BiamoBa 6aTbKiB Big, CKpMHiIHIY HOBOHapoAXeHUx abo BigCcTPOUKa MOro npoBeaeHHA
Parental Refusal or Delay of Newborn Screening
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[03BiN Ha po3ro/ioLeHHs KoHPiAeHLiNMHOI iHbopMaLii Npo cTaH 340p0B’A NepeKknagayesi.
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Place patient label to cover or complete below

REV 02/2026 MPI3BULLE, IM’A guTnHK |

Baby’s Name (LAST, FIRST)

[aTa HapogKeHHs |

Date of Birth

MPI3BULLE, IM’A maTepi
Mother’s Name (LAST,FIRST)

NikapHa / ARyLlepKa |

Hospital/Midwife

Bu ma€Te npaso BiAMOBUTUCA Bif, CKPUHIHTY BalOi AUTUHMU
abo BiacTpounTH Moro nposeneHHs. Bubepitb i nocTaBTe CBOI
iHILiaIM HUXKYE BiNs TUX YaCTUH CKPUHIHTY
HOBOHAPOAMKEHUX, Bif, AKMX BU BarkaeTe BigMoBUTUCA a0 AKi
Xo4yeTe BiACTPOUMNTH.

Bac noiHpopmoBaHO NPoO PU3MKK, NOB'A3aHI 3 BiACTPOUKOIO
Ta/abo BiAMOBOIO Bif, CKPMHIHIY BaLLOi AUTMHU. MNianMUcaHHA
Liei dopmm 03HaYaE, WO BM BiAMOBNAETECA Big, CKPUHIHIY Ha
AaHUA MOMEHT. B MoxkeTe BUPILUMTU NPOBECTU CKPUHIHT
CBOEI ANTUHM Mi3Hiwe. AKLLO BU BMUPILLMUTE NPOBECTN CKPUHIHT
HOBOHapoArKeHoro nisHiwe, MDH HacTiiHO pekomeHAaye
NPOBECTUN CKPUHIHT NPOTATOM MEPLIOTrO TUMKHA KUTTA, KOAU
pe3ynbTaTv CKPUHIHTY € HAUTOYHILWMMU.

AKLLO BM BUPIWINTE NPOBECTU CKPUHIHT AUTUHU, ane He
xoueTe, WOob pe3ynbTaT 06CTEXEHHA Ta 3Pa3KM KPOBI
36epirannca 8 MDH, Bu moxeTe nogatu 3anaBKy Ha ix
3HULLLEHHA B Byab-AKWMI Yac. HeobxigHy popmy moxHa
3HaWTU Ha Beb-caiTi Mporpamm CKPUHIHIY HOBOHAPOAKEHUX
MDH 3a agpecoto www.health.state.mn.us/people/
newbornscreening

You have the right to refuse or delay having your baby
screened. Select and initial below which part(s) of
newborn screening you wish to refuse or delay.

You have been informed of the risks of delaying and/or
not screening your baby. Signing this form means you are
refusing screening at this time. You can choose to have
your baby screened at a later time. If you choose to have
newborn screening done later, MDH strongly encourages
completing screening within one week of age when
screening is most accurate.

Should you choose to have your baby screened and

do not want MDH to keep your baby’s test results and
blood spots, there is the option to have them destroyed
at any time. Please see the MDH Newborn Screening
Program website for the required form www.health.
state.mn.us/people/newbornscreening

A ycBigomntoto, WO 03HAKM Ta CUMMNTOMM 3aXBOPIOBAHb MOMYTb NPOABUTUCA
KPOB HA gye g nepLi gHi XUTTA. [leaki 03HaKM Ta CUMNTOMM MOXKYTb HE NPOABAATUCA
AHAJI3U NpoTArom KinbKox TUXKHIB abo micALiB. HEBUABNEHHA Ta HECBOEYACHE

NIKYBaHHA LMX 3aXBOPHOBaHb MOXe NPU3BECTM [I0 TpUBanmx npobnem 3i

300poB’sasm abo cmepTi.

| understand signs and symptoms of disease can occur within the first few I:l BIACTPOYKA
BLOOD days of life. Some signs and symptoms may not show for several weeks or

[] BiamoBA | |

IHiujanm 6aTbka/MaTepi abo onikyHa
Refuse Parent/Guardian Initials

L 1

Delay IHiLjam ceiaka

SPOT  months. Permanent health problems or death can occur if these diseases Witness Initials
are not identified and treated early.
CNYX A ycsinomnioto, Wo 6e3 CKpUHiHry BTpaTa CIXy MOXKe 6yT1 HEMOMITHOIO |:| BIAMOBA
Bi4PA3y NiC/IA HApOAKEeHHs. Byb-AKa CTyniHb BTPATU CYXY MOXKe Refuse IniLjam GaToRa/MaTep! a6o orikyHa
CMPUUUHWTI 3aTPUMKY MOBHOTO, EMOLAHOTO Ta COLLIa/IbHOTO PO3BUTKY. Parent/Guardian Initials
| understand that hearing loss may not be noticeable at birth without D BIACTPOYKA |:|
HEARING screening. Any amount of hearing loss may delay speech, language, Delay IHiLjanm ceiaxa

emotional and social development.

