
DHEC Form 0281 (04/2010)                                                                                                      [Records Retention Schedule #SBH-F&S 18] 

 

 

 
HOSPITAL PERINATAL INFORMATION 

Division of Health Licensing 
2600 Bull Street Columbia South Carolina  29201 

(803) 545-4370 
 
 Date:       
 

 Hospital:       
 
 Address:       
 
 City:          SC   Zip code:        
 
  Telephone Number:       
 
 Administrator:         
  
 Physician Chief of Obstetrics:        
 
 Physician Chief of Pediatrics:        
 
 Director of Maternal Child Services:          
  Contact Number:        
 
 Obstetrics Nurse Manager:        
 
 Nursery Nurse Manager:        
  
 Special Care Nurse Manager:        
 
 NICU Nurse Manager:        
  
 Memorandum of Agreement with:        
 
 MOA to be updated:        
 
 Total Number of deliveries previous calendar year:        
 
 Number of Deliveries with birth weight of 1500 grams or less:        
 
 Number of Maternal Transports:        
 
 Number of Neonatal Transports:        
 
 Please fill in the following information for previous calendar year: 

Area Number of Beds Number of Admissions 
OB Triage       N/A 
LDR       N/A 
LDRP       N/A 
PP       N/A 
Newborn Nursery             
Special Care              
NICU             

 
 
Printed Name and title of person preparing this form:        
Telephone Number:        
E-mail Address:        
Date Prepared:        
 
 
 
Return completed form to:   SCDHEC, Division of Health Licensing, 2600 Bull Street, Columbia, South Carolina, 29201 
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Instructions for Completing DHEC Form 0281 

Hospital Perinatal Information 
 
PURPOSE: This form is for information use only.  Memorandums of Agreements (MOA), Total Number of Deliveries, Maternal 
Transports, Number of Neonatal Intensive Care Units (NICU) admissions, and Infant Admissions <1500 gms are all used to determine 
Level-of-Care in Perinatal Regionalization.  Form is also used to ensure that the Department has correct contact information. 
 
INSTRUCTIONS:  Form is completed hospital staff having knowledge of perinatal regionalization program.  All information requested 
is self-explanatory. 
 
Return completed form to:   SCDHEC, Division of Health Licensing, 2600 Bull Street, Columbia, South Carolina, 29201 
 
OFFICE MECHANICS AND FILING:   Break file at the end of each fiscal year.  Retain in the agency for 
two (2) additional years, then destroy. 
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