
LHD PERINATAL HEPATITIS B CASE ROSTER 
 

             Health District Jurisdiction: ___________________________ PHBPP Nurse Name & Phone: _____________________________________________________________ 
 
             Mother ODRS Case#: ______________________ Address: _______________________________________________________________________________________ 
  
             Case Phone #: ____________________________ LHD Initial Contact Date: ________________________    Closed Date: _____________________________________          
 
             Case DOB: ______________   Country of Birth: ______________ Living Household Children: ________ Partner Name: _______________________________________ 
 
             EDD (due date): _____________ Obstetrician/PCP: ___________________________________________ Mother Prenatal HBsAG Date/Results: ____________________  
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