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CYSTIC FIBROSIS REFERRAL – APPOINTMENT CONFIRMATION 
 
 

NEWBORN INFORMATION:

Name at Time of Birth:

Other Names (AKA):

Mother's Name:

Date of Birth:

Hospital of Birth:

Medical Record #:

Single Birth            Twin A            Twin B            Other 

Gender:   Male          Female

 
 
 
 
 
Appointment for Sweat Test Scheduled:  Yes  No 
 
Date of Appointment:  ______________________ 
 
Comments: __________________________________________________________________ 
 
    
Signature: ________________________________ Date: _________________ 

 
Print name: _______________________________ 
 
 
Thank you for your cooperation with our follow-up efforts.  If further information is needed, 
please call (518) 473-7552. 
 
 
 
  
  
  
  
  
  
     


