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Mother’s Information:
	Last Name:      
	First Name:      
	DOB:      

	Address:       
	City:       
	Zip:      
	County:       

	Home Phone:      
	Work Phone:      
	Medicaid  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Race/Ethnicity:           W-White, H-Hispanic, B-Black, I-Am Indian, A-Asian, O-Other
	Medicaid Number      


	Mother’s Provider Information:

Doctor’s Name:      
	Phone:      
	Fax:      

	Address:       
	City:       
	Zip:       

	Has mother been in perinatal hepatitis B program?    FORMCHECKBOX 
Y   FORMCHECKBOX 
 N       If Yes give ID#:      /     /     /     



	Mother’s Hepatitis C Laboratory Testing and Vaccination History:

	Anti HCV (EIA):
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	
	ALT
	     
	Date:      

	RIBA:
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	
	AST
	     
	Date:      

	PCR or TMA:
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	
	Other        
	Date:      

	Genotype
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	
	
	
	

	Viral Load
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	
	
	
	

	Hepatitis A vaccine?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Date:      
	Date:      
	
	

	Hepatitis B vaccine?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Date:      
	Date:      
	Date:      


Infant’s Information:

	Last Name:       
	First Name:       
	DOB:      

	Address:       
	City:       
	Zip:      
	County:       

	Delivery Hospital:      
	Sex: M  FORMCHECKBOX 
  F  FORMCHECKBOX 

	Medicaid  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Race/Ethnicity:           W-White, H-Hispanic, B-Black, I-Am Indian, A-Asian, O-Other
Medicaid Number      



Infant’s Provider Information:

	Doctor’s Name:      
	Phone:      
	Fax:      

	Address:       
	City:       
	Zip:       


	Infant’s Hepatitis C Laboratory Testing:

	Initial Test Results
	Follow-up Test Results

	Anti HCV (EIA):
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	Anti HCV (EIA):
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      

	RIBA:
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	RIBA:
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      

	PCR or TMA:
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	PCR or TMA:
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      

	Genotype
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	Genotype
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      

	Viral Load
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	Viral Load
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      

	ALT
	     
	
	Date:      
	ALT
	     
	
	Date:      

	AST
	     
	
	Date:      
	AST
	     
	
	Date:      

	
	
	
	Additional Tests
	
	
	

	Genotype
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	ALT
	     
	Date:      

	Viral Load
	Pos  FORMCHECKBOX 

	Neg  FORMCHECKBOX 

	Date:      
	Other        
	Date:      


Comments:      
Basic Evaluation Protocol for Infants Born to Mothers With HCV
	Mother’s Status
	3 months
	9-12 months
	>18 months

	Anti-HCV positive, RNA negative mothers
	
	
	1) EIA, if positive PCR or viral load

2) Liver enzymes

	Anti-HCV positive, RNA positive mothers
	1) PCR or viral load

2) Liver enzymes
	If liver enzymes elevated at three months repeat PCR or viral load
	1) EIA and PCR or viral load

2) Liver enzymes


Adapted from: Guidelines for the Screening and Follow-up of Infants Born to anti-HCV Positive Mothers, Resti, M. et al, Digestive and Liver Diseases, 35:453-457, 2003

Mother and Infant’s Case Management:

	Hepatitis education provided
	Date:  mm/dd/yy

	Pediatrician contacted
	Date:  mm/dd/yy
Zip:      
County:       

	OB/GYN contacted
	Date: mm/dd/yy
	

	Discussed voluntary Case Management for Children and Pregnant Women with client

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N Date: mm/dd/yy



Contact Information
	Name of person completing summary:      

	Name of organization:      

	Address:      

	Telephone number:      


Please forward a copy of this form to the Infectious Disease Control Unit, 512-458-7616 fax. Direct any questions to 512-458-7676.  Additional information on hepatitis is available on the web at www.texasdisease.org 

Comments:      
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