SMALLPOX VACCINATION ADVERSE EVENTS 

VACCINIA




 Patient name: ______________________________    ID: ___________
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CLINICAL INFORMATION








LABORATORY INFORMATION





Parent/guardian name: 						Relationship: 





Last Name:					First Name:				MI:





Was patient hospitalized?	Y	N	U	Hospital: 


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


						Medical record #:		








Onset Date: _____/_____/_____	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














DEMOGRAPHIC INFORMATION





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








REPORTING








Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown











LHD Case classification: (Check one)


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


			























LHD Reviewer:	








Was culture done?				Y	N	U


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


Sample collected:		□ Vesicular/pustular fluid		□ Vesicular/pustular swab		□ Other	


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:   _____/_____/_____








Patient’s occupation: 








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











CONFIDENTIAL CASE


REPORT





Was orthopox PCR done?				Y	N	U


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


Sample collected:		□ Vesicular/pustular fluid		□ Vesicular/pustular swab		□ Other	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































Was the patient vaccinated?		Y	N	U		


If yes, then	Date of vaccination: _____/_____/_____


If no, then	Did the patient have contact with someone who was vaccinated? 	Y	N	U


		If yes, then	Name of contact: _________________________________________


				Date of vaccination: _____/_____/_____








Was variola PCR done?				Y	N	U


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


Sample collected:		□ Vesicular/pustular fluid		□ Vesicular/pustular swab		□ Other	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


















































Myalgia? 			Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Chills? 				Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Nausea? 			Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Fatigue? 			Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Inadvertent inoculation? 		Y	N	U 	


Date of onset _____/_____/_____	Site of inoculation ____________________________________


Erythematous/ urticartial rashes?	Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________		


Generalized vaccinia? 		Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Treatment required?	Y	N	U


Eczema vaccinatum? 		Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Severity:     □ Mild     □ Moderate     □ Severe     □ Unknown


Progressive vaccinia? 		Y	N	U 	


Date of onset _____/_____/_____


Post-vaccinial encephalitis?	Y	N	U 	


Date of onset _____/_____/_____


Myopericarditis? 			Y	N	U 	


Date of onset _____/_____/_____


Fetal vaccinia? 			Y	N	U 	


Outcome:     □ Stillbirth     	□ Live birth, survived           □ Live birth, died    	□ Unknown


Other? 				Y	N	U 	


Specify ___________________________________ 	Date of onset _____/_____/_____





RISK FACTORS


Atopic dermatitis or eczema? 			Y	N	U


Acute, active, or exfoliative skin condition?		Y	N	U


Altered immune state? 				Y	N	U


Physician-diagnosed heart disease? 			Y	N	U


Heart disease risk factors? 				Y	N	U


If yes, which?	□ Hypertension     □ Hyperlipidemia     □ Current smoker     □ Diabetes 


□ First degree relative with a heart condition before the age of 50.


Pregnant? 					Y	N	U


Breast-feeding? 					Y	N	U


Younger than 12 months of age? 			Y	N	U


Serious allergy to any component of the vaccine? 	Y	N	U





LONG TERM COMPLICATIONS


Did the patient have any long-term complications?	Y	N	U


	If yes, specify ______________________________________________________________________


























Was orthopox electron microscopy done?		Y	N	U


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


Sample collected:		□ Vesicular/pustular fluid		□ Vesicular/pustular swab		□ Other	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Has patient been tested for varicella?		Y	N	U


What test?	□ Serology, IgM     □ Serology, IgG     □ PCR     □ DFA     □ Culture     □ Other     □ Unknown     


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


Sample collected:		□ Vesicular fluid		□ Tissue		□ Scab		□ Serum


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending















































UDOH Case classification:


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





SMALLPOX VACCINATION ADVERSE EVENTS 


VACCINIA











ADVERSE EVENTS


Pain?				Y	N	U	


Date of onset _____/_____/_____	Duration (in days) __________	


Severity:     □ Mild     □ Moderate     □ Severe     □ Unknown


Fever? 				Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________	Highest temperature (°F) __________


Lymphadenopathy? 		Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Severity:     □ Mild     □ Moderate     □ Severe     □ Unknown


Headache? 			Y	N	U 	


Date of onset _____/_____/_____	Duration (in days) __________


Severity:     □ Mild     □ Moderate     □ Severe     □ Unknown
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