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BOTULISM 


FOODBORNE AND WOUND


 This is an immediately notifiable disease





DEMOGRAPHIC INFORMATION





CLINICAL INFORMATION





Last Name:					First Name:				MI:





Was patient hospitalized?	Y	N	U		Hospital: 


							Date of admission: _____/_____/_____


							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











What type of botulism does the patient have?


	□ Foodborne	□ Wound	□ Other		□ Pending further investigation








LHD Reviewer:							Date submitted to UDOH:








Did patient die?		Y	N	U		Date of death:




















If patient died, was botulism the cause of death?	Y	N	U	


Was patient admitted to the ICU?			Y	N	U	Date admitted _____/_____/_____


Was patient on a ventilator?			Y	N	U


Is patient pregnant?				Y	N	U


Any contacts ill with similar symptoms?		Y	N	U		


If yes, then list all ill contacts in contacts section.





UDOH Case Classification:


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








Date patient was first seen by a doctor _____/_____/_____	Physician’s name:  _______________________________


						Address:	 _______________________________________ 


Phone number: (           ) ________ - _____________	








CONFIDENTIAL CASE


REPORT





LHD Investigator:						Phone:








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?	_____/_____/_____		





List name and contact information of the reporter:		What is the date they reported to public health?


______________________________________________		_____/_____/_____


______________________________________________











Was computed tomography (CT) done?		Y	N	U


Date performed:	_____/_____/_____


Findings: __________________________________________________________________________________________


__________________________________________________________________________________________________





LHD Case classification: (Check one)


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








Was electromyography (EMG) done?		Y	N	U


Date performed:	_____/_____/_____		Muscle group: __________________________________________


Nerve conduction results: ____________________________________________________________________________


_________________________________________________________________________________________________


Was rapid repetitive stimulation conducted?		Y	N	U


Hertz: _______________


Results: ___________________________________________________________________________________________


__________________________________________________________________________________________________











EXPOSURE PERIOD


List date 14 days prior to disease onset:   _____/_____/_____	  


List date of disease onset:  _____/_____/_____  


Have the patient answer the following questions for the exposure period only.





Consume home-canned or home-bottled food?


�
Y	N	U�
Date consumed:	_____/_____/_____  �
�
�
Is sample available for testing?�
Y	N	U�
�
�
Type of food __________________________________________________�
�
Consume commercial-canned food?�
Y	N	U�
Date consumed:	_____/_____/_____  �
�
�
Is sample available for testing?�
Y	N	U�
�
�
Type of food __________________________________________________�
�
Consume unpasteurized products (milk, juice, cheese, etc)?


�
Y	N	U�
Date consumed:	_____/_____/_____  �
�
�
Is sample available for testing?�
Y	N	U�
�
�
Type of food __________________________________________________�
�
Consume fermented fish?


�
Y	N	U�
Date consumed:	_____/_____/_____  �
�
�
Is sample available for testing?�
Y	N	U�
�
�
Type of food __________________________________________________�
�
Sustain a wound or trauma?


�
Y	N	U�
Date sustained:	_____/_____/_____  �
�
�
Was wound/trauma contaminated?�
Y	N	U�
�
�
Type of wound/trauma:	□ Puncture	□ Fracture	□ Laceration Site Site of wound/trauma: ___________________________________________�
�
Inject drugs intravenously?


�
Y	N	U�
Date injected:	_____/_____/_____  �
�
�
Is sample available for testing?�
Y	N	U�
�
�
Type of drug __________________________________________________�
�






PHYSICAL EXAM FINDINGS, cont.


Sensory deficits? 			Y	N	U


Examination date _____/_____/_____	Examination time	_____ □ AM	□ PM


Describe ______________________________________________________________


Abnormal deep tendon reflexes? 	Y	N	U


	If yes, then where? 


