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Perinatal Hepatitis B Household Contact Follow-up Report 
Other Household Contacts

Date: ___/___/______  Tennessen Warning _______ (Initials) 
Mother’s First Name _________________________ Last Name ____________________________ Mother’s DOB: ___/___/______ Legacy ID: ______________ 
Submitted by (name): ________________________________ Agency: ______________________________________ Date completed: ___/___/______ 
 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 
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[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 

Name:__________________________ DOB: ____/____/______ Gender: ____________ Relationship to index: ________________ [ ] Recommendation 
[ ] Sent resources 
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