Hepatitis B &/or C Health Care Provider Worksheet
Preamble: To assist the PHN in obtaining relevant information, this worksheet can be used when engaging the physician/primary care provider in a telephone conversation.
Name: 

DOB:

PHIN:

Client Demographics

Address:  

Phone/email:
Need for an interpreter: □  Yes   □  No   If yes, specify language:_______________________
Reason for test:    _________________________________

Client aware of results:  □  Yes   □  No   If no, plan to notify:_______________________
Symptoms check all that apply:  

□  Abdominal Pain  
□  Anorexia

□  Dark Urine

□  Fatigue  
□  Fever  

□  Ocular Involvement  
□  Rash  

□  Fever

□  Jaundice

□  Nausea

□  Pale Stool

□  Vomiting
Other (specify):
Staging:

□  Acute
□  Chronic
□  Unknown
□  Previous Diagnosis
□  Previous Diagnosis-New to MB

If previous hx, prompt for detail: ______________________________________________________

Pregnancy:

□  Yes
□  no
EDD:  YYYY-MM-DD       Obstetrical care provider: _________________
Referred to Hepatology:  □ Viral Hepatology Investigative Unit (HSC)      □  Mount Carmel Clinic (hep c only)
Risk Factors:

□  History of incarceration
□  Male who has sex with Men

□  No identifiable risk factors


□  Injection drug use

□  Shared Needles/ drug equipment
□  residence in an endemic country
□  other blood exposures (specify):________________________________________
Other:

Hepatitis B &/or C Health Care Provider Worksheet continued
Vaccinations initiated if susceptible (*check immunization history prior to call):  
□HAV   □HBV      □Twinrix

(*HAV is not publicly funded for contacts- unless they meet the MB Health eligibility criteria)

Contacts:

· Hep B- Identify potential household/ sexual exposures – i.e. Does the client have a partner, children

· Hep C – focus only on IVDU exposures x 1 year
**Advise physician that PHN will be contacting the client to provide education and discuss contact follow-up.**
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