IMMEDIATELY NOTIFIABLE
CHOLERA

                  Name ________________________________________________________     NETSS ID _________________________
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VIBRIO CHOLERAE
Supplemental Confidential Case Report

Please fill in the blanks or check the answer for each field
	DEMOS, CLINICAL, LAB, HIGH-RISK, REPORTING
	NETSS ID:
	     
	Last name:
	     
	First / MI:
	     
	DOB:
	     

	
	
	Y
	N
	U
	Details

	
	Seen by physician?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Physician/ED:
	     
	
	Phone:      
	Date:      

	
	Hospitalized?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Health facility:              
	     
	
	Medical Record Number: 

	
	Pregnant?            FORMCHECKBOX 
N/A
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Due date:
	     
	

	
	Co-infected?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, disease:
	     

	
	Lab name/phone:
	     

	
	High-risk occupation/setting?
	 FORMCHECKBOX 
food handler     FORMCHECKBOX 
healthcare worker     FORMCHECKBOX 
group living     FORMCHECKBOX 
day care     FORMCHECKBOX 
school    FORMCHECKBOX 
pool     FORMCHECKBOX 
none

	
	
	If high-risk, obtain facility name, location, supervisor name, phone, dates worked/attended while ill:      

	
	Reporter name:      
	Phone:      
	Reported by:                 

 FORMCHECKBOX 
hospital/ICP     FORMCHECKBOX 
clinic/MD office   FORMCHECKBOX 
lab     FORMCHECKBOX 
other:      

	
	Date results reported to clinician:      
	Date reported to Public Health:      
	

	
	Received by whom at LHD:      
	LHD open date:      
	LHD Investigator:      

	
	


	CONTACT MANAGEMENT
	( Last name:
	     
	First / MI:
	     
	Age: 
	   
	Sex:
	 FORMCHECKBOX 
M   FORMCHECKBOX 
F

	
	Contact info same as case?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	Address:
	     
	Phone:
	     
	

	
	Type of contact:
	 FORMCHECKBOX 
shared food or water with case     FORMCHECKBOX 
household (if hygiene is poor)    

	
	Symptomatic?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	If yes, onset date:
	     
	 FORMCHECKBOX 
New case initiated? ( NETSS ID:
	     
	

	
	
If no, did contact become symptomatic within 5 days of last exposure?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	If yes, onset date:
	     
	

	
	
	
	 FORMCHECKBOX 
New case initiated? ( NETSS ID:
	     
	

	
	
If symptomatic, is contact in high-risk occupation/setting?   FORMCHECKBOX 
food handler   FORMCHECKBOX 
healthcare worker   FORMCHECKBOX 
group living   FORMCHECKBOX 
day care   FORMCHECKBOX 
school   FORMCHECKBOX 
pool   FORMCHECKBOX 
none

	
	
If high-risk, obtain facility name, location, ph:      

	
	( Last name:
	     
	First / MI:
	     
	Age: 
	   
	Sex:
	 FORMCHECKBOX 
M   FORMCHECKBOX 
F

	
	Contact info same as case?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	Address:
	     
	Phone:
	     
	

	
	Type of contact:
	 FORMCHECKBOX 
shared food or water with case     FORMCHECKBOX 
household (if hygiene is poor)    

	
	Symptomatic?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	If yes, onset date:
	     
	 FORMCHECKBOX 
New case initiated? ( NETSS ID:
	     
	

	
	
If no, did contact become symptomatic within 5 days of last exposure?
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	If yes, onset date:
	     
	

	
	
	
	 FORMCHECKBOX 
New case initiated? ( NETSS ID:
	     
	

	
	
If symptomatic, is contact in high-risk occupation/setting?   FORMCHECKBOX 
food handler   FORMCHECKBOX 
healthcare worker   FORMCHECKBOX 
group living   FORMCHECKBOX 
day care   FORMCHECKBOX 
school   FORMCHECKBOX 
pool   FORMCHECKBOX 
none

	
	
If high-risk, obtain facility name, location, ph:      

	
	

	
	


	FOLLOW-UP ACTIONS 
	Date
	Action

	
	
	     
	
	 FORMCHECKBOX 
 Provide client education (see disease plan).

	
	
	     
	
	 FORMCHECKBOX 
 Notify Epidemiology of any high-risk occupations/settings and/or exposures likely to cause additional illness.

	
	
	     
	
	 FORMCHECKBOX 
 Restrict/exclude case in high-risk occupations/settings if symptomatic (see disease plan); notify case’s supervisor if necessary.

	
	
	     
	
	 FORMCHECKBOX 
 Notify case’s ICP or Employee Health Nurse if appropriate (case does direct patient care).

	
	
	     
	
	 FORMCHECKBOX 
 Observe contacts for 5 days from last exposure for sx; restrict/exclude from high-risk settings as appropriate (see dis. plan).

	
	
	     
	
	 FORMCHECKBOX 
 Release case/contacts back to high-risk occupations/settings if case/contacts have been restricted/excluded.

	
	
	     
	
	 FORMCHECKBOX 
 Notify daycare as needed, to identify source or spread, if case is a child in daycare.

	
	
	     
	
	 FORMCHECKBOX 
 Notify school nurse as needed, to identify source or spread, if case is a child in school.

	
	
	     
	
	 FORMCHECKBOX 
 Notify Environmental Health if facility/restaurant inspection is warranted.

	
	
	     
	
	 FORMCHECKBOX 
 Notify UDOH if trace-back/seafood supplier investigation is warranted (store, distributor, etc).

	
	
	     
	
	 FORMCHECKBOX 
 Notify UDOH if suspect exposure occurred outside health district or if potential cluster/outbreak situation exists.

	
	
	     
	
	 FORMCHECKBOX 
 Complete CDC Cholera (And Other Vibrio Illness) Surveillance Report Form.

	
	
	     
	
	 FORMCHECKBOX 
 Complete CDC outbreak form, if appropriate.

	
	
	     
	
	 FORMCHECKBOX 
 Other follow-up:      

	
	
	
	
	

	
	


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

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

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

	
	 FORMCHECKBOX 
Unable to contact/interview    
	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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