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State of California—California Department of Public Health  CDPH 8703 (11/11) 

INCUBATION PERIOD 
Hepatitis B: range 45 to 160 days, average 90 days. 
Hepatitis C: range 2 weeks to 6 months, average 6-7 weeks. 

RISK FACTOR INFORMATION (list details below, including dates, locations, types of procedures, etc.) 

During Incubation period did patient have: (if ‘Yes’ list details below)                           Yes       No        Unknown                                                                            

International Travel    
      Country ______________    Dates of travel ______________    
Contact of a confirmed or suspected case of hepatitis B/C    

Type of contact: Household Sexual Injection Other       
Accidental stick/puncture with an object contaminated with blood    
Other exposure to someone’s blood (describe)    
Receipt of blood or blood products (transfusion)    
Hemodialysis    
Prior Hospitalization 
       Provide dates and name(s) of hospital below 

   

Outpatient procedure (i.e., colonoscopy, endoscopy)    
IM injections or IV infusions    
Dental work or oral surgery    
Surgery other than oral surgery    
Phlebotomy or finger stick blood draw in home or clinic    
Acupuncture treatment    
Colonics or other alternative healthcare procedure    
Body piercing    

Where was piercing performed   Commercial parlor Other 
Tattoo    

Where was tattoo received         Commercial parlor Other 
Injection drug not prescribed by a doctor    
Used non-injected street drugs    
Incarceration    
One or more male sex partners    

How many?          
One or more female sex partners    

How many?          
Treatment for a sexually-transmitted disease    
Ever donated blood (or was denied due to hepatitis infection)    

Year of last blood donation       Location of last donation       
RISK FACTOR DETAILS:  
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