NEWBORN SCREENING ONTARIO
DEPISTAGE NEONATAL ONTARIO
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NSO is located at the Children’s
Hospital of Eastern Ontario

PROOF OF GUARDIANSHIP

FOR NSO USE ONLY

NSO #

Please print clearly

1.

Patient Information

Child’s Name at birth:

Date of Birth (dd/mm/yyyy): ___/ _/
Health Card Number:

Mother’s Name (at time of child’s birth):

Other:

Parent/Guardian Information:

[0 Check here if you are the sole

guardian for the child indicated above

Last name First name

Signature Date (dd/mm/yyyy) Location
ID provided: Number:

O [Iwarrantthat the above information is true and accurate.

Additional Parent/Guardian Information (if applicable):

Last name First name
Signature Date (dd/mm/yyyy) Location
ID provided: Number:
O Iwarrant that the above information is true and accurate.
Notarization
Subscribed and sworn to before me this day of ,20
Signature of Notary Public:
Affix Notary Seal Here
415 Smyth Road, Ottawa Ontario K1H 8M8 Phone: 613-738-3222 - 1-877-NBS-8330 - Fax: 613-738-0853 ‘

www.newbornscreening.on.ca - newbornscreening@cheo.on.ca @NBS_Ontario



