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MOTHER’S INFORMATION:                              

Name:

	


DOB:      /     /     

Address:

	

	

	


Phone number:

(
)





Mother’s preferred language:

	


Gravida: 

Para: 



PRENATAL CARE PROVIDER INFORMATION: 
Name:

	


Address:

	

	

	


Phone number:

(
)
    

 

PLANNED DELIVERY HOSPITAL INFORMATION: 

Name:

	


Phone number:

(
)





EDC:  







MOTHER’S TEST RESULTS: 

Date(s) of Result: 



 FORMCHECKBOX 

HBsAg
Result:



 FORMCHECKBOX 

anti-HBc
Result:



 FORMCHECKBOX 

anti-HBc IgM
Result:



 FORMCHECKBOX 

anti-HBs 
Result:



 FORMCHECKBOX 

HBeAg
Result:



INFANT INFORMATION:
Name:

	


Infant DOB:       /     /     

Time of birth: 





Post-birth Vaccination Information:
	
	Hepatitis B Vaccine
	HBIG

	Date
	
	

	Time
	
	

	Formulation
	
	

	Dose
	
	

	Manufacturer
	
	

	Lot #
	
	


INFANT CARE PROVIDER INFORMATION: 
Provider’s Name:

	


Provider’s Address:

	

	

	


Provider’s Phone number:

	


REPORTED BY:

Name:  






Phone Number: (_____)____________________

Physician’s Prenatal Report of HBsAg-positive Mother





Perinatal Hepatitis B Prevention Program


Department of State Health Services


Infectious Disease Intervention and Control Branch


FAX:	(512) 458-7787 	PHONE: (512) 458-7447
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