Intake / Worksheet for Reportable Disease

(Initial person receiving report must fill out all items marked with an asterisk)

Case Identifier Information:

Name:* ________________________________________________



Last


First

           Initial

Parents Name: ________________________​​​​​​​​​__________________                                         (If Case is a minor)       Last


First
                           Initial

Age: ________  DOB:  ___/___/___  Sex:  ____  Race:  _________

Street Address: _________________________________________

                                       House Number               Street Name                       Apt #

                                  ____________________________________________________

                                        City                                 State                                   Zip

Telephone*  Hm. (        ) ____________  Wk. (        ) _____________ 

Other Contact Information:  _______________________________________ _____________________________________________________________________ 

Investigator Information:

Assigned To:  _________________

Date: ___/___/____

Laboratory Findings / Values / Specimen(s) Type / Date / Etc.: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Symptoms and Onset Date: ___/___/____ 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician / Hospital Information:

MD Name:* ____________________________________     Telephone  Num. (        ) ___________________



Last


First

Hospitalized: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  If Yes, Hospital Name: ____________________________________________

ER Visit:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
         If Yes, Hospital Name: ____________________________________________ 

Treatments: _____________________________________________________________________________

Report Information:

Disease:*           _______________

Report Date:*     ___/___/____

Report Time:*     _______________

Report Person:* _______________

Report Lab:*       _______________

Contact Phone#:*______________
Special Concerns:

Food Handler: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If Yes, Last Day Worked: ___/___/____ By Whom: _____________________

Attend School / Daycare: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If Yes, Last Day Attended: ___/___/____ School ______________

Contacts / Family Ill: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If Yes, Names: _____________________________________________ ________________________________________________________________________________________

Notes: 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

