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Perinatal Hepatitis B Prevention Program

Mother Case Management Report         
PO Box 149347/ Mail code 1939
                                                                                       Austin, Texas 78714-9347                                     
                                                                        FAX: (512) 458-7787   PHONE: (512) 458-7447                                                                  

Initial Report Date:      /    /    
          Interview Date:      /    /    
                  ID#    /   /   /  

                              

                                 (mm/dd/yyyy)                                              (mm/dd/yyyy)                             (yr/county/mother/hh#)
Mother Information:

Prior to this pregnancy was mother reported to DSHS?  Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  Unknown FORMCHECKBOX 

	Last Name:      
	First Name:      
	DOB:     /    /    

	Address:       
	City:       
	Zip:      
	County:       

	Home Phone:     -    -    
	Work Phone:     -    -    
	Medicaid #:      
	SSN#     -    -    

	Race/Ethnicity:      
	Country of Birth:                               Maternal Grandmother Country of Birth:            

	Language(s) Spoken:        
	Language Written:      

	Estimated Due Date (EDD):     /    /     
	Planned Delivery Hospital:      

	Mother treated during this pregnancy? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
    Treatment start date      /    /    
	Mother being monitored? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
            

	Referred By:      
	Prenatal Care? Yes  FORMCHECKBOX 
  No FORMCHECKBOX 
    
	Gravida:      
	Para:      

	Infant DOB:     /    /    
	Pregnancy Outcome:      


Mother Provider Information:

	   Physician’s Name:      
	Phone:     -    -    
	Fax:     -    -    

	   Address:       
	City:       
	Zip:       



Mother Hepatitis B Serology and Vaccination History: 

Prior hepatitis B serology test?        No   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 (If yes indicate lab results)

Prior report HBsAg:

    Reactive   FORMCHECKBOX 
  Non Reactive  FORMCHECKBOX 

Date:     /    /    
Prior report anti-HBs:

    Reactive   FORMCHECKBOX 
  Non Reactive  FORMCHECKBOX 

Date:     /    /    
Prior report anti-HBc:

    Reactive   FORMCHECKBOX 
  Non Reactive  FORMCHECKBOX 

Date:     /    /    
Prior hepatitis B vaccination history? 
No  FORMCHECKBOX 
   If Yes  FORMCHECKBOX 

Dates: ​​​​​​    /    /    ,     /    /    ,     /    /    
Mother Serology Tests Results:
	Type of Screen
	Type of Test
	Test Date
	Result
	Reporter (Lab)
	Provider (Doctor/Clinic)

	1st Prenatal 
	HBsAg
	    /    /    
	     
	     
	     

	
	Anti-HBs
	    /    /    
	     
	     
	     

	
	Anti-HBc
	    /    /    
	     
	     
	     

	
	Core IgM-IgG
	    /    /    
	     
	     
	     

	Test at Delivery 
	HBsAg
	    /    /    
	     
	     
	     

	
	Anti-HBs
	    /    /    
	     
	     
	     

	
	Anti-HBc
	    /    /    
	     
	     
	     

	
	Core IgM-IgG
	    /    /    
	     
	     
	     

	Carrier Status
	HBsAg
	    /    /    
	     
	     
	     

	
	Anti-HBs
	    /    /    
	     
	     
	     

	
	Anti-HBc
	    /    /    
	     
	     
	     


Additional Serology Results? No  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  HBeAg  FORMCHECKBOX 
  HBV DNA Viral Load  FORMCHECKBOX 
   Other  FORMCHECKBOX 
   Date:     /    /    
Chronic carrier referred for medical follow up? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   Any other infections/conditions? No  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  Hep C  FORMCHECKBOX 
  

                                                                                                                                                                         HIV  FORMCHECKBOX 
  Syphillis  FORMCHECKBOX 
  
Mother susceptible? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   Refused vaccine series? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  
 Hepatitis B vaccine series given (date):     /    /    ,     /    /    ,     /    /        
                                                                         HBV1                   HBV2                  HBV3
Perinatal Hepatiitis B Prevention Program
Mother Case Management Report            

                                           
                                      PO Box 149347/ Mail code 1939


Austin, Texas 78714-9347

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

                                                                                                                                         ID#    /   /   /  
                                                                                                                                                    (yr/county/mother/hh#)
	Disposition: (refer to chart below for closure and status codes)
Date Closed:     /    /    
Reason Closed:      
Status:      



Comments:      
Other Information:





     

Name of case manager:       
Name of organization:       
Address of organization:        
Telephone number (include area code) of organization:       
· The case management report should be sent by FAX or MAIL within 15 days following identification of the HBsAg-positive pregnant woman to the regional perinatal hepatitis B prevention nurse coordinator.  Updated case management reports should be FAXED or MAILED IMMEDIATELY AFTER the mother completes any serology testing to the regional perinatal hepatitis B prevention nurse coordinator.

· If the mother moves from your jurisdiction before completing all prevention activities, complete the Case Management Transfer form, include the new address and submit to the regional perinatal hepatitis B prevention nurse coordinator within 15 days of notification.  
	Closure Codes
	Explanation

	1
	Completed Case Management 

(received complete vaccine series and Post Vaccine Serology)

	2
	Completed Service

(Screened or had previous documentation of testing)

	3
	Death Of Client

	4
	Ineligible
(Use if index case is not pregnant or is not HBsAg+)

	5
	Lost to Follow-up

	6
	Moved Out of State

	7
	Moved Out of Country

	8
	Noncompliant / Refused

	9
	Never Located

	10
	Transferred 

	11
	Houston / San Antonio

	

	Status Codes
	Explanation

	1
	Immune 

(Vaccinated)

	2
	Immune 

(Resolved Infection)

	3
	Infected

(Carrier)

	4
	Vaccinated not tested

	5
	Discrepant Results

	6
	Susceptible

	7
	Non-responder

	8
	Unknown
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