POST-DIARRHEAL HUS (TTP)               Name ________________________________________________________     NETSS ID _________________________
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POST-DIARRHEAL HUS / TTP
Supplemental Confidential Case Report

Please fill in the blanks or check the answer for each field
	DEMOS
	NETSS ID
	     
	
	
	

	
	Last name
	     
	First / MI 
	     
	

	
	Date of birth
	     
	
	

	
	


	CLINICAL
	Diarrheal onset date:
	     
	HUS/TTP onset date:
	     
	

	
	Is HUS/TTP onset date within 3 weeks of diarrheal onset date?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U

	
	Cause of HUS/TTP: 
	 FORMCHECKBOX 
E. coli     
	
	
	

	
	
	 FORMCHECKBOX 
Shigella
	
	
	

	
	
	 FORMCHECKBOX 
Salmonella
	NETSS ID:
	     
	
	

	
	
	 FORMCHECKBOX 
Campylobacter
	
	
	

	
	
	 FORMCHECKBOX 
Other:
	     
	
	
	

	
	Was diarrhea treated with antibiotic(s)?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U

	
	
	If yes, what antibiotic(s):
	     
	

	
	
	Dose(s):
	     
	

	
	
	Start date(s):
	     
	

	
	
	End date(s): 
	     
	 FORMCHECKBOX 
Not finished

	
	
	
	
	


	

	LABORATORY
	Lab name/phone:
	     

	
	Laboratory tests performed:
	Y
	N
	U
	If yes, complete questions below:

	
	Serum hematocrit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	Lowest value:
	     
	%

	
	
	
	
	
	Does patient have anemia w/acute onset?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U

	
	Peripheral blood smear
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	

	
	
	
	
	
	Does patient have microangiopathic changes?

	
	
	
	
	
	 FORMCHECKBOX 
schistocytes   FORMCHECKBOX 
burr cells   FORMCHECKBOX 
helmet cells
	 FORMCHECKBOX 
other:
	     
	 FORMCHECKBOX 
none

	
	Urine hemoglobin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	

	
	
	
	
	
	Lab result:
	 FORMCHECKBOX 
positive    FORMCHECKBOX 
negative    FORMCHECKBOX 
inconclusive    FORMCHECKBOX 
pending

	
	
	
	
	
	Does patient have hematuria?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U
	

	
	Urine albumin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	Lab result:
	     
	mg/dL

	
	
	
	
	
	Does patient have proteinuria?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U

	
	Serum creatinine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	Highest value:
	     
	mg/dL

	
	
	
	
	
	Does patient have an elevated creatinine level?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U

	
	Serum blood urea nitrogen (BUN)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	Highest value:
	     
	mg/dL

	
	Serum platelets
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Collection date:
	     
	Lowest value:
	     
	/mm3

	
	
	
	
	
	
	
	


	FOLLOW-UP ACTIONS & ADMINISTRATIVE
	 FORMCHECKBOX 
Organism-specific form completed
	Date completed:
	     

	
	LHD status:     
 FORMCHECKBOX 
Confirmed
 FORMCHECKBOX 
Probable
 FORMCHECKBOX 
Suspect
 FORMCHECKBOX 
Not a case
 FORMCHECKBOX 
Pending

	
	UDOH status:   
 FORMCHECKBOX 
Confirmed   
 FORMCHECKBOX 
Probable  
 FORMCHECKBOX 
Suspect   
 FORMCHECKBOX 
Not a case  
 FORMCHECKBOX 
Pending

	
	Did this case occur as part of an outbreak?   FORMCHECKBOX 
Y   FORMCHECKBOX 
N   FORMCHECKBOX 
U  (( 2 cases of HUS w/same etiology associated by time & place)
	Outbreak name:      

	
	LHD interview date:
	     
	 FORMCHECKBOX 
Unable to contact/interview
	 FORMCHECKBOX 
Interview not needed

	
	Interviewed:    FORMCHECKBOX 
Client    FORMCHECKBOX 
Parent/Guardian    FORMCHECKBOX 
Significant other    FORMCHECKBOX 
HC provider    FORMCHECKBOX 
Friend    FORMCHECKBOX 
Other:      

	
	LHD Reviewer:
	     
	LHD closed date: 
	     
	Date submitted to UDOH:
	     

	
	Notes:      
























































































































Utah Public Health


LHD name


LHD address line 1


LHD address line 2


Phone: (xxx) xxx-xxxx    


Confidential fax: (xxx) xxx-xxxx


Date finalized 
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