made part of the infant’s medical record and a copy shall be
provided to the Department of Health (MN Statute 144.125).

To streamline the process and avoid multiple contacts from
newborn screening staff, please fax or mail the form to MDH
within seven days of birth.

Call 651-201-5466 with any questions.

Original form to:

Newborn’s Medical Record

Copy to:

Minnesota Department of Health
Newborn Screening

P.O. Box 64899

St. Paul, MN 55164-0899

Fax: (651) 215-6285

Email: health.newbornscreening@state.mn.us

Copy to:

Parent / Legal Guardian

Copy to:

Primary Care Provider / Clinic
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