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Questions? Please visit our website for additional information and training resources.
www.healthoregon.org/nbs Email: NWRegional.NBS@odhsoha.Oregon.gov Phone: 503-693-4174
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Name of the clinic where baby will receive
primary care. The PCP will review and act upon
screening results.

City, state, and NBS code*.
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Questions? Please visit our website for additional information and training resources.
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A specimen collection card must be completed for every baby and sent to the state lab,

even if blood will not be collected.

Check if baby was TRANSFERRED or DECEASED prior to collection of the bloodspot specimen.

If guardian refuses screening, check REFUSED box. Guardian must review, fill out and sign/date
\the refusal form located on back of collection card. /
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*NBS code o
NBS code is your facility submitter code. A list of NBS codes is available
on the state lab website: www.healthoregon.org/nbs
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