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PERINATAL HEPATITIS B PROGRAM
REFERRAL FORM

Mother’s name


D.O.B.


Medical Record #



Other name mother may have used








Address













Street


Apt.

City

State

Zip

Telephone













Home


Work



Other

EDC



Anticipated delivery hospital





Infant’s name



D.O.B.


Medical Record#


Date/time HBIG given


Date Hep B #1 given





Referring agency



Telephone






Check applicable risk factor(s)

· Positive for HBsAg during pregnancy


· NO prenatal care





· NO HBsAg screening during pregnancy

 
HBsAg status if completed at time of delivery



Phone or fax to:




San Antonio Metropolitan Health District




Attn: Tom Gonzalez, MLT

                                    Health Program Supervisor

           


Perinatal Hepatitis B Program



332 West Commerce St., Suite 108




San Antonio, TX  78205-2489




Fax:  (210) 224-9853



Phone:  (210) 207-2088
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