Haemophilus influenzae Surveillance Worksheet

[ Generic mmc | (Expanded Worksheet Option) |Hfu MMG (RIBD_v1.0_MMG_PTR 20100124 2) | “PPe? 42

NAME (Last, First) Hospital Record No.
Address (Street and No.) City PID-11.3] County[PID-11.9] Zip| PID-11.5 Phone
Reporting Physician/Nurse/Hospital/Clinic/Lab[48766-0] Address Phone

DETACH HERE and transmit only lower portion if sent to CDC

DEMOGRAPHIC INFORMATION
1. PatientDateofBirth | [JL1 [ILICIL]

5. Race: [ American Indian or Alaska Native [ White

MONTH DAY YEAR
PID-10| [ Asian L] othef 326249
O § O
2. ReportedAge: [ 1[1[] YEARS| 0BX-6 DAYS L1 Blackor African-American ] unknown
77998-3 [THOUR$  for ] MONTHS ) . o
[ Native Hawaiian or Other Pacific Islander
[IWEEKY 77998-3| ] UNKNOWN

6. Identification Informationas of | [ [CICICIL]

3. Sex ] MALE ] FEMALE ] UNKNOWN MONTH DAY VEAR
Type Assigning Authority
4. Ethnicity[pip-29 [ | HIsPANIC [ I NOT HIsPANIC [ JUNKNOWN D Value
INVESTIGATION
INVESTIGATION SUMMARY INVESTIGATOR
7. Jurisdiction: 13. Last Name:
8. Program Area (state assigned): 14. First Name:
9. StateclassIDnumber: 15. E-mail:
10, Investigationstartdatelzozoz] L LI LIL LT e echieationstatus [ (1) (O] 11
MONTH DAY YEAR
11. Investigationstatus [] Open I closed 17. Date assigned to investigation OO OO OO
12. Sharerecord withguestsofthis [ yes 1 No MONTH DAY EAR

jurisdiction and program area?

18. Type of insurance

D MEDICARE D INDIAN HEALTH SERVICE (IHS) D NO HEALTHCARE COVERAGE
D MILITARY/ VA D PRIVATE/ HMO/PPO/MANAGED CARE PLAN D UNKNOWN
D MEDICAID/ STATE ASSISTANCE PROGRAM D OTHER (SPECIFY)
19a. WEIGHT 19b. HEIGHT [3137-7]
Ibs oz OR kg l:l unknown Ft in OR cm L] unknown

OBX-6 for 3141-9
L 086 for 1419 |
REPORTING SOURCE

20. Dateof report O OO0 OO REPORTER
MONTH oAY YEAR 27. Last name: [74549-7
21. Source name: 28. First name:
22. City: 29. PersoniD:
23. State:|77966-0 le +4 - 30. E'ma“:
24, County: 779678
RN ENIEE R -
EARLIEST DATE REPORTED TO: 31 Telephone: ||
25. County: 26.State:[77973-6 Extension: || 1111
OO0 O o OO0 OO0 Ooed
MONTH DAY YEAR MONTH DAY YEAR
CLINICAL
PHYSICIAN
32. Last name: 33. First name:
34. E-mail: 35. Telephone: || [ [ [ |L [T 10 [ 1] Extension: ||| || |[ ]
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HOSPITAL 43a. Hospital/lab ID where culture | 43b. Hospital ID where patient
36. Was the patient hospitalized for this illness? identified: treated:

[ Ives " INo " unknowN HiEERN HiEEER

37. Hospital name:

38. Hospital ID:

44a. Was patient transferred from | 44b. If Yes, hospital ID

another hospital? HIEEEE

10, Ad b a1 Disch b DYes DNO DUnknown
. Admission Date: [ 8656-1 | . Discharge Date{ 86496

45, lliness Onset Date:[ 11368-8 46. lliness End Date: [ 779769
OO0 00 O] 00 000 (]

MONTH DAY YeaR wonth oAt vem HinENIEEEN HiERINIEREN

39. Hospital IDType:

MONTH DAY YEAR MONTH DAY YEAR
42.Total duration of stay within hospital: || ||| | pays
47. Types of infection caused by organism (CHECK ALL THAT APPLY)
0 Béjcteremia "] Abscess (not skin) " Empyema 48a. Bacterial species isolated from any normally sterile site
without focus (CHECK ALL THAT APPLY)
L] Meningitis [IPeritonitis "I Endocarditis [| Neisseria meningitidis "1 Abscess (not skin)
[ Otitis media [ IPericarditis I Endometritis "1 Haemophilus influenzae "I Group A streptococcus
~IPneumonia - ISepticabortion L ISTSS [|GroupBstreptococcus [ Streptococcus pneumoniae
[ ] Cellulitis "I Chorioamnionitis I Necrotizing fasciitis
LI Epiglottitis [ISepticarthritis "I Puerperal sepsis 48b. Other bacterial species isolated from any normally sterile
site[LAB278
[Hemolyticuremic [ IOsteomyelitis 7 Other infection

syndrome (HUS)

