Androscoggin Head Start & Child Care

Authorization for Lead Screening Clinic
I hereby give my consent/denial for my child to receive a capillary screening for lead.  This screening is a finger prick blood test.  The screening is provided through AHSCC in collaboration with local Health Care Providers.  Results from the Maine State Lab will be sent to AHSCC.  AHSCC will inform you, the parents, as well as your child’s Doctor of the results.  
EPSDT requires a child to have a blood lead screening for lead at 1 & 2 years of age.  Head Start has a federal mandate to screen all children under the age of 72 months.  AHSCC was unable to obtain lab results from your child’s Doctor. 
Child’s Information 

Child’s  Name_____________________________ __________________________ 
DOB _____________  
 Maine Care #____________________________________________

Based on your child’s record He/She is in need of the following screening. Please indicate by circling,

 yes or no, if you would like your child screened at this time. 

_______Lead…………………………..Parent: Yes or No
Will you be attending the screening with your child………..Parent: Yes or No
If you would like more information about this important screening for your child, please contact the 

Health Coordinator- Norma Larocque- 207-795-4040 ext 312 

  We can provide you with educational handouts on the risk of lead poisoning.  Your child’s health and

       
  wellbeing are so important to us, and we would like to be able to ease your concerns on this screening for your child.
 Confidential
I understand that my records are protected under the federal regulations governing confidentiality and cannot be disclosed with out my written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it. 

_________________________________
______________________________            ___________
       Parent/Guardian’s Name (Print Please)
          Parent/Guardian’s Signature                                 Date
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________

                                          ___________
               Healthcare Provider’s Signature                                                                                                          Date
