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DEMOGRAPHIC INFORMATION








MUMPS





REPORTING








CLINICAL INFORMATION





Last Name:					First Name:				MI:





Was patient hospitalized?	Y	N	U	Hospital: 


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


						Medical record #:		








Onset Date (of parotitis): _____/_____/_____Clinician Name:			Clinician Phone #:








Address:						City:					State:





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








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








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








LHD Case classification: (Check one)


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


			


























Print additional sheets as necessary









































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








LABORATORY INFORMATION





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:   _____/_____/_____


						





LHD Reviewer:	





Parent/guardian name: 						Relationship: 





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











Was culture done?				Y	N	U


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


Sample collected:		□ Throat/Buccal swab	□ Urine


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


	If positive, then molecular type: ________________________________________
































CONFIDENTIAL CASE


REPORT





Has sample been sent to CDC?			Y	N	U					


If yes, did CDC confirm the diagnosis?	Y	N	U


			


	





Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:


Date of first vaccination: _____/_____/_____	Date of second vaccination: _____/_____/_____


If no, then:


Was contact vaccinated within 72 hours of exposure?		Y	N	U


Symptomatic?		Y	N	U 				









































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:


Date of first vaccination: _____/_____/_____	Date of second vaccination: _____/_____/_____


If no, then:


Was contact vaccinated within 72 hours of exposure?		Y	N	U


Symptomatic?		Y	N	U 				









































Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown














Was RT-PCR done?				Y	N	U


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


Sample collected:		□ Throat/Buccal swab	□ Urine	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































INCUBATION PERIOD


List date 25 days prior to onset:  _____/_____/_____	  


List date of onset:     _____/_____/_____  


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


				



































Patient’s occupation: 








Was acute serology (IgG) done?			Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































EPIDEMIOLOGICAL CLASSIFICATION


Is the case:	□ Internationally imported		□ US-acquired	


	If US-acquired, then is the case:


	□ Import-linked		□ Imported virus		□ Endemic	□ Unknown source


					








CONTACT MANAGEMENT





Does the case participate in any extra-curricular activities?		 Y	N	U


If yes, list name and location of activity __________________________________________


				     	       __________________________________________


	



































Does case have household contacts?				Y	N	U


	























Vaccination history


Was patient vaccinated with a mumps containing vaccine?		Y	N	U


	If yes, list number of doses _________		


Date of first vaccination _____/_____/_____		Date of second vaccination _____/_____/_____


	If no, list reason for not vaccinating:


	□ Medical contraindication       □ Religious exemption        □ Philosophical objection        


□ History of previous disease, laboratory confirmed            □ History of previous disease, MD diagnosed 


 □ Outside recommended age range	                                     □ Never offered vaccine                    


□ Other ________________________


	

















Was acute serology (IgM) done?			Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:


Date of first vaccination: _____/_____/_____	Date of second vaccination: _____/_____/_____


If no, then:


Was contact vaccinated within 72 hours of exposure?		Y	N	U


Symptomatic?		Y	N	U 				









































Was convalescent serology (IgG) done?		Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Did case travel out of state or out of country during the incubation period?			Y	N	U


	If yes, list:	Where _____________________________________	


When _____/_____/_____ to _____/_____/_____


Was case exposed to visitors from out of state or out of country during the incubation period?	Y	N	U


	If yes, list:	Who _____________________________________	


Where ____________________________________


When _____/_____/_____ to _____/_____/_____


















































Was convalescent serology (IgM) done?		Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Does case have workplace contacts?				Y	N	U


Name and location of workplace __________________________________________


				          __________________________________________









































INFECTIOUS PERIOD


List date 7 days prior to onset:  _____/_____/_____	  


List date 5 days after onset:      _____/_____/_____  


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


				



































Is this case epi-linked to anyone?		Y	N	U


	If yes, list name _____________________________________________


















































Is case in a childcare, school, or group living facility?			Y	N	U


	If yes, list name and location of facility __________________________________________


				     	       __________________________________________


	Has case been excluded from the facility until 5 days after 	Y	N	U


	onset of parotitis?


	


	



































UDOH Case Classification:


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











Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:


Date of first vaccination: _____/_____/_____	Date of second vaccination: _____/_____/_____


If no, then:


Was contact vaccinated within 72 hours of exposure?		Y	N	U


Symptomatic?		Y	N	U 				









































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:


Date of first vaccination: _____/_____/_____	Date of second vaccination: _____/_____/_____


If no, then:


Was contact vaccinated within 72 hours of exposure?		Y	N	U


Symptomatic?		Y	N	U 				









































Did patient have swelling of the parotid or other salivary gland?	Y	N	U		


If yes, then:	


Was swelling unilateral/bilateral?				Y	N	U


	Did swelling last ≥ 2 days?				Y	N	U


	Has any other possible cause of swelling been identified?	Y	N	U


Did patient have meningitis?					Y	N	U


Did patient have encephalitis?					Y	N	U


Did patient have orchitis?						Y	N	U


Did patient have oophoritis?					Y	N	U


Did patient have mastitis?						Y	N	U


Did patient have pancreatitis?					Y	N	U
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