Ul pennsylvania

¥ DEPARTMENT OF HEALTH

COMMITMENT STATEMENT
DECLARACION DE COMPROMISO
Pennsylvania Shaken Baby Syndrome

Programa de Educacion y Prevencion de Pennsylvania

Education and Prevention Program
para el Sindrome del Bebé Sacudido

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.
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HOSPITAL NAME:
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BABY’S LEGAL NAME:
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PARENT(S) PROVIDED SHAKEN BABY SYNDROME INFORMATION, DATE:
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NOTES:
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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.
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SIGNATURE, MOTHER: REFUSED: 1 DATE:
(FLHEF) (FEELFLE) (A
SIGNATURE, FATHER: REFUSED: 1 DATE:
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SIGNATURE, OTHER: REFUSED: 1 DATE:
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(stepparent, adoptive parent, legal guardian, legal custodian)
(S HRFE, ZERRE, BRN, IEHIREETH)

This form and accompanying information provided in compliance with Act 176 of 2002 (11 P.S. §2121-2126).
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