49. Sterile sites from which organism isolated: (CHECK ALLTHAT APPLY) | 50, Date first positive culture obtained: (date specimen drawn)

OO0 OO O

[] Blood [IPeritonealfluid [ IBone MONTH DAY YEAR
] CSF IPericardial fluid IMuscle 51. Othernonsterilesitesfromwhichorganismisolated: (CHECKALL THAT
. . APPLY)
[ IPleuralfluid [Joint .
| Placenta "I Middle ear
Specify:
. pecify . L] Amnioticfluid []Sinus
_lInternal bodysite 0 _ o
[ Other normally sterile site Wound L Other nonsterilesite
52. Underlying causes or prior illness: (CHECK ALL THAT APPLY)
[ ] Currentsmoker [ IHodgkin’sdisease [THIVinfection [ |Heart failure/CHF
[ ] Multiple myleoma [ ] Asthma [ JAIDSorCD4 count<200 [ ]Obesity
[ISickle cellanemia [ IEmphysema /COPD [ICochlearimplant [ ICSF leak
[ I Splenectomy/asplenia [ ISystemiclupuserythematosus(SLE) [ |Deaf/profoundhearingloss L1Ivbu
LI Immunoglobulin deficiency [ IDiabetesmellitus [ICirrhosis /Liverfailure [[ICerebral vascular accident
) (CVA) / Stroke
- Immunosuppressive therapy [INephroticsyndrome [l Alcohol Abuse "] Complementdeficiency
(Steroids, Chemotherapy, Radiation) . . .
7 Leukemia 7] Renalfailure/Dialysis 0 Atherosclerotic Cardiovascular Disease (ASCVD)/(CAD)

Specify:
[[] Othermalignancy

I Organtransplant

I Other priorillness

53.Was patientpregnant/postpartumattime offirstpositive culture? " Nes [_INo  [lunknown
If yes, outcome of fetus

[ISurvived, noapparentillness [ILive birth/neonataldeath [l Induced abortion
[ISurvived, clinicalinfection [IAbortion/stillbirth [l Unknown
54. Is the patient <1 month of age? |_|ves |_|No || unknown If yes, time of birth: : 55.Didthepatientdiefrom

this illness? 77978-5
Gestational age: [] Ekwks) [56056-5 |Birth weight: [] DDEgms OBX-6 for
56056-5 DYes DNO
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56. What was the serotype?[ INV706 | 59. Type of insurance: (CHECK ALL THAT APPLY)

Lla Lld LINot Typeable [IMedicare
b Le [INot Tested or Unknown CIMilitary/VA
L LIf LIother L] Medicaid/state assistance program

[JIndian Health Service (IHS)
LIPrivate/HMO/PPO/managed care plan
[INo health care coverage

58. Birth Country: [TUnknown

LlOtherlnsurance

57. Wasthe patient <15years ofageatthe time
of the first positive culture? [ 1 ves [] No [] Unknown

60. Is there a known previous contact with Hib disease within the preceding two months? ] Yes [] No [] Unknown |INV1041]

If yes specify type of contact} INVI042 |

61. Significant past medical history:

If pre-term birth (<37 weeks). Specify weeks:

Serum availability:

Is acute serum available? D Yes D No D Unknown Is convalescent serum available? D Yes D No D Unknown
pate: || LI T pate: || [T
MONTH DAY YEAR MONTH DAY YEAR

62. If<15yearsofageandserotype ‘b” or “unk”, did patientreceive Haemophilus influenzae bvaccir{ vac12¢| Cves [ Ino L]

DoseDAY pate ii:n Vaccine Name/Manufacturer| 30957-5 Lot Number[30959-1
1 O OO
2 OO0
3 OO0 OO0 e
4 [0 OO0 ]

Epidemiologic

63. Does this patient: (CHECK ALL THAT APPLY)

Attend adaycare* facility IW6I] [ Nes [_INo [Junknown Facilityname

*DAY CARE IS DEFINED AS A SUPERVISED GROUP OF 2 OR MORE UNRELATED CHILDREN FOR >4 HOURS PER WEEK.

Resideinalong term carefacility?] e | ves | INo [ lunknown  Facilityname _
64.IsthiscasepartofanoutbreakYes __INo [_lunknown Outbreakname[77581.9

Where was this disease acquired?

Imported Country:[INVI53] Imported City:[ TNVI55]

Imported State: Imported County:[ TNVI56 |
CONFIRMATION METHOD 66.Does this patienthaverecurrentdisease withthe same pathogen? 67. CRF Status:
65. Case status:[ 77990-0] - Complete O] Chart
L] Confirmed [l Nota case Clves [Ino [lunknown 1 Incomplete unavailable
[l Probable [ Unknown after3

If yes, previous (1st) state 1.D] INV976] HERREEE requests

[ Suspect [ Edited & Correct

General Comments: | 779991
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