San Francisco Department of Public Health
Communicable Disease Prevention Unit - Perinatal Hepatitis B Program

101 Grove Street, Room 406, San Francisco, CA 94102 Ph: 415-554-2834

Edwin Lee, Mayor DELIVERY ALERT FORM
Date:

Dear Prenatal Care Provider: Please attach this form along with the HBsAg positive lab report to the ACOG
Antepartum Record. When the baby is born the birtl hospital staff will complete the form. Thanks.

MOTHER:

First Name Last Name DOB

MI
EDD: Case: 38-

Birth Hospital Staff: Please complete and fax to (415) 554-2579.Thanks.

BirthHospital  ~ CPMC __ Other (specify)

Birth hospital staff completing this form- Name: Ph:
INFANT

Last Name First Name Middle Name

Date of birth Time of birth (military time)

MR# Sex M F Birth weight grams

HBIG givenon /| (date) at (military time)

Hepatitis B vaccinegivenon ___/ /  (date) at (military time)
Anticipated pediatrician- Name: Ph:

INFANT #2, If twins, also complete this information

Last Name First Name Middle Name

Date of birth Time of birth (military time)

MR# Sex M F Birth weight grams

HBIG givenon /[ (date) at (military time)

Hepatitis B vaccine givenon /| (date) at (military time)
Anticipated pediatrician- Name: Ph:

CONFIDENTIAL INFORMATIONS- is unlawful for unauthorized persons to review, copy, or disseminate confidential medical
information. If the reader of this warning is not the intended fax recipient or the intended recipient’s agent, you are hereby
notified you have received this message in error and that review or further disclosure of the information contained in this fax is
strictly prohibited. If you have received this message in error, please notify us at (415) 554-2834 and return the originals to us by
mail. Thanks.
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