NEBRASKA
Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES

NEBRASKA METABOLIC FOOD SUPPLEMENT AND TREATMENT SERVICES PROGRAM
FOR INDIVIDUALS WITH INBORN ERRORS IN METABOLISM
INCLUDED IN NEBRASKA’S NEWBORN SCREENING PANEL

ANNUAL ELIGIBILITY AND RESIDENCY CONFIRMATION

This section to be completed by the parent or legal guardian of a minor, or the individual or their legal
guardian if at or above the age of majority. Please PRINT except for signature.

Name of Eligible Individual:

Date of Birth: / / Address:
City: , Nebraska, ZIP:
Phone: E-Mail:

Person(s) ordering on behalf of the eligible individual:

Name: Relationship

Name: Relationship

| attest or affirm that the eligible individual is a resident of the State of Nebraska, and that | will notify
the Metabolic Food Supplement and Treatment Services Program of any change in this status.

Signature: Date:

Scan and e-mail to: dhhs.newbornscreening@nebraska.gov, or Fax: to 402 471-1863 or
Mail to Newborn Screening Program, 301 Centennial Mall South, Lincoln NE 68509-5026.




