AVIAN INFLUENZA H5N1


 Patient name: ______________________________    ID: ___________
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AVIAN INFLUENZA (H5N1)





CONFIDENTIAL CASE


REPORT





CLINICAL INFORMATION





REPORTING








Last Name:					First Name:				MI:





Was patient hospitalized?	Y	N	U		Hospital: 


							Date of admission: _____/_____/_____


							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





Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Was RT-PCR done?		Y	N	U


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


Sample collected:		□ NP swab	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































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














LHD Reviewer:						








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








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:   _____/_____/_____


	





Is patient pregnant?	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




















Influenza type


□ A		□ B		□ Both		□ Unspecified


If type A, then: 	H type: __________________	N type:  __________________



































Patient’s occupation: 











Parent/guardian name: 						Relationship: 




















Did patient have fever ≥ 100.4°F?						Y	N	U		


Did patient have pneumonia?						Y	N	U


	If yes, has it been confirmed by a chest x-ray?			Y	N	U


Did patient have ARDS?							Y	N	U


Did patient have a severe respiratory illness with unknown etiology?		Y	N	U


In the 10 days prior to the patient’s illness, did the patient travel to a country 	Y	N	U


with influenza H5N1 documented in poultry, wild birds, and/or humans?


	If yes:


	Where did the patient travel? ____________________________________________


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


Did patient have direct contact with sick or dead domestic poultry?		Y	N	U


	If yes, where? ____________________________________________


	When? _____/_____/_____


Did patient have direct contact with surfaces contaminated with poultry feces?	Y	N	U


If yes, where? ____________________________________________


	When? _____/_____/_____


Did patient consume raw or incompletely cooked poultry or poultry products?	Y	N	U


If yes, where? ____________________________________________


	When? _____/_____/_____
































Has isolate been sent to CDC?			Y	N	U					


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


			


	





LABORATORY INFORMATION




















Did patient have direct contact with sick or dead wild birds suspected 		Y	N	U


or confirmed to have H5N1?


If yes, where? ____________________________________________


	When? _____/_____/_____


Did patient have close contact (within 3 feet) of a person who was hospitalized	Y	N	U


or died due to a severe unexplained respiratory illness?


	If yes, name of contact: ____________________________________________


	Location of exposure: ____________________________________________


	When? _____/_____/_____





Did patient have close contact (within 3 feet) to an ill patient who was confirmed or 	Y	N	U


suspected to have H5N1?


If yes, name of contact: ____________________________________________


Location of exposure: ____________________________________________


When? _____/_____/_____


Did patient work with live H5N1 virus in a laboratory?				Y	N	U


	If yes, name and contact information of supervisor:


	________________________________________________________________________________________


	________________________________________________________________________________________
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