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INSTRUCTIONS
Georgia’s Newborn Screening Program tests for Biotinidase Deficiency, CAH,
Galactosemia, Homocystinuria, Hypothyroidism, MSUD, MCAD*, PKU,
Sickle Cell Disease and Tyrosinemia between 48 hours and 1 week of life. A
specimen must be collected on all infants, regardless of age, prior to discharge
from the hospital. If the discharge is before 48 hours of age, a repeat specimen
is necessary within 7 days.

When collecting blood, fold back sheet to expose filter paper. Do not touch or
handle filter paper before or after applying blood.

See diagram for puncture site. Avoid previous puncture sites or curvature of
the heel.

Warm heel for three minutes.

Cleanse puncture site with 70% alcohol.

Allow the skin to air dry.

Make puncture using sterile lancet with tip not longer than 2.44 mm.
Wipe away first drop of blood with dry sterile gauze.

Allow second, larger drop of blood to form.

Gently apply filter paper to large drop of blood. Allow blood to soak through
and completely fill preprinted circle. Apply blood to one side of filter paper
only. (Either side may be chosen for procedure.) Do not use capillary tubes
for specimen collection.

Fill circle with single application to drop of blood. Do not layer successive
drops of blood.

Fill all six circles.

Exercise extreme caution to avoid touching the special absorbent paper used
for collecting the blood specimen. Only blood should come in contact with
this page.

Allow blood spots to thoroughly air dry for at least 4 hours on a flat,
nonabsorbent surface, away from direct heat and sunlight. Avoid touching or
smearing blood spots. Never superimpose one filter paper on another before
thoroughly drying. Do not refrigerate.

The State Laboratory assumes responsibility for testing only; whoever submits
specimens must assume liability for proper identification, collection and
prompt delivery of specimens to the State Laboratory.

Test results will be computer generated.
Store filter paper forms in a cool, dry place.
Order no more filter paper forms than can be used in 6 months.

When placing more than one specimen in an envelope, alternate forms so that
blood spots on adjacent forms are not in contact.

Ship completed collection forms to the testing laboratory within 24 hours of
collection. Ship specimen to: GA Public Health Laboratory

1749 Clairmont Road

Decatur, GA 30033-4053

Preferred puncture site is indicated by shaded area on heel.

*Beginning in 2005



ALL INFORMATION MUST BE PRINTED

GEORGIA PUBLIC HEALTH LABORATORY
NEWBORN SCREENING UNIT

Infant’s Name:

INSTRUCTIONS TO HOSPITAL.:

After entering infant’s ID and name, remove this copy and give it to the parents of this newborn along with the educational
brochure.

Dear Parents:

A few drops of blood have been taken from your new baby’s heel for testing by the State Newborn Screening Program. To
learn the results, please take this form to your baby’s first health care visit and ask for test results. Under current Georgia
State law normal test results will only be reported to the hospital where your baby was born and to the doctor listed on the
newborn screening collection form. Results of the test can be accessed by registered users of the Voice Response System at

404-321-2293.

If your children do not have health Insurance, they may qualify for State Program
“Peachcare for Kids”. For information call 1-877-427-3224.
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