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THE EXPIRATION DATE IS LOCATED ON THE
SCREENING STUB TOP LEFT SIDE

Please check your newborn screening specimen forms for filter
paper expiration date on each form before specimen collection.

The filter paper (card) for newborn screening blood collection has
a shelf life of three years. If a specimen is collected on expired
filter paper, the specimen will be unsatisfactory for testing and a
repeat collection will be required. Specimens collected on expired

forms after the expiration date July 31, 2009 will be rejected for
testing.

Please return expired forms to:
Delaware Newborn Screening Program
417 Federal Street
Dover, DE 19901

To Request Forms Contact the Newborn Screening Lab at:
Email:_labsupplies@state.de.us
Fax: (302) 653-1928
For Questions About Testing Contact Newborn Screening Lab at:
Phone: (302) 223-1520

8:00 am —4:30 pm

To Contact Delaware Newborn Screening Program Office

1-800-262-3030 or (302) 744-4544




