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This is a screening instrument, samples considered capillary. If elevated, send venous sample to your reference laboratory for analysis 
  

Fax this form to 512-776-7699 
 

Texas Childhood Lead Poisoning 
Prevention Program 

Provider Name ____________________________________ Phone (_______) _______ - _____________ 
 
Address ________________________________ City______________________ State _______ Zip _______ 

Codes for Race: 
I = American Indian or Alaskan Native     A = Asian     B = Black or African American    
P = Native Hawaiian or Other Pacific Islander     W = White     O = Other 
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