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PERINATAL LEVELS OF CARE: NOTIFICATION OF CHANGES
State Form 57217 (3-23)
INDIANA DEPARTMENT OF HEALTH

This Noatification of Change form is for the hospital to notify the Indiana Department of Health of any changes within the birthing hospital that can impact the
Perinatal Level of Care certification. To better support your facility, the department recommends submitting this form as soon as possible. Please follow the
“Instruction for Using the Perinatal Levels of Care: Notification Form” document to complete this form.

Note: Changes to sections require a detailed explanation and Plan of Correction to be submitted.

Name of Notifier Title

E-mail Address

Name of Hospital Address (number and street, city, state and ZIP code)

Date of Notification (month, day, year)

Obstetrical Level Neonatal Level

Choose an item. Choose an item.

Reason for Notification

Choose an item.

Effective Date (month, day, year)

Provide additional detail about notification.
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