L pennsylvania

¥ DEPARTMENT OF HEALTH

COMMITMENT STATEMENT
IkA DIGNE KUMA
Pennsylvania Shaken Baby Syndrome

Pennsylvania Den Yere Yere Bana

Education and Prevention Program
Kalan ni Matankali Programoun

Hospital/Birth Center Instructions: Complete one form for each infant. Provide parent(s) with information about shaken baby
syndrome and prevention measures. Request the parent(s), stepparent, adoptive parent, legal guardian or legal custodian
voluntarily sign this form indicating the receipt and understanding of the information. Present the parents with one copy of this
signed form and retain one copy in the medical record.

Dokotroso/Den wolo So Nyafoliw: Ika gafé nin lafa I den kelen kelena gné. Aw ka kibaroyaw di moyibaga (wou) ma ka ben denw ka yere yere
bana ma ani a tanga siraw. Anw nyininka moyibaga (wou) fé, fadonin fé, lamandi moyibaga wou, sariyado djantondo ba walma sariyado ladaro
ba k’alou ye qwu bolo ngoo sigui gafé nin kan ka yiraka ko aw ye kibaraoya nin masoron ani ka faamounya. Gafé nin kalanoyanin nin kogbé
kelen di moyibagaw ma ani iye a kogbe kelen to dokotroso bolo.

HOSPITAL NAME:

(DOKOTROSO TOGO)

BABY’S LEGAL NAME:

(DEN TOGO)

DATE OF BIRTH: SEX: MU FQ

(SODON LON) (tcheé/muso) (T) (M)

PARENT(S) PROVIDED SHAKEN BABY SYNDROME INFORMATION, DATE:

(DEN YERE YERE BANA KIBAROYA LASERA MOYIBAGAW MA) (MM/ DD/YY) / (DD/MM/AA)

U Discussed with Nurse U Viewed Video (] Received Brochure
(Ini dokotro ka kouma) (Video mafele) (gafe masoron

(NOTAS)

Parent: Information about Shaken Baby Syndrome has been presented to me by the hospital. I voluntarily sign this statement
acknowledging I have received, read and understand this information.

Banguibaw: Doktroso bara den yere yere bana kibaroya lase m’ma. N’yerekanin ne ka gafe nin kalanoya ka yiraka ko n’nye kibvaroya masoron. Ka karan ani
ka faamounya.

SIGNATURE, MOTHER: REFUSED: 1 DATE:
(BOLONOGO, BAMOUSO) (MA SON) (DON)
SIGNATURE, FATHER: REFUSED: 1 DATE:
(BOLONOGO, DEN FAKE) (MA SON) (DON)
SIGNATURE, OTHER: REFUSED: 0 DATE:
(BOLONOGO, DOWERE) (MA SON) (DON)

(stepparent, adoptive parent, legal guardian, legal custodian)
(Fa donin, ladaro moyibagaw, sariyado ladaro baga, sarivado lamandi baga)

This form and accompanying information provided in compliance with Act 176 of 2002 (11 P.S. §2121-2126).
Gafé nin ani kibaroya minin ya kan olu kéle ka ben 2002 Sariya 176 nin ne ma (11 P.S. §2121-2126). 717
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