Evidence of Blood Lead Testing
(12 months to 6 years)
Child’s name:____________________________________________________________
Child’s Date of Birth: __________________________________
Receipt of Test:
Date of Test: ________________________________
Administered by: ______________________________
Medical Provider Address:
________________________________________
________________________________________
________________________________________
Refusal of Test:
I verify that I have been made aware of the serious and long term health effects of lead poisoning on children under the age of six years.  I do object to my child being blood tested in order to determine if he/she is lead poisoned.
Reason for Refusal_________________________________________
Signed_________________________________ Date_____________
                                                                  (Parent/Guardian)

Relation to Child___________________________________________
Parent/Guardian Address
____________________________________
____________________________________
____________________________________


