NEWBORN SCREEN RESULTS
MEDICAL RELEASE FORM

AUTORIZACION PARA DIVULGAR INFORMACION MEDICA
PASSAIC PEDIATRICS II
913 MAIN AVE, PASSAIC, NJ 07055

PHONE # 973-458-8000,  FAX # 973-458-8425
TO:   ___________________NEWBORN SCREENING PROGRAM_________________
# TELEFONO/PHONE:   _________________609-530-8371___________________________

# FAX:   __________________________609-530-8373________________________________

Mother's name/Nombre de la mama_____________________________________________

Child's name/Nombre del Bebe:________________________________________________

Hospital where baby was born/Hospital donde nacio el bebe:_______________________

Child's DOB/Fecha de nacimiento del bebe:_______________________________________

Patient's Address/Direccion del paciente:_________________________________________

Patient's Phone#/Telefono del paciente:_________________________________________

**FIRMA DEL PADRE/LA MADRE**: _____________________________________________



PLEASE SEND US THE FOLLOWING:   (Por favor mandarnos lo siguiente:)


____NEWBORN SCREEN RESULTS (pruebas del recien nacido del hospital)
Comments (Comentarios):

____________________________________________________________________________
*** Confidentiality Notice ***

The documentations accompanying this facsimile transmission contain confidential information belonging to the sender that are legally privileged.  This information is intended only for the use of the individual or entity.  Any other party is required to destroy the information after its stated need has been fulfilled, unless otherwise required by the state law.  If you are not the intended recipient, you are hereby notified that disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited.  If you have received this facsimile in error, please notify the sender immediately to arrange for return of these documents

