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	Patient Name – Last
	First
	Middle Initial
	Date of Birth
________/________/______
	Age


	Sex
          FORMCHECKBOX 
Male   FORMCHECKBOX 
Female     

	Address (number, street)


	City
	State
	County


	Telephone number – Home (             )                                                      
	Occupation (if adult)
	Work number (          )

	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______________

	Illness onset date 
______/_______/_______
	 Medical record number
	Patient hospitalized? 
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No     FORMCHECKBOX 
Unk
	If yes, admit date _____/______/________

	Physician name 


	Phone 

(            )
	Fax

(            )
	Email

	SYMPTOMS
	Yes
	No
	Unk
	SYMPTOMS
	Yes
	No
	Unk

	Ulcers in mouth, throat, or on tongue 
	
	
	
	Vomiting
	
	
	

	Rash or blisters on palms or soles
	
	
	
	Diarrhea
	
	
	

	Rash on buttocks, groin or perineum
	
	
	
	Dehydration
	
	
	

	Other rash (location____________________________) 
	
	
	
	Headache
	
	
	

	Fever (max temp____________________)
	
	
	
	Stiff neck
	
	
	

	Cough
	
	
	
	Breathing difficulty
	
	
	

	Sore throat
	
	
	
	Other:
	
	
	

	Chest x-ray:  Date_____/_____/_____  FORMCHECKBOX 
Normal    FORMCHECKBOX 
Abnormal         Findings________________________________________________________________
Other test results:

	EPIDEMIOLOGIC DATA
Did patient attend these settings in the 14 days before illness onset?  FORMCHECKBOX 
 Day care/preschool    FORMCHECKBOX 
 Camp   FORMCHECKBOX 
 School   FORMCHECKBOX 
 Health care   FORMCHECKBOX 
Other______________
IF YES:  Were there others at this setting with similar illness?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No     FORMCHECKBOX 
Unk    IF YES:  How many were ill?________________________________
              Facility name________________________________ Telephone number__(       __    )______________________ City_______________________ 

	Did patient travel outside the United States in the 14 days before illness onset?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No     FORMCHECKBOX 
Unk    IF YES, provide destinations and dates of travel:

Destination_______________________________________   Dates of travel _____/_____/_______ to _____/_____/_______
Destination_______________________________________   Dates of travel _____/_____/_______ to _____/_____/_______

	In the 14 days before illness onset, did patient have contact with anyone else who had traveled outside United States?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No     FORMCHECKBOX 
Unk    

IF YES: Name(s) of contact(s)_________________________________________________ Telephone number(s) __(______)________________________

	FOR LABORATORY USE ONLY 

	Specimen Type 
(e.g. throat swab, blister fluid, stool)
	Collection date
	Laboratory Name/
Telephone Number
	Specimen Test Results

	
	
	
	E-mix
	EV-71 monoclonal
	PCR 
or other test
	Specimen sent to VRDL?

	
	____/____/____
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  FORMCHECKBOX 
Unk

	
	____/____/____
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  FORMCHECKBOX 
Unk

	FOR LOCAL HEALTH DEPARTMENT USE ONLY

	Local Health Jurisdiction
	Investigator name
	Telephone number  (           )

	For cluster investigations, please attach page listing ill contacts’ age, sex, onset date, and names and locations of shared settings.

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