
Ontario Newborn Screening Program 
Children’s Hospital of Eastern Ontario 

401 Smyth, Ottawa Ont. K1H 8L1 

  

 2009-7-27 
Hospital Name 
Hospital Address 
FAX: 123-456-7890 
 
RE: DOE, Baby Boy 
Health Card Number: 1234567890  
Submitter Accession #: 0987654321  
ONSL#:  200901010001 
Mother’s Name : DOE, Jane 

 
Gender: M 
DOB:  2009/01/01 12:01am 
D.O.C.: 2009/01/01 12:01pm 
  

  
A request for a repeat newborn screening sample was made in writing and/or by telephone for the 
above baby. Unfortunately, according to our records, no repeat sample has been received. 
 
Please complete and return this form to the Ontario Newborn Screening Program by fax to (613) 738-0853 as soon 
as possible indicating which of the following applies: 
 
At times our system cannot locate a repeat sample due to name changes or changes in demographic information.  
Please advise us if any of the following apply. 
 

 a repeat sample was drawn on Date: _______________________. If this was done under 

a different name, please indicate. Baby’s Name: _________________________ 

 a negative report has been received for this baby.   

 Please indicate the ONSL # : ________________________________________________ 

 
OR 

 
The family was contacted and advised that the initial newborn screen was unsatisfactory, their baby may still be at 
risk for all the conditions on the panel, and a repeat newborn screen is recommended. 
 

  YES       NO     
 

If YES –  
 parent(s) indicated that they will be bringing the baby back for a repeat sample 

 
 parent(s) declined to bring baby for a repeat sample 

 
If NO –  Please advise the ONSP if you relayed the request through a phone call and/or letter to primary 

health care provider.  
  
   YES       NO      
 
Dr. _______________________________ at phone number: __________________ on Date: _________________ 
 
 
FORM COMPLETED BY:_______________________________________________________________________  
   (Please Print - Name and Job Title) 
 
Phone Number: _____________________ ext. _____________      Date: ______________________                  
 
If you have questions or concerns about this request, please contact the genetic counsellor with the Newborn 
Screening Program at 613-738-3222, option 1.  Thank you very much for your time and cooperation. 
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