Nma n pammnma pebéHka:
Child’s name (first & last):

[aTta poxgeHua:
Birth date:

Nma n dammnma Guonornyeckom matepm:
Birth mother’s name (first & last):

KnnHunka nam mecto pPoOXAEeHUA:
Hospital or place of birth:

3anpoc Ha pacKpbiTue

PaspelueHue Ha pacKpbiTUe AaHHbIX KapTbl CKPUHUHIA HOBOPOXKAEHHOIO
Request to Release Authorization to Release Newborn Screening Card

Russian
CTP.1/2
PELQ. 02/2025

Pa3pelueHmne Ha pacKkpbITME 3aLLNLLEHHON MeANLMHCKOM MHOPMaLMKM NepeBoaYNKY

fl noHumalto cneayroulee:

Nma n dammnuns 3anpallmnBatowero poauTens uam onekyHa (nevyaTHoiMmu bykBamm):

3anonHsaAa 1 otnpasasaa 3Ty Gopmy, 8 npowy
PacKpbITb MCMO/Ib30BAHHbIE AaHHblE KapT(bl)
CKPUHUHIA HOBOPOXKAEHHOIO A1 BbILLEYNOMSAHYTOrO
pebEHKa yKa3aHHbIM HUXKe NOCTaBLUUKY YCayr
34paBOOXpPaHeHNA U/UNN KAKHUKe.

Mocne Toro, KaKk gaHHble KapT(bl) CKPUHMHTA
HOBOPOXAEHHOIO BYAYT PAaCKPbITbl MOCTABLLUKY
YCNYr 34paBOOXPaHEHUA AN KANHWKe, [lenapTamMeHT
34paBooxXpaHeHna MUHHECOTbl HEe CMOKET
KOHTPOAMPOBaTb Nepeaady AaHHbIX KapT(bl) Apyrum
IMLAM NOCTaBLUMKOM MM KNUHUKOW. CBAMKUTECH

C NOCTaBLLMKOM YCIYT MU KIMHUKON, eCAn Y Bac
€CTb BONPOCbI 06 MX NOAUTUKE M MPAKTUKE 3aLLMUTbI
KOHOMAEHUMANbHBIX AaHHbIX.

YT106bI 06pEcTM cuny, sta popma A0MKHA

6bITb NOIHOCTLIO 3aN0/IHEHA M NognucaHa
3anpaLlnBaOLLMM IMLOM UM 3aKOHHbIM ONEKYHOM
HecoBepLlleHHoNeTHero. Konua aencremTenbHa, ecam
OHa He M3MeHeHa.

Requesting parent/guardian’s printed name (first & last):

I understand the following:

By completing and returning this form, | request
the above-named child’s used newborn screening
card(s) be released to the health care provider
and/or clinic named below.

Once the newborn screening card(s) are
released to the health care provider or clinic, the
Minnesota Department of Health cannot control
whether the provider or clinc shares the card(s)
with others. Contact the provider of clinic if you
have questions about their privacy policies and
practices.

To be valid, this form must be filled out

completely and signed by the individual or the
legal guardian of the minor. A copy is valid if it has
not been altered.

MNognucb poguTens nnm onekyHa:
Parent or guardian signature:

Kem npuxogutcsa pebEHKy:
Relationship to child:

Ynuua n Homep goma:
Street address:

fopoa;:

City:

LWiTaT: MoYTOBbIV UHAEKC: TenedoH:
State: Zip Phone:

CerogHAwWHAA gaTa:
Today’s date:

MouTtoBbIN aapec NOCTaBLWMUKA MEeAULUHCKUX YCAYT NN KTUHUKU

KoHTakTHOE nnuo:
Attention:




Crpoka agpeca 1:
Address line 1:

Ynuua n Homep goma:

Ctpoka agpeca 2:
Address line 2:

N2 KBapTMpbl, KOPNYC, NOAbE3A, 3TAaX U T. 4. (0TNpaBKa Ha aBOHEHTCKUIA ALLMK HEBO3MOXKHA)

lopoa:
City:
Wrar: MouTOBbIN MHAEKC: TenedoH:
State: Zip: Phone:

CTP. 2/2
OTnpaBbTe 3anN0/IHEHHYO popMy NO noyTe TenedoH: (800) 664-7772
nnn dakcy no cieayowemy agpecy nam ®dakc: (651) 215- 6285
HOomepy: dneKTpoHHas nouta: health.newbornsceening@state.mn.us
Minnesota Department of Health Beb -cait: www.health.state.mn.us/newbornscreening

Newborn Screening Program
P.O. Box 64899
St. Paul, MN 55164-0899


mailto:health.newbornscreening@state.mn.us
https://www.health.state.mn.us/newbornscreening
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