Witness Initials
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Al yCBIZOM/IIOHO, LLLO O3HAKM Ta CUMMNTOMM BaZ, Ce
vabe MZ)Kyfb He I'IpC;ﬂu:}'IHTVICFI NPOTArOM Ki/IbKOX fl;l)Kl-?iI;F;6O micauyis. bes D BIAMOBA :l
OKCUMETPIAl iXHbOrO CBOEYACHOTO BUABAEHHS Ta NiKYBaHHA MOXK/IMBI HE3BOPOTHI Refuse IHiLjanm GaTbKa/matepi abo onikyHa
ycKnaAHeHHs abo cmepT. Parent/Guardian Initials
PULSE | understand that the signs and symptoms of heart defects [] BIACTPOYKA |:|
sometimes do not appear for several weeks or months. Permanent Delay IHiLjam ceigxa
OXIMETRY damage or death can occur if not identified and treated early. Witness Initials

Y pasi BIACTPOYEHOIO obcTexeHHA BKaKiTb im’s 0cobu, sika npoBeae 06CTeKeHHA BaLLOT ANTUHMU:
For any DELAYED screenings, please provide the name of who will complete your baby’s screening:

HasBa KniHikn/im'sa nikapsa/akywepku: | |
Clinic/provider/midwife name:

IM'A 6aTbKa/maTepi abo onikyHa (4pyKoBaHUMM iTepamum): | |
Parent or Guardian Printed Name:

Nianuc 6atbka/matepi abo onikyHa: | [Oarta: |
Parent or Guardian Signature: Date:

CraTyc LLOA0 HOBOHAPOAKEHOTO: | Homep TenedoHy: | |
Relationship to Newborn: Phone Number:

3anoBHIOETLCA /INLLE NiKapHelo / akyLepKoto
To be completed by hospital/midwife only

IM's1 cBiKa (ApyKoBaHUMM NiTepamMm): | |
Witness Printed Name:

1 NMignuc ceigKa: | | Mocaga / ponb cBigKa: |
E Witness Signature: Witness Title / Role:

1
1 IW'a apyroro ceiaka (opykosaHUMu nitepamu) (3a BarkaHHAM): | |

i Second Witness Printed Name (optional):

' Mignuc apyroro ceigKa (3a 6arkaHHAM): | |
E Second Witness Signature (optional):

E BaTbKM / OniKyHW BiAMOBMANCA Bif NPOBEAEHHA YacTUHW abo BCbOro 0bCcTeXKeHHA HOBOHAPOAKEHOTO UM BiZKNANN MOTO
1 NPOBEAEHHA i BUPILLMAK He NigNUCYBaTH LIeN LOKYMEHT.

i The parent(s) / guardian(s) have refused or delayed some or all parts of the newborn screen and have elected not to sign.

Providers - continue to page 3



PAGE 3 | 3

Parental Refusal or Delay of Newborn Screening

IHCTPYKUiT Ana nikapeHb/aKyLLepoK WoAo 3anoBHEHHS Ljiei dopmu
Hospital/Midwife Instructions for Completing this Form

HeobxigHo 3anoBHUTK 1-y cTOpiHKY popmm «Bigmosa
baTbKiB Big, CKPUHIHTY HOBOHapoAKeHMX abo BiACTPOUKa
ioro npoBeaeHHs». Miannucany ¢opmy HeobxiaHO aAoaaTtu
N0 MeaNYHOT KapTu ANTUHWM, a Ti KONito — Hagicnaty 4o
Department of Health (3akoH wraty MiHHecoTa 144.125).

115 CNPOLLEHHSA NPOLLECY T YHUKHEHHA YNCIEHHWUX 3BEPHEHD
B GOKY NepCoHany, LLLO NPOBOAUTL CKPUHIHT HOBOHAPOAKEHWX,
byab nacka, Hagiwnite dopmy pakcom abo nowwtoro ao MDH
IPOTArOM CEMM AHIB MiCNSA HAPOOMKEHHA.

3 3anNMTaHHAMM 3BepTalTeca 3a Homepom 651-201-5466.

OpuriHan dopmu goaatm go:
MeanyHOT KapT HOBOHAPOAKEHOTO

Konito HagicnhaTtu 3a agpecoto:
Minnesota Department of Health
Newborn Screening

P.0. Box 64899

5t. Paul, MN 55164-0899

(bakc: (651) 215-6285
Fn.nowrTa: health.newbornscreening@state.mn.us

Konito Hagichatu:
FaTtbkam / onikyHam

Konito Haaichatu:
ikapto NepBUHHOI MeANYHOT ZoNoMOru / B KAiHIKY

Page 1 of the Parental Refusal or Delay of Newborn
Screening form must be completed. The signed form
must be made part of the infant’s medical record and a
copy shall be provided to the Department of Health (MN
Statute 144.125).

To streamline the process and avoid multiple contacts
from newborn screening staff, please fax or mail the form
to MDH within seven days of birth.

Call 651-201-5466 with any questions.

Original form to:
Newborn’s Medical Record

Copy to:

Minnesota Department of Health
Newborn Screening

P.O. Box 64899

St. Paul, MN 55164-0899

Fax: (651) 215-6285
Email: health.newbornscreening@state.mn.us

Copy to:
Parent / Legal Guardian

Copy to:
Primary Care Provider / Clinic
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