California Department of Public Health – Viral and Rickettsial Disease Laboratory

Screening Form for Workup of 
                   Unexplained Illnesses and Deaths     Rev 4/3/08
	Patient’s last name,   first name


	Local Health Jurisdiction
	Route to:

[   ] SERO

[   ] ISOL

[   ] FA

[   ] RAB

[   ] EM 

	DOB:
	Sex (circle):

    M       F
	Onset

 Date:
	
	

	Disease suspected or test requested:


	
This section for Virus Laboratory use only.

Date received by VRDL and State Accession Number
	

	1st
	Specimen type and/or specimen source
	Date Collected
	1st
	[   ] BE

[   ] LC

[   ] _____

	2nd
	Specimen type and/or specimen source
	Date Collected
	2nd
	[   ] _____

[   ] _____

[   ] _____

	
	Viral and Rickettsial Disease Laboratory

California Department of Public Health

850 Marina Bay Parkway

Richmond, CA 94804

phone (510) 307-8585
fax (510) 307-8578 

Rev.   4/3/2008
	[   ] E IgM

[   ] E PCR

[   ] H PCR

[   ] C PCR

[   ] _____

code:


   Type or print submitter’s complete mailing address above    

                                  
	Clinical Information   (fill in or check as pertinent)

	Is Patient Immunocompromised?    [   ] Yes
[   ] No
Clinical Findings
[   ] Fever to ________0F
[   ] Chills


[   ] Generalized aches
[   ] Joint aches or stiffness

[   ] Malaise

[   ] Conjunctivitis

[   ] Headache

[   ] Jaundice

[   ] Lymphadenopathy
[   ] Hepatosplenomegaly

[   ] Hepatitis

[   ] Rash (describe below)

[   ] Other __________________________________________

Central Nervous System
[   ] Encephalitis

[   ] Febrile headache

[   ] Meningitis
Congenital Disease (describe below)
	Gastroenteritis   [   ] Individual case
[   ] Outbreak
Respiratory
[   ] Upper respiratory infection

[   ] Cough

[   ] Croup

[   ] Pharyngitis

[   ] Bronchiolitis / Bronchitis

[   ] Pneumonia

[   ] ARDS (acute respiratory distress syndrome)

Other_________________________________________

Cardiovascular  [   ] Myocarditis / Pericarditis

Urogenital
[   ] Urethritis

[   ] Cervicitis

[   ] Vaginal lesion(s)
[   ] Penile lesion(s)


Oral
[   ] Mouth lesion(s)
[   ] Lip lesion(s)

	Please provide other clinical findings and/or  pertinent laboratory data:  




Date of referral:  ____________________________
Occupation: _________________________________________
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:  ______________
1
2

