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HOSPITAL REPORT — PERINATAL HEPATITISB
For Follow-Up of Infants Born to HBsAg+ Mothers

Please fax or send this report within 24 hours of the baby’sbirth to the Perinatal Hepatitis B Prevention Unit
(fax no.: 213-351-2781). If you have any questions, please call the Perinatal Hepatitis B staff at (213) 351-7400.

For Use by Obstetrical/Hospital Staff:

Infant’s Name Infant’s DOB / /

Time of Birth

Mother’'s Name Mother’'s DOB / /

Mother Record #

Address
Street (incl. Apt. #) City Zip Code Infant Record #
Phone#s ( ) ( )
Infant Weight
Emergency Phone#  ( )
Mother’s Language
Delivery Hospital
Prenatal Care Provider Phone # ( )
Obstetrician Phone # ( )
Pediatrician Phone # ( )
Date of Positive HBsAg Test on Mother: / / Form Completed by:
Date
|PL EASE ATTACH A COPY OF THE LABORATORY REPORTl
I mmunoprophylaxis
Given to Infant: Date Given Time Given
HBIG 0.5ml / / Not Given:

Give both of -

these within (Specify)

12 hours of Please check vaccine given:

birth Hep B Vaccine #1 I 1 Engerix-B 0.5ml (10mcg)

Recombivax-HB  0.5ml (5mcg)
Not Given:

(Specity)

The information contained in thisfacsimile is privileged and confidential and isintended only for the use of the recipient listed above. If you are
neither the intended recipient or the employee or agent of the intended recipient responsible for the delivery of thisinformation, you are hereby
notified that the disclosure, copying, use or distribution of thisinformation is rictly prohibited. If you have received this transmission in error,
please notify usimmediately by telephoneto arrangefor thereturn of thetransmitted documentsto usor to verify their destruction.
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