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HBV Hospital Neonate Reporting Form 

For all neonates who receive HBIg &/ HBV vaccine at birth, please print clearly & fax immediately to 416-338-8440 

Delivery hospital:  HRH  NYGH  SRH – B  SHSC 
 MGH (TEGH)  SJHC  SRH – C  WOHS  
 MSH  SMH  SRH – G  Other________________ 

Form Completed by: ________________________________________________Phone: ______________ 

Mother's Data 

Name (last, first): _______________________________________________________________________ 
MRN__________________________________________   DOB: (yy/mmm/dd)________________ 
Address: ___________________________________________________ Phone: __________________ 
Physician delivering baby: _____________________________________  Phone: __________________ 

Baby's Data (submit one form per baby) 
Birth:  single  twins  multiples (please indicate number: ___) 

Name (last, first): ______________________________________________________________________ 
MRN: ______________________   Gender:  Male    Baby's DOB (yy/mmm/dd) __________ 
Birth weight: _______________________   Female    Birth time: (24hr clock) _____________ 
Hepatitis B Immune Globulin (HBIg) given:    Yes, date: ________________ approx. time: _______  No 
Hepatitis B vaccine 1st dose given:  Yes, date: ________________ approx. time: _______  No 

Reason HB Vaccine and/or HBIg given to baby (check all that apply)

 Mother infected with HBV     Mother's status unknown  
 Father/household contacted infected with HBV  Mother from HBV endemic country  
 Other (please specify): ________________________________________________________________ 

Name of person infected with HBV: __________________________________________________ 
Relationship to baby: _____________________________________________________________ 
DOB: (yy/mmm/dd): ________________________  Same address as baby:  Yes    No 

Physician Information (who will be giving other vaccine doses) 

 Information not available at this time 
Physician/Midwife's name: ____________________________________________________________________ 
Address: __________________________________________________________________________________ 
City: ________________________ Phone: _________________________ Fax: ________________________ 

For TPH use only: iPHIS ID: ________________ ( client not on iPHIS) 

Neonate First & Last name (if known): ____________________________________________________________________ 
Healthcare provider who will provide vaccine series: ________________________________________________________ 
Healthcare provider Address: ___________________________________________________________________________ 

Please note subsection 39(2)(a) of the Personal Health Information Protection Act, 2004, permits the disclosure of personal health information to a medical officer of health for the 
purposes of the Health Protection and Promotion Act, 1990.  In these circumstances, the consent of the individual to whom the personal health information relates is not required.

Questions? Please call TPH CIDIC Bloodborne Diseases IPAC 
Team at 416-338-8400 or email CDCBloodborne@toronto.ca 
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