GROUP B STREP



 Patient name: ______________________________    ID: ___________
Streptococcus agalactiae
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GROUP B STREP


Streptococcus agalactiae





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








The information in this section will come from records of the baby’s illness:


Is the age of the patient at the date of onset less than 7 days old?			Y	N	U


Is the age of the patient at the date of onset 7 days or older, but less than 90 days		Y	N	U


	If yes to either of these questions – please fill out all questions under “Early/Late Onset Exposure Hx”





What is the mother’s name? _______________________________________________





List the antibiotic resistance profile of the GBS isolated from the baby: (list antibiotic and indicate (R)esistant, (I)ntermediate, or(S)usceptible (example: Penicillin – S):


	





Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Was culture done?			Y	N	U


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


Sample collected:		□ Blood		□ CSF 		□ Tissue/muscle/bone


			□ Fluid		□ Placenta	□ Other	_______________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































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








LABORATORY INFORMATION





REPORTING





LHD Reviewer:			





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








The information in this section will come from the mother’s obstetrical records at her provider’s office:	





Did the mother receive any prenatal care prior to delivery?			Y	N	U


Was mother screened for GBS during pregnancy?				Y	N	U


	If yes, did screening occur between 35 and 37 weeks of gestation?	Y	N	U


		If no, list the gestational age (in weeks) at the time of screening: _____________


	


Which laboratory performed the screening test?  __________________________________





What date was the testing performed? 	_____/_____/_____


What was the screening result? □ Positive	□ Negative	□ Inconclusive	□ Unknown


Did the physician receive the screening results prior to baby’s birth?	Y	N	U


Did the mother have bacteriuria caused by GBS at any time during pregnancy?	Y	N	U


Has this mother previously delivered an infant with GBS disease?		Y	N	U














Was patient transferred from a 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 ___/___/___


	








EARLY/LATE ONSET EXPOSURE HISTORY





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























The information in this section will come from Labor and Delivery records of the mother’s birthing record:	





List the facility where the child was delivered:_______________________________________________


	□ Hospital	□ Birthing facility	□ Home birth	□ Other





Who was the attending physician?:________________________________________________________





Who was the mother’s prenatal obstetrician? ________________________________________________





	Phone number of prenatal obstetrician: (     ) _____-__________





What was the child’s gestational age at delivery?	____________ weeks





Date and time of delivery:				______/_____/_____	_____:_____	am/pm





Date and time of membrane rupture:		______/_____/_____	_____:_____	am/pm





Date and time of antibiotic delivery to mother:	______/_____/_____	_____:_____	am/pm


Did Labor and Delivery know about the mother’s screening test and results?	Y	N	U


Did the mother have a  recorded fever ≥38ºC (100.4ºF) during delivery?	Y	N	U


Was the baby admitted to the NICU?					Y	N	U


Was child delivered vaginally?						Y	N	U


Were antibiotics provided to the mother during delivery?			Y	N	U


		If yes, then


			Name of the antibiotic: _______________________________________________


			Amount of antibiotic: ________________________________________________


			Total doses given: ___________________________


			Antibiotics given how many hours prior to birth: ___________________________


			Were antibiotics delivered (Select one):


				□ At membrane rupture		□ After membrane rupture (but before delivery)


□ At delivery			□ After delivery		□ Unknown


Did the child receive antibiotics following delivery?				Y	N	U





If yes, list antibiotic and amount: __________________________________________________





	





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


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


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































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


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


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































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


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


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending



































Syndrome (Select all that apply):


□ Bacteremia	□ Cellulitis	□ Meningitis	□ Encephalitis	□ Pneumonia	□ Peritonitis


□ Septic arthritis	□ Wound	□ Chorioamnionitis		□ Endometritis


□ Other  ___________________________

















Answer this block of questions for women of childbearing age – otherwise proceed to the next block:


Did patient have endometritis/post-partum sepsis?		Y	N	U


Did patient give birth within past 14 days?			Y	N	U


Was the patient pregnant at the time of culture?		Y	N	U


	If yes to any above question answer the following questions, otherwise proceed to the next block: 


List hospital/facility if birth has occurred: _____________________________________________


		List date of birth ___/___/___


		What was the outcome of the fetus?	 (Select one):


		□ Survived – no apparent illness	□ Survived – clinical illness*	□ Live birth – neonatal death


		□ Septic abortion – stillbirth	□ Induced abortion		□ Unknown


			* If yes to Survived – clinical illness – then:


			Baby’s name_________________________________________


			Note: be sure to fill out a case investigation form on the baby if he/she has GBS.


What was the delivery method? (Select one):


		□ Vaginal birth	□ C-section	□ Unknown


	
































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


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


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ 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:   _____/_____/_____








Risk factors (answer for all patients of all ages):


	Chronic pulmonary disease 				Y	N	U


	Chronic heart disease					Y	N	U


	Chronic liver/kidney disease				Y	N	U


	Diabetes mellitus						Y	N	U


	Injecting drug user					Y	N	U


	Cancer/HIV/AIDS/immunocompromised/asplenic?		Y	N	U			








Parent/guardian name: 						Relationship: 








Patient’s occupation: 








Was PCR done?				Y	N	U


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


Sample collected:		□ Blood		□ CSF 		□ Tissue/muscle/bone


			□ Fluid		□ Placenta


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
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