California Department of Public Health – Viral and Rickettsial Disease Laboratory

Screening Form for workup of 
                   unexplained illnesses and deaths     Rev 9/17/07
Date of referral:  ______________________________
Local Health Dept: _________________________________________
Patient’s Last Name: ____________________________________   First Name: _____________________________________
 Age:  _____   or  Date of Birth ___/___/___      Occupation: ______________________________________________________
Gender:   ( Male  ( Female               Ethnicity:    ( Hispanic/Latino           ( Non-Hispanic/Non-Latino

Race:    ( Native American/Alaskan Native     ( Asian     ( Pacific Islander     ( Black      ( White      ( Other _____________
***************************************************************************************************************************************************

EXPOSURE HISTORY



Travel:  ( Yes  (  No    Dates and location(s):  _________________________________________________________________
_______________________________________________________________________________________________________
Other exposures:  ( Pets     ( Animal bite     ( Insect bite     ( Rodents/rodent droppings     ( Hunting/fishing     ( Farm/ranch/petting zoo     
( Gardening/work with soil     ( Perform construction
    ( Hiking/camping        ( Water exposure (swimming, boating)         (  Other (specify): _______________________________________________________________________________________________________

_______________________________________________________________________________________________________

**************************************************************************************************************************************************
CLINICAL INFORMATION/HOSPITAL COURSE  
Date of symptom onset:  ____/____/______    Date of admission: ____/____/_____     Name of hospital: ___________________

Is patient in the ICU?    ( Yes  (  No   ( Unk    Intubated?  ( Yes  (  No   ( Unk    Medical Record # _____________________
Symptoms: ________________________________________________________________________________________________________ ________________________________________________________________________________________________________

Past Medical History:   _____________________________________________________________________________________
_______________________________________________________________________________________________________

Hospital course:__________________________________________________________________________________________ _______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Hospital laboratory results:     WBC with diff: ________________________Hct:  ____   Platelet: ____  
________________________________________________________________________________________________________

________________________________________________________________________________________________________
Chest X-ray/CT:  _________________________________________________________________________   Date:  _____ /______/______

Did the patient die?     ( Yes    (  No   
If yes, date of death: ____/_____/____   Was autopsy performed?  ( Yes    (  No   ( Unk

*****************************************************************************************************************************************************

LOCAL PUBLIC HEALTH LABORATORY RESULTS:_______________________________________________________________________________________________________________________________________________________________________________________________________

*****************************************************************************************************************************************************

DOES/DID THE CLINICAL HISTORY FIT ANY OF THE FOLLOWING SYNDROMES?
     (  Lower respiratory tract/pneumonia/ARDS   
(  Fever and rash   
     (  Acute hepatitis  

     (  Acute myocarditis



(  Sepsis/MOF

     (  Other, specify  _________________________________

Referring physician contact:  _________________________ Phone/pager:  ______________________  Fax: ______________

Referring LHD contact:  _____________________________   Phone:  __________________________  Fax:  ______________
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