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Please return m to:    Connecticut Department of Public Health 
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NEWBORN HEARING SCREENING REPORTING FORM

         Early Hearing Detection and Intervention Program   or Fax to: (860) 509-8132 
   10 Capitol Avenue, MS# 11 MAT, P.O. Box 340308       
      Hartford, CT 06134-0308 

Contact th DI Program at (860) 509-8057 with any questions.
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