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DRAFT – 6/24/2008

	Patient Name – Last
	First
	Middle Initial
	Date of Birth

_____/_____/_____
	Age

_______  yrs
	Sex

 FORMCHECKBOX 
Male   FORMCHECKBOX 
Female     

	Address (number, street)


	City
	
	State
	County
	ZIP code

	Telephone number – Home (            )                                                      Work  (            )                                                          
	Occupation

	Ethnicity (check one)

 FORMCHECKBOX 
Hispanic/Latino      FORMCHECKBOX 
Non-Hispanic/Non-Latino
	Race (check all that apply)

 FORMCHECKBOX 
African-American/Black     FORMCHECKBOX 
White    FORMCHECKBOX 
Native American    FORMCHECKBOX 
Asian/Pacific Islander    FORMCHECKBOX 
 Other_________

	If Asian/Pacific Islander, check all that apply:     FORMCHECKBOX 
Asian Indian     FORMCHECKBOX 
Cambodian     FORMCHECKBOX 
Chinese          FORMCHECKBOX 
Filipino            FORMCHECKBOX 
Guamanian      FORMCHECKBOX 
Hawaiian
                                                                            FORMCHECKBOX 
Japanese         FORMCHECKBOX 
Korean            FORMCHECKBOX 
Laotian           FORMCHECKBOX 
Samoan          FORMCHECKBOX 
Vietnamese      FORMCHECKBOX 
Other______________

	Any contact with these settings during 7 days before illness onset?     FORMCHECKBOX 
Day care/preschool    FORMCHECKBOX 
School     FORMCHECKBOX 
Health care   FORMCHECKBOX 
Other________________________

	DATA ON PRESENT ILLNESS

	Illness onset date   _______/_______/________
	 Medical record number
	Did patient die?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  FORMCHECKBOX 
Unk   
	Date of death

______/_______/_______

	Physician name (first, last)


	Phone/cell 

(            )
	Fax

(            )
	Email

	Hospital name
	City
	Zip code
	Telephone

(            )
	Admit date _____/_____/_______
	Discharge date

_____/_____/____

	Signs and symptoms
	Yes
	No
	Unk
	Syndrome(s)
	Yes
	No
	Unk
	Epidemiologic data

Any contacts with similar illness?
  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unk  

IF YES: Provide names, relationships, 
phone #’s:___________________________ ______________________________________________________________________

______________________________________________________________________
Did patient travel outside U.S. in the 14 days before illness onset?  
  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unk
IF YES: Provide locations, dates of travel:  
_________________________________________________________________________________________________________
In 14 days before illness, did patient have contact with someone who had been outside the U.S.?  

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unk  

If YES: provide contact name(s) and tel. #’s:

Name(s)____________________________

Tel. #’s: __(____)_____________________

	Ulcers in throat, mouth or tongue 
	
	
	
	Hand, Foot and Mouth 
Disease
	
	
	
	

	Rash or blisters on palms or soles
	
	
	
	Flu-like illness
	
	
	
	

	Rash on buttocks or groin
	
	
	
	Aseptic meningitis
	
	
	
	

	Other rash (location __________)
	
	
	
	Encephalitis
	
	
	
	

	Fever (max temp_____________)
	
	
	
	Myocarditis
	
	
	
	

	Cough
	
	
	
	Pneumonia
	
	
	
	

	Sore throat
	
	
	
	Pulmonary edema
	
	
	
	

	Headache
	
	
	
	Pulmonary hemorrhage
	
	
	
	

	Breathing difficulty
	
	
	
	DIC
	
	
	
	

	Vomiting
	
	
	
	Acute flaccid paralysis
	
	
	
	

	Diarrhea (max stools/24 hrs___________)
	
	
	
	ICU admission
	
	
	
	

	Dehydration
	
	
	
	Other syndrome OR symptom:
	
	
	
	

	Stiff neck
	
	
	
	
	
	
	
	

	Muscle aches
	
	
	
	
	
	
	
	

	Paralysis
	
	
	
	Clinical history
	Yes
	No
	Unk
	

	Seizures
	
	
	
	Diabetes
	
	
	
	

	Altered consciousness
	
	
	
	Hypertension
	
	
	
	

	Increased sensitivity to light
	
	
	
	Immunocompromised
	
	
	
	

	Cranial nerve deficits:__________
	
	
	
	Other:
	
	
	
	

	Muscle twitches or jerks
	
	
	
	
	
	
	
	

	Diagnostic and laboratory findings

CBC:  Date___/___/____   WBC______________ % Diff: Seg________ Lymph_________ Mono________ Eo_________ HCT____ Platelets_____________
CSF:   Date___/___/______OP____________ RBC___________ WBC__________ % Diff: Seg_________ Lymph________ Mono________ Eo__________ 

          Protein_____________ Glucose__________________

Chest X-ray: Date___/___/______  FORMCHECKBOX 
Normal    FORMCHECKBOX 
Abnormal   Findings_____________________________________________________________________

Lung function tests: Date___/___/____     FORMCHECKBOX 
Normal    FORMCHECKBOX 
Abnormal   Remarks_______________________________________________________________
Other pertinent labs (E-mix, viral culture, PCR, MRI, CT, etc: provide specimen sources; collection dates; test results)________________________
_____________________________________________________________________________________________________________________________

	Local Health Jurisdiction
	Investigator name
	Telephone Number
	Date   ______/______/________

	STATE USE ONLY       Case Counted     Yes     No
	Reason for case classification
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