
 

NEWBORN SCREENING TEST QUESTIONNAIRE 

Dear Parent (s):   

Please assist us with the following information:    

Newborn’s Name: ___________________________________________________________ 

Mother’s Name: _____________________________________________________________                                                           

Was a Newborn Screening Test Performed?     ___ Yes   ___ No 

If yes, where was the test performed? __________________________________________ 

___________________________________________________________________________ 

Date of test: ________________________ 

If no, please attach a copy of the refusal formed signed (NBS-TR) 

Does your newborn have a primary care physician? If so, please complete the following: 

Provider’s Name: ____________________________________________________________ 

Address: ___________________________________________________________________ 

___________________________________________________________________________ 

 

4065 County Circle Drive, RM 102, Riverside, California 92503, ph 951.358.5068



Telephone Number:  _______________________________ 

For further assistance, Please contact Victoria Cardenas at 951-358-5267.  
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