CONGENITAL RUBELLA SYNDROME
 Patient name: ______________________________    ID: ___________
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CONGENITAL RUBELLA SYNDROME








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 #:








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


			





























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:		





REPORTING





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








Was convalescent serology done?		Y	N	U


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


IgM serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgG serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending
































Was culture done?				Y	N	U


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


Sample collected:		□ Throat/OP swab	□ NP swab	□ Urine	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


	





























Print additional sheets as necessary









































Has isolate been sent to CDC?			Y	N	U					


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


			


	





Does case have household contacts?				Y	N	U


	























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


If yes, list name and location of activity __________________________________________


				     	       __________________________________________


	
































UDOH Case classification:


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











Mother’s laboratory information:





























Was RT-PCR done?				Y	N	U


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


Sample collected:		□ Throat/OP swab	□ NP swab	□ Urine	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown











Was RT-PCR done?				Y	N	U


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


Sample collected:		□ Throat/OP swab	□ NP swab	□ Urine	


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


					





Answer these questions only if the patient died:


List cause(s) of death from the death certificate ___________________________________________________________


_________________________________________________________________________________________________


Was an autopsy performed?	Y	N	U








CONTACT MANAGEMENT








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


Pregnant?		Y	N	U 				









































Infant’s laboratory information:
































maternal history


Last Name:					First Name:		


Age at delivery:		


Did mother attend a family planning clinic prior to pregnancy?		Y	N	U


Number of previous live births: ____________		Number of previous pregnancies: ____________	


Did mother receive prenatal care for this pregnancy?		Y	N	U


If yes, then: 	


Date of first visit _____/_____/_____


Name and location of doctor/clinic __________________________________________


					__________________________________________


Did mother have rubella-like illness during pregnancy?	Y	N	U


If yes, then: 	


Month of illness ____________	


Rash?						Y	N	U


	If yes, then onset: _____/_____/_____


Fever?						Y	N	U


Lymphadenopathy?				Y	N	U


Arthralgia/arthritis?				Y	N	U


Other symptoms?					Y	N	U


	If yes, then explain _____________________________________________________________


Was rubella diagnosed at time of illness?		Y	N	U


Was rubella laboratory confirmed at time of illness?	Y	N	U


Did mother travel outside the US during the first trimester?	Y	N	U


If yes, then: 	


Where? __________________________________________________________________


Dates of travel _____/_____/_____ to _____/_____/_____


Was mother directly exposed to a known rubella case?	Y	N	U


If yes, then: 	


Relationship to mother: _____________________________________________________


Dates of exposure _____/_____/_____ to _____/_____/_____


Number of children < 18 yrs living in household during pregnancy: ___________________


	How many were immunized against rubella? ___________________


Was mother vaccinated?					Y	N	U


	If yes, then:	Number of doses	____________	Date of last vaccination _____/_____/_____


Did mother have serological testing prior to exposure?	Y	N	U


If yes, then:	Date of test _____/_____/_____	Result:   □ Susceptible     □ Immune     □ Unknown














Was acute serology done?			Y	N	U


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


IgM serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgG serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending
































Was acute serology done?			Y	N	U


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


IgM serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgG serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending



































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


	If yes, list name and location of facility __________________________________________


				     	       __________________________________________


	


	


	






































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


Pregnant?		Y	N	U 				









































Was culture done?				Y	N	U


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


Sample collected:		□ Throat/OP swab	□ NP swab	□ Urine	


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


Pregnant?		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


Pregnant?		Y	N	U 				









































Parent/guardian name: 						Relationship: 





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


Pregnant?		Y	N	U 				









































Patient’s occupation: 








Did/does patient have cataracts or congenital glaucoma?	Y	N	U		


Did/does patient have hearing loss?				Y	N	U


Did/does patient have congenital hear disease?		Y	N	U


	If yes, then select type:	□ Patent ductus arteriosus	     □ Peripheral pulmonic stenosis	    □ Unknown


				□ Other __________________________________________________


Did/does patient have pigmentary retinopathy?		Y	N	U


Did/does patient have purpura?				Y	N	U


Did/does patient have mental retardation?			Y	N	U


Did/does patient have meningoencephalitis?			Y	N	U


Did/does patient have hepatosplenomegaly?			Y	N	U


Did/does patient have long bone radiolucencies?		Y	N	U


Did/does patient have jaundice?				Y	N	U


Did/does patient have microcephaly?			Y	N	U


Did/does patient have other abnormalities?			Y	N	U


	If yes, then explain: __________________________________________________





INFECTIOUS PERIOD


Infants with Congenital Rubella Syndrome can be infectious for up to 1 year after birth.


				



































CONFIDENTIAL CASE REPORT





Age at diagnosis: _______________


Gestational age at birth (weeks): _______________		Birth weight: __________ pounds	__________ ounces











Was convalescent serology done?		Y	N	U


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


IgM serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgG serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending
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