
 
Perinatal Hepatitis B Prevention Program 

Out-of-State Case Transfer Form 
 

This form is for case transfers out of California. 
 

 
 
State of Transfer Information:  __________________________ 
              Name of State 

 
Name of Coordinator    _______________________________________________  

 
E-mail   __________________________ Phone ( ______ ) _______________  
 
 Fax ( ______ ) _______________  
 
Date of Transfer    ______ / _______ / ______ 
 

 
 
 
California County of Origin Information:  __________________________ 
         Name of County 

 
Name of Coordinator    _______________________________________________  
 
E-mail   __________________________ Phone ( ______ ) _______________  
 
 Fax ( ______ ) _______________  

 
 

Name of Mother   _______________________   Name of Infant_______________  
 

New Contact information   ____________________________________________  
 
Date of Transfer    ______ / _______ / ______ 
 
Case ID Number    ____________________________________   
    co   mm  yy 

 
 
 
 
Instructions:     • This form is for case transfers out of California. 

• The County of Origin should keep a copy of this transfer form in their record. 
• Send completed form to the state Perinatal Hepatitis B Prevention Program. 

 53




