
 

 

 

 

Neonatal Abstinence Syndrome and Perinatal Hepatitis B and C 
Surveillance 
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PHILADELPHIA DEPARTMENT OF PUBLIC HEALTH 

Tel: 215-685-6453 Fax: 215-238-6947  
Email: Deborah.Hinds@Phila.gov 
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NO CASES (Please check here if there are no cases for the indicated reporting period and return this form by secure fax.) 

initiator:Deborah.Hinds@Phila.gov;wfState:distributed;wfType:email;workflowId:bf03aff6ef3acd41b927264abd93b2ce
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