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Child’s Name at Birth: 
 

Date of Birth: 

Newborn Screening Kit Number: 
 

Circle Birth Order if Multiple Birth: 
1st     2nd     3rd      4th      5th   

Mother’s Name at Time of Child’s Birth: 

 
Hospital of Birth: 

 
Before you sign this form please read, Your Baby’s Blood Spots.  It explains in more detail how your 
baby’s blood spots may be used in health research through the Michigan BioTrust for Health.  If you 
still have questions, please call the Michigan Department of Health and Human Services (MDHHS) 
toll free at 1-866-673-9939. 
 

 
Your choice applies to all blood spots collected for newborn screening. Please visit www.michigan.gov/biotrust for further information including research 
updates. For questions about your research rights or whom to contact in case of a research-related injury, please call the MDHHS IRB at 517-241-1928. 

 
 

  __________________________________________    ________________________ 
  Parent Signature       Date 
 

Instructions: 
 

1. Please affix patient label to the bottom of this form. 
2. After collecting parent decision, please photocopy and give one copy to parent. 
3. Submit original signed copy to MDHHS Laboratory in the envelopes with your hospital’s 

newborn screening cards. 
 
 

BioTrust Alternate Parental Consent Form: Newborn 
Screening Blood Spot Research Use 


