VIRAL AND ASEPTIC MENINGITIS
 Patient name: ______________________________    ID: ___________
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VIRAL AND ASEPTIC MENINGITIS


For fungal and parasitic meningitis,


 use Bacterial Meningitis Other form


For meningitis due to arboviruses


use Arbovirus form








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

















Were bacterial gram stain and culture done?	Y	N	U


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


Sample collected:		□ CSF 	


Gram stain results: 	□ No organisms seen	


			□ Gram positive	□ Gram negative	□ Cocci	□ Rods	□ Diplococci





Culture results:		□ Positive	□ Negative/ no organisms seen	□ Inconclusive


	If positive or inconclusive, please list results: ________________________________
































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








LABORATORY INFORMATION





REPORTING





LHD Reviewer:		





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











Was viral culture done?			Y	N	U


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


Sample collected:		□ CSF 		


Culture results:		□ Positive	□ Negative/ no organisms seen	□ Inconclusive


	If positive or inconclusive, please list results: 	□ Enterovirus 	□ Herpes	□ Epstein Barr (EBV)


		Other: ____________________________________
































Were CSF chemistries performed?		Y	N	U


	If yes, list results for:	Glucose ________________	Protein	________________


				RBC 	________________	WBC	________________


				% Segs	________________	% lymphs _______________


				


























LHD Case classification: (Check one)


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


			























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


	If yes, list name _____________________________________________
























































Patient’s occupation: 











Parent/guardian name: 						Relationship: 





Was serology (IgG) done?				Y	N	U


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


Serology value: __________________


Test results:	□ Negative	□ Unknown	□ Positive for _________________________
































EXPOSURE HISTORY








The onset date above is the date of onset of the first symptom of illness.


List the date of the first NEUROLOGIC symptom: _____/_____/_____


Symptoms:


Fever ≥38ºC or 100ºF		Y	N	U	Headache	Y	N	U


Altered mental status		Y	N	U	Seizures		Y	N	U


Stiff neck/meningeal signs		Y	N	U	Rash		Y	N	U


Muscle weakness			Y	N	U	Muscle pain	Y	N	U


Joint pain			Y	N	U


Other symptoms or neurologic signs	Y	N	U


	If yes, please list ____________________________________________________________





What is the diagnosis:


	□ Meningitis	□ Encephalitis	□ Meningoencephalitis	□ Unknown	□ Other


	If other then list: _____________________________________________________














UDOH Case classification: 


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






































Was serology (IgM) done?				Y	N	U


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


Serology value: __________________


Test results:	□ Negative	□ Unknown	□ Positive for _________________________	
































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:		□ CSF 		


PCR results:		□ Positive	□ Negative/ no organisms seen	□ Inconclusive


	If positive or inconclusive, please list results: 	□ Enterovirus 	□ Herpes	□ Epstein Barr (EBV)


		Other: ____________________________________












































List date 30 days prior to onset: _____/_____/______		List onset date: _____/_____/______


	Please ask the patient about the following risk factors that occurred between the above two dates:	


Did patient travel outside of the US?					Y	N	U


Did patient travel outside of Utah, but within the US?				Y	N	U


Did patient travel inside of Utah, but outside of the county of residence?	Y	N	U


	If yes to above questions please list dates and locations of travel:


	From date		To date			Location


	_____/_____/_____	_____/_____/_____	___________________________________________		_____/_____/_____	_____/_____/_____	___________________________________________		_____/_____/_____	_____/_____/_____	___________________________________________


	_____/_____/_____	_____/_____/_____	___________________________________________		_____/_____/_____	_____/_____/_____	___________________________________________	


Did patient have any animal or arthropod contact?				Y	N	U


	If yes, list organism, date, and location:


	Organism		Date			Location


	_________________	_____/_____/_____	___________________________________________


Did patient donate or receive blood, blood products, or tissue/organ?		Y	N	U


	If yes,  □ Donated	□ Received	□ Blood		□ Blood product		□ Tissue/organ


	Date			Location


	_____/_____/_____	_________________________________________________________________
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