INVASIVE PNEUMOCOCCAL DISEASE
 Patient name: ______________________________    ID: ___________
Streptococcus pneumoniae
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INVASIVE PNEUMOCOCCAL DISEASE


Streptococcus pneumoniae





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		□ CSF 		□ Tissue/muscle/bone


			□ Fluid		□ Placenta	□ Other: _____________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending





Antibiotic susceptibility results: Note: case status cannot be determined without antibiotic susceptibility results.  The laboratory may need to be contacted to collect this information. Some laboratories won’t release a written susceptibility reports if the organism is penicillin sensitive; in this case get an oral report.





Was an antibiotic susceptibility test done?		Y	N	U





Susceptibility result for penicillin:			Susceptible	Intermediate	Resistant





Were other antibiotics tested for susceptibility?	Y	N	U





	If yes, please list antibiotic and indicate “S” for susceptible, “I” for intermediate, and “R” for resistant:





	Amoxicillin	S	I	R	Levofloxacin	S	I	R


	Azithromycin	S	I	R	Meropenem	S	I	R


	Cefotaxime	S	I	R	Oxacillin	S	I	R	


	Ceftriaxone	S	I	R	Rifampin	S	I	R


	Cefuroxime	S	I	R	Tetracycline	S	I	R


	Clavamox	S	I	R	Trimethoprim/Sulfamethoxazole (TMP-SXT)   S	I	R


	Clindamycin	S	I	R	Vancomycin	S	I	R


	Erythromycin	S	I	R


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








LABORATORY INFORMATION





REPORTING





LHD Reviewer:					





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











Past Medical History


	History of cancer or immunocompromised status?	Y	N	U


	Chronic heart, lung, or kidney disease?		Y	N	U


	Diabetes mellitus?				Y	N	U


	History of smoking, IDU, excessive alcohol use?	Y	N	U





Answer this block of questions for adults over the age of 18:


	Did patient receive pneumococcal polysaccharide vaccine (PCV-23)?		Y	N	U


	Was it given before the age of 65?						Y	N	U





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











Patient’s occupation: 











Syndrome (Select all that apply):


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


□ Septic arthritis	□ Wound	□ Other





	If other, please list: ______________________________________




















Answer this block of questions for children under the age of 18:


	Did patient receive conjugate pneumococcal vaccine (PCV-7 e.g. Prevnar)?	Y	N	U


	If yes, list dates given: 


_____/_____/_____


_____/_____/_____


_____/_____/_____


_____/_____/_____


Did child ALSO receive a dose of polysaccharide vaccine (PCV-23)?		Y	N	U


	Date:_____/_____/_____�


	





	



































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:   _____/_____/_____


					




















Parent/guardian name: 						Relationship: 
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