Perinatal Hepatitis B Prevention Program 
REQUEST FOR PREGNANCY STATUS

Date: (current date) 

Patient Name: 
Date of Birth: 

Dear (Insert Contact Name): 

The patient listed above tested positive for hepatitis B. 

Please tell us the patient’s pregnancy status at the time of the hepatitis B test. If you do not know the pregnancy status, please mark “Unknown.” 

Pregnancy Status at Time of Test:
☐ Pregnant
Estimated Due Date (EDD/EDC): _______________________________________________________

☐ Not Pregnant
Reason (select one, if known):
☐ Tubal Ligation, Date of procedure, if known: ______________________________________
☐ Hysterectomy, Date of procedure, if known: ______________________________________
☐ Menopause, Date of onset: ____________________________________________________
☐ Other: ____________________________________________________________________
Date of last menstrual cycle (LMP), if known: _______________________________________
☐ Unknown

Please return this form by fax to: (###) ###-####

Name/Title: 
Organization: 
Phone:  
Fax:

Reporting Requirement
Under the Missouri Revised Statutes § 210.040 and 19 CSR 20-20.020: 
· All positive or suspected positive hepatitis B surface antigen (HBsAg) test results must be reported to the local public health agency or the Missouri Department of Health and Senior Services.
· HBsAg-positive in pregnant individuals must be reported within 3 days of first knowledge

This reporting helps prevent hepatitis B infection in newborns.

Helpful Links:
health.mo.gov/PHBcasemanagement  
cdc.gov/hepatitis-b/hcp/perinatal-provider-overview/

