BOX C - Documentation and Certification of Lead Test Results by Health Care Provider

Test Date Type (V=venous, C=capilla Result (mcg/dL) Comments

Make a selection: |

Make a selection:| |

Make a selection: | |

Comments:

Person completing form: @ Health Care Provider/Designee OR @)School Health Professional/Designee

Provider Name: Signature:
Date: Phone:
Office Address:

BOX D - Bona Fide Religious Beliefs

| am the parent/guardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices, I object to any
blood lead testing of my child.

Parent or Guardian Name (Print): Signature: Date:
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This part of BOX D must be completed by child’s health care provider: Lead risk poisoning risk assessment questionnaire done: @Y ES @NO

Provider Name: | | Signature: | |

Date: I:I Phone: |

Office Address: | ‘




