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LEGIONELLOSIS


Legionella pneumophila and other species





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








Case classification: (Check one)


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


			























Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Was culture done?				Y	N	U


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


Sample collected:		□ Blood		□ Lung tissue	□ Pleural fluid	□ Bronchial brush/wash	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


If positive, list name of organism:


	□ L. pneumophila		□ L. longbeachii		□ L. feeleii	□ L. gormanii


	□ L. micdadei		□ L. bozemanii		□ L. dumofii


If L. pneumophila, list serotype (if known): _____________________
































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








LABORATORY INFORMATION





REPORTING





LHD Reviewer:		





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








Did patient routinely use or have the following during the above time frames:	





Swamp cooler		Y	N	U		Humidifier		Y	N	U


Municipal water		Y	N	U		Private well		Y	N	U	


Ventilator		Y	N	U		Supplemental O2		Y	N	U


Shower (for bathing)	Y	N	U		Water heater set <122º	Y	N	U


Automatic car washes	Y	N	U		Nebulizer		Y	N	U


Motorhome/trailer	Y	N	U		Health club		Y	N	U


Ill family members or close contacts?	Y	N	U			





Risk factors:


Immunosuppressed	Y	N	U


Over age 50		Y	N	U		Transplant patient	Y	N	U


Injecting drug use	Y	N	U		Heart disease		Y	N	U


Smoker (ever)		Y	N	U		Alcohol use (currently)	Y	N	U


Chronic lung disease	Y	N	U		Cancer (currently)	Y	N	U


Renal dialysis		Y	N	U		Diabetic			Y	N	U


	








Is patient:	□ Definitely nosocomial (patient continuously hospitalized for 10 days prior to disease onset)


		□  Possibly nosocomial (patient hospitalized or outpatient 2-9 days prior to disease onset)


		□ Not nosocomial (no in- or out-patient visits in 10 days prior to disease onset)





LHD Case classification: (Check one)


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


			























UDOH Case Classification: 


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

















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


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Was DFA or IFA done?				Y	N	U


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


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Was urinary antigen done?			Y	N	U


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


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


	


























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


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































EXPOSURE HISTORY








Syndrome (Select one):	□ Legionnaire’s disease	Pneumonia, X-Ray Confirmed?      Y    N     U


□ Pontiac fever	□ Unknown	


	

















Was patient at more than one hospital?	Y	N	U  	If  no or unknown, proceed to next block.


	If yes, then list the name of the first hospital: _____________________________


		Date of admission ___/___/___	Date of discharge ___/___/___


	List the name of the final hospital: _____________________________________


		Date of admission ___/___/___	Date of discharge ___/___/___

















Occupation:  ______________________________________________________


Work   Address:  ____________________________________________                                                                                                                                                 City: _________________________________  Years employed at company: _________


			











Parent/guardian name: 						Relationship: 





Patient’s occupation: 








Did patient TRAVEL overnight during the above time frames:	Y	N	U		


	If yes, list locations, activities, and dates for travel:


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________								





List details for all “yes” answers:





Did patient fly on an airplane?	Y	N	U	_______________________________________________


Did patient ride on a boat?		Y	N	U	_______________________________________________


Attend a conference/convention?	Y	N	U	_______________________________________________


Stay in a motel/hotel?		Y	N	U	_______________________________________________	Room number(s): _____________________





		





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


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































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:   _____/_____/_____


					





Was PCR done?					Y	N	U


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


Sample collected:		□ Blood		□ Lung tissue	□ Pleural fluid	□ Bronchial brush/wash	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































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


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































Did patient go to, use, visit, or spent time near the following during the above time frames:     										Date		Location


Hot tub			Y	N	U    _____/_____/_____	_______________________________


Spa			Y	N	U    _____/_____/_____	_______________________________


Whirlpool		Y	N	U    _____/_____/_____	_______________________________


Decorative fountain	Y	N	U    _____/_____/_____	_______________________________


Dentist			Y	N	U    _____/_____/_____	_______________________________


Water park		Y	N	U    _____/_____/_____	_______________________________


Amusement park		Y	N	U   _____/_____/_____	_______________________________


Clinic (Medical)		Y	N	U   _____/_____/_____	_______________________________


Hospital (outpatient)	Y	N	U   _____/_____/_____	_______________________________


Pond or lake		Y	N	U    _____/_____/_____	_______________________________


Creek, stream, or river	Y	N	U    _____/_____/_____	_______________________________


Swimming pool		Y	N	U    _____/_____/_____	_______________________________


Grocery shop		Y	N	U    _____/_____/_____	_______________________________


School or daycare	Y	N	U    _____/_____/_____	_______________________________


Garden or pot plants	Y	N	U    _____/_____/_____	_______________________________


Work in a hospital	Y	N	U    _____/_____/_____	_______________________________


Have direct patient care	Y	N	U    _____/_____/_____	_______________________________�	


	


		





Answer all of the questions in this entire section for the time frame between:


Date 14 days prior to disease onset:	 ___/___/___			Date of disease onset:___/___/___
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