‘:‘ CalOptima Health

oll 25 X121 SOl o A oy

Provider instructions: Please have the parent or guardian review and sign the information below.
Complete the bottom portion and retain this form in the patient's medical record.
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Provider use only:
Anticipatory guidance:

D Check box if verbal or written anticipatory guidance was provided to the parent or guardian.
For more information, visit: California Department of Public Health Anticipatory Guidance.
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https://www.cdph.ca.gov/Programs/CCDPHP/DEODC/CLPPB/CDPH%20Document%20Library/CLPPB-antguid(E)_ADA.pdf
http://www.caloptima.org

If parent or guardian signature is withheld:

D Check box if the parent or guardian declined to sign this Anticipatory Guidance and Blood
Lead Refusal form.

D Check box if the parent or guardian is unable to sign this Anticipatory Guidance and Blood
Lead Refusal form.

Reason(s) why parent or guardian is unable to sign:

Provider Signature or Stamp: Date:
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