Haemophilus influenzae

 Patient name: ______________________________    ID: ___________
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Haemophilus influenza


Includes HIB


This is an urgently reportable disease





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


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending


Note: make sure that the isolate is forwarded IMMEDIATELY to UPHL for typing.  Decisions on contact tracing and prophylaxis require typing of the organism.
































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








LABORATORY INFORMATION





REPORTING





LHD Reviewer:					





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











If patient is less than 15 years old and was previously vaccinated with at least one dose of HIB vaccine:


	List Dose #, date, manufacturer, and lot number, for all doses given:





__________________________________________________________________________________________________





________________________________________________________________________________________________





________________________________________________________________________________________________





________________________________________________________________________________________________


	


		





Patient’s occupation: 








LHD Case classification: (Check one)


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


			























Does patient live in a household where:


	There is at least one child <4 years of age that is un- or under-immunized?		Y	N	U


	There is a child <12 months of age that has not received the primary series of vaccine?	Y	N	U	There is an immunocompromised child of any age (even fully vaccinated)?		Y	N	U


	Is patient less than 24 months old?							Y	N	U





	If yes to any of the above four questions: 


	


Ensure that the patient was treated with ceftriaxone, cefotaxime, or rifampin


Provide chemoprophylaxis to all household members (regardless of age) but excluding pregnant women


If patient is less than 24 months old, be sure to vaccinate them.




















Parent/guardian name: 						Relationship: 





UDOH Case Classification: 


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














HIB MANAGEMENT








Syndrome (Select one):


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


□ Septic arthritis	□ Wound	□ Epiglottitis	□ Otitis media




















Is patient less than 15 years old?		Y	N	U


	If yes, answer the following question – if no, proceed to the next block.


		Has patient been vaccinated with HIB vaccine?	Y	N	U


	


		





	
































Was typing done at UPHL?			Y	N	U				


Date typed: _____/_____/_____


Test results:	(Check one)


	□ A		□ B		□ C		□ D		□ E		□ F


	□ Not typeable		□ Other





Note: if B is checked, fill out the HIB management section





Note: beta lactamase testing is NOT the same thing as typing.  Lab results indicating beta lactamase test positive or negative do not need to be reported to public health and are not used for decision making.





























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:


	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?		Y	N	U


	Blood disorder (such as sickle cell)?		Y	N	U


	Premature (gestational age <37 weeks)?		Y	N	U





				

















Note: only fill out this section if isolate is type B.  See laboratory section for more information.  There is no contact management done on any other type of H. influenzae.	





Is case employed or enrolled at a daycare?		Y	N	U


	If yes, list name and location of facility: ________________________________________________________ 


	


Note: prophylaxis is not indicated if only one case has occurred in this facility in the past 60 days.  If more than one case has occurred, then prophylaxis of all individuals (staff and children) excluding pregnant women is indicated.
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