3anpoc Ha pacKpbiTue

Pa3pewieHue Ha pacKpbiTUe pe3ynbTaToB aHA/IM30B, NO/Iy4YeHHbIX B Xoae
CKPUHUHTIa HOBOpO)KAéHHbIX

Release Request Authorization to Release Newborn Screening Test Results

McnaHcKni
CTP.1/2
PEAQ. 01/2025

PaspelueHure Ha pacKkpbiTUE 3aLUNLLEHHON MeANLMHCKON MHOPMaL MM NEPEBOAUNKY

NnuHas undpopmauma

Individual Information

NUma n pammnna HoBOPOKAEHHOTO: |

Newborn First and Last Name

[aTa poxxaeHnA HOBOPOXKAEHHOrO: |

Newborn Birth Date

Nma n damumnma buonornyeckomn martepu: |

Birth Mother First and Last Name

[aTa poxaeHna matepu: |

Mother Birth Date

K/IMHWKa nam mecto poxaeHua: |

Hospital or Place of Birth

Homep TenedoHa KNANHUKK: |

Clinic Phone Number

Mpoluy pacKpbiTb pe3y/bTaTbl aHA/IM30B HOBOPOXAEHHOIO CegyloLWemMy nLy:
Please Release Newborn Screening Test Results To:

JINuo, KAMHMKA UK OpraHn3aLmns: |

Individual, Clinic, or Organization

Ynuua n Homep goma: |
Street Address

fopoa, WTaT U NOYTOBbIN NHAEKC: |

City, State, and ZIP Code

Homep TenedoHa: |

Phone Number

dakKc: |

Fax

fl noHMmalo cnegyoulee:

® Bce pe3ynbTaTbl aHaIM308B By4yT PacKpbIThl
Ha3BaHHbIM BbllE AULY, KAMHUKE AU OpraHU3aLmn.

¢ [locne TOro, Kak AaHHble ByayT pPacKpbITh

Ha3BaHHbIM BblLle NULY, KINHUKE UK OpraHu3aumm,
JenapTtameHT 3apaBooxpaHeHnsa MUHHeCOTbI
He CMOMeT MoMeLlaTb MM PAaCKpPbITb 3TU AaHHble
TpeTbum nmuam. C 3Toro MOMeHTa AaHHble

O/1bllie He MOTYT 6bITb 3aLWMLLEHBI 3aKOHAMM
wTaTa u PpesepanbHbIMM 3aKOHAMM O 3aLLnTe
KOHOMAEHUMANbHbBIX AaHHbIX.

® Y10bbl 06pecTun cuny, ata Gopma A0NMKHa
6bITb NOTHOCTLIO 3aNOJIHEHA M MOoANMNCAHA
3anpaLmnBaloLLIMM JIMLIOM UM 3aKOHHbIM OMEKYHOM
HecoBepLlueHHoneTHero. Konus aAencTBuTeNbHA, eCn
OHa He M3MeHeHa.

e [1na pacKpbiTUA Pe3ynbTaToB JIMYHOCTb
3anpaluMBaloLEro AuLa AOMKHA 6bITb
yAoCTOBepeHa npuaaraemoi K popme Konueii
yAocToBepeHUua IMYHocTu ¢ potorpadueii ninbo

HOTapuycom.

| understand to the following:

* All test Results will be released to the person, clinic,
or organization named above.

® Once the records are released to the person, clinic,
or organization named above, the Minnesota
Department of Health cannot prevent them from
being shared with a third parth. At that point, the
records may no longer be protected by the state and
federal privacy laws.

¢ To be valid, this form must be filled out completely
and signed by the individual or the legal guardian of a
minor. A copy is valid if it has not been altered.

® For results to be released, identify of the requesting
individual must be authenticated either by an
attached copy of a photo ID or by a notary public.



[aTta v Bpems:

Nmsa n dammnma 3anpalimBatowero mua uam
Date/Time

3aKOHHOrO OMeKyHa (neYaTHbIMK BykBamMm)
Printed Name of Individual Guardian

Moanucb HoTapuyca

Moanuck 3anpallmBaloLEro AnLa unm
Notary Public Signature

3aKOHHOrIO ONeKyHa
Signature of Individual Legal Guardian

CTP.2/2

TenedoH: (800) 664-7772

®akc: (651) 215-6285

dnekTpoHHaA noyta: health.newbornscreening@state.mn.us
Beb-caitt: www.health.state.mn.us/newbornscreening

OTtnpaBbTe 3anonHeHHY0 GopMy No agpecy:
Minnesota Department of Health

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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