		□ Biceps/triceps		□ Brachial	□ Patellar	□ Ankle


Weakness or paralysis?		Y	N	U	


	If yes, then:


	Upper extremities? 		Y	N	U


		If yes, then bilateral?	Y	N	U


		Is weakness or paralysis:	□ Upper distal	□ Upper proximal


	Lower extremities? 		Y	N	U


		If yes, then bilateral?	Y	N	U


Is weakness or paralysis:	□ Lower distal	□ Lower proximal


Ascending? 			Y	N	U


		If yes, then bilateral?	Y	N	U


Descending? 			Y	N	U


		If yes, then bilateral?	Y	N	U











PHYSICAL EXAM FINDINGS


Pupils dilated? 			Y	N	U


Examination date _____/_____/_____	Examination time	_____ □ AM	□ PM


Pupils constricted? 		Y	N	U


Examination date _____/_____/_____	Examination time	_____ □ AM	□ PM


Pupils fixed? 			Y	N	U


Examination date _____/_____/_____	Examination time	_____ □ AM	□ PM


Pupils reactive? 			Y	N	U


Examination date _____/_____/_____	Examination time	_____ □ AM	□ PM


Palatal weakness? 		Y	N	U


Examination date _____/_____/_____	Examination time	_____ □ AM	□ PM








FOODBORNE CONTACT MANAGEMENT





Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			









































Was a toxin assay done?		Y	N	U


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


Type of sample:	(Check all that apply)		


□ Stool		□ Serum		□ Gastric aspirate		□ Sputum	□ Food		□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


	If positive, then type:


		□ A	□ B	□ C	□ D	□ E	□ F	□ G	□ Not done





Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			









































LABORATORY INFORMATION











Is physician requesting antitoxin?		Y	N	U	


If yes, then:


Has CDC been contacted?		Y	N	U


Date antitoxin arrived: _____/_____/_____		Date antitoxin administered: _____/_____/_____


	





Was culture done?		Y	N	U


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


Type of sample:	(Check all that apply)		


□ Stool		□ Gastric aspirate		□ Sputum	□ Wound	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


	If positive, then type:


		□ A	□ B	□ C	□ D	□ E	□ F	□ G	□ Not done





Was the patient on any of the following medications in the 30 days prior to onset?	


Phenothiazine		Y	N	U


Aminoglycoside		Y	N	U


Anticholinergic		Y	N	U


	





EXPOSURE HISTORY





Vital signs upon presentation 


Temperature (°F) _______ 			Heart rate _______	


Blood pressure ____/____				Respiratory rate _______





SYMPTOM HISTORY


Abdominal pain?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Nausea?			Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Vomiting?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Diarrhea?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Blurred vision?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Diplopia?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Dizziness?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Slurred speech?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


“Thick tongue”?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Change in sound of voice?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Hoarseness?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Dry mouth?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Difficulty swallowing?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Shortness of breath?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Subjective weakness?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Fatigue?			Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Paresthesia?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


						Site: __________________________________________________


Altered mental state?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Extraocular palsy?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Ptosis?			Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Facial paralysis?		Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  


Impaired gag reflex?	Y	N	U	Onset date: _____/_____/_____  	Onset time: _____ □ AM	□ PM  





Have all other diseases and conditions been ruled out?	Y	N	U	





In the last 24 hours, the patient’s condition is:


	□ Improving	□ Stable		□ Worsening	□ Unknown


	





Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown








Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			









































Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			









































Print additional sheets as necessary









































Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			









































Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			









































Name:	________________________________________________________________________________________


Age:	________________	Sex 	 M	 F 	Relationship to case ____________________________


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Symptomatic?		Y	N	U 


If yes, then onset date	_____/_____/_____	New case initiated?	Y	N	U	


Has this person eaten any of the contaminated food?		Y	N	U			












































Was a lumbar puncture done?			Y	N	U


Date performed:	_____/_____/_____			   


WBC (/µl): _______________			RBC (/µl): _______________


Protein (mg/dl): _______________			Glucose (mg/dl): _______________








REPORTING








Was a tensilon test (edrophonium chloride) done?	Y	N	U


Date performed:	_____/_____/_____


Results: ___________________________________________________________________________________________


__________________________________________________________________________________________________





Was magnetic resonance imaging (MRI) done?	Y	N	U


Date performed:	_____/_____/_____


Findings: __________________________________________________________________________________________


__________________________________________________________________________________________________
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