WEST NILE VIRUS



 Patient name: ______________________________    ID: ___________
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WEST NILE VIRUS





CONFIDENTIAL CASE


REPORT





DEMOGRAPHIC INFORMATION





CLINICAL INFORMATION





Last Name:						First Name:			MI:





Was patient hospitalized?	Y	N	U	Hospital: 


						Date of admission: _____/_____/_____ to _____/_____/_____


						Medical record #:		


	





Onset Date: _____/_____/_____	Clinician Name:				Clinician Phone #:








Phone #1:			Phone #2:			Phone #3:





County:					Zip:		Date of birth: _____/_____/_____	Age:





Address:							City:				State:





Gender:	(Circle one)	Race: (Check all that apply)			


M	F		□ White		□ Black/Af. Am		□ American Indian	□ Unknown


			□ Asian		□ Alaskan Native		□ Native Hawaiian or Pacific Islander





Parent/guardian name: 						Relationship: 





Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Was PCR done?		Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































Did patient die?		Y	N	U		Date of death: _____/_____/_____








LABORATORY INFORMATION





REPORTING





LHD Reviewer:	





LHD Investigator:			   Phone:			Date submitted to UDOH: _____/_____/_____








Reported by: (Check all that apply)	


□ Hospital/ICP	□ Clinic/doctor’s office	□ Lab	□ General public	□ Other _____________





What is the date the lab reported to the clinician?	_____/_____/_____		





Reporter’s name: _______________________________	Phone number: _______________________________


Reporter’s agency: ______________________________	Date reported to public health:   _____/_____/_____











					





At time of diagnosis, was patient taking any of the following types of prescription medications or treatments? (Check all that apply):	


□ Chemotherapy		□ Hemodialysis		□ Steroids		□ Insulin





At time of diagnosis, was patient taking any other medications prescribed by a doctor or other healthcare provider?


□ Yes		□ No





If yes, please list:








EXPOSURE HISTORY





LHD Case classification: (Check one)


□ Confirmed	□ Probable	□ Suspect	□ Pending	□ Out of state	□ Not a case


			























UDOH Case Classification: (Check one)


□ Confirmed	□ Probable	□ Suspect	□ Pending	□ Out of state	□ Not a case














Was serology (IgM – acute) done?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Sample:		□ Blood or serum		□ CSF


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































Was serology (IgG – acute) done?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Sample:		□ Blood or serum		□ CSF


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































Was serology (IgM – convalescent) done?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Sample:		□ Blood or serum		□ CSF


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































Was serology (IgG - convalescent) done?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Sample:		□ Blood or serum		□ CSF


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending



































Before diagnosis, did patient have any of the following medical conditions?  (Check all that apply):


□ Diabetes							□ Kidney or liver failure


□ High blood pressure (hypertension)				□ Solid organ transplant


□ Heart attack (myocardial infarction)				□ Bone marrow transplant


□ Angina or coronary artery disease				□ Autoimmune disease


□ Stroke (cerebral vascular accident)					If yes, specify type:_________________


□ Chronic obstructive pulmonary disease (COPD)			□ Cancer


□ Chronic liver disease							If yes, specify type:________________


□ Immune suppressive condition					□ Alcholism


	If yes, specify type:_________________							








BIOTERRORISM
































Patient’s occupation: 











Has patient ever received:	


Yellow fever vaccine		Y	N	U	


Japanese encephalitis vaccine	Y	N	U	


Has patient ever had:		 


Dengue	 			Y	N	U


Powasson			Y	N	U


Yellow fever			Y	N	U


Japanese encephalitis virus	Y	N	U


St. Louis encephalitis		Y	N	U				





If hospitalized, list first date of hospitalization: _____/_____/_____		Date of discharge: _____/_____/_____


	If not discharged, patient is still hospitalized as of date: _____/_____/_____							





Infection presentation  (Check only one):	□ Asymptomatic	 □ WNV Fever    □ Neuroinvasive disease	□ Other


	If other then  list: ______________________________________	


	If neuroinvasive then (Check only one): 	□ Meningitis	□ Encephalitis	□ Meningoencephalitis


						□ Acute flaccid paralysis		□ Other


		If other then:	List____________________________


	If asymptomatic then: Was patient a blood donor?	Y	N	U						





Date 2 weeks prior to date of onset:	 _____/_____/_____		Date of onset: _____/_____/_____


Note: answer the following questions using the above dates:





Has patient (Check all that apply):


		Seen mosquitoes at home				Y	N	U


Seen standing water at home			Y	N	U


		Seen mosquitoes at work				Y	N	U


Seen standing water at work			Y	N	U


			If yes to the office questions, then list the office address:


			_______________________________________________________________





	Has patient participated in outdoor recreational activities?	Y	N	U


				If yes, then list all locations and dates


Location				Date			Were mosquitoes seen?	Was standing water seen?	


______________________ 	_____/_____/_____	Y	N	U	Y	N	U


______________________ 	_____/_____/_____	Y	N	U	Y	N	U


______________________ 	_____/_____/_____	Y	N	U	Y	N	U


______________________ 	_____/_____/_____	Y	N	U	Y	N	U








During the above period, has patient traveled outside of Utah:	Y	N	U


	If yes, then list all places and dates:


		Place						Date (s)


		____________________________________	______/_____/_____	_____/_____/_____		____________________________________	______/_____/_____	_____/_____/_____		____________________________________	______/_____/_____	_____/_____/_____		____________________________________	______/_____/_____	_____/_____/_____


		____________________________________	______/_____/_____	_____/_____/_____





Is patient:	


Pregnant			Y	N	U


 	Breastfeeding		Y	N	U


 	Being breastfed		Y	N	U		





Date 4 weeks prior to date of onset:	 _____/_____/_____		Date of onset: _____/_____/_____	


Note: answer the following questions using the above dates:


	During the above period, has patient:


		Received a blood transfusion			Y	N	U	


Donated blood or blood products			Y	N	U


		Received an organ transplant			Y	N	U


Donated organ or tissues				Y	N	U


		Received a bloodborne exposure (e.g., needlestick)	Y	N	U








Was PRNT done?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
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