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BLOOD LEAD RESULTS
Additional Blood Lead Results, Not Previously Reported

Data/Information Required by Administrative Rules R 325.9082 and R 325.9083

	Medicaid Health Plan Name:

	     

	Contact Person:
	Date:
	Contact Number:

	     
	     
	(       )       -      


Patient Information

(Print/Type)
	Last Name: 
	First Name: 
	MI: 

	     
	     
	 

	Address:
	Apt. #
	City:
	State:
	Zip:

	     
	     
	     
	  
	     

	Phone:
	Birth Date (mm/dd/yyyy)
	Gender:

	(       )        -      
	       /        /       
	 FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female

	Race/Ethnicity (Check all that apply):

 FORMCHECKBOX 
  American Indian or Alaska Native

 FORMCHECKBOX 
  Asian

 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
  Native Hawaiian or Other Pacific Islander

 FORMCHECKBOX 
  White

 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Middle Eastern or Arabic

 FORMCHECKBOX 
  Other ____________________
	Social Security Number:

	
	        -          -      

	
	Parent/Guardian Name:

	
	     

	
	Medicaid ID: (10 digits)

	
	     


Mail or fax, with copy of lab report:



Michigan Department of Health and Human Services


Childhood Lead Poisoning Prevention Program


109 West Michigan Avenue


PO Box 30195



Lansing, MI 48909



Fax Number:  (517) 335-8509


Phone Number:  (517) 335-8885
The Michigan Department of Health and Human Services is an equal opportunity employer, services and programs provider.
MSA-1532 (01/08)

