DIPHTHERIA

 Patient name: ______________________________    ID: ___________
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CONFIDENTIAL CASE


REPORT








Parent/guardian name: 						Relationship: 





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














Print additional sheets as necessary









































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








LABORATORY INFORMATION





Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown











LHD Case classification: (Check one)


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


			























LHD Reviewer:							








Was culture done?				Y	N	U


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


Sample collected:		□ Nose/throat	□ Mucosal lesion		□ Cutaneous lesion	□ Membrane


Test results:	(Check one)


□ Positive - presumptive	□ Inconclusive	□ Negative	□ Pending


If positive, then was the organism toxigenic?		□ Yes	□ No	□ Not done
































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:	Total number of doses __________		


Was last dose more than 5 years ago?	Y	N	U


	If yes, then:	Did contact receive a booster dose of vaccine?	Y	N	U


Was NP swab obtained for culture?		Y	N	U	


If yes, then date obtained: _____/_____/_____	Results:    □ Positive     □ Negative     □ Unknown


Was OP swab obtained for culture?		Y	N	U	


If yes, then date obtained: _____/_____/_____	Results:    □ Positive     □ Negative     □ Unknown


Is case a carrier?		Y	N	U		Is case symptomatic?	Y	N	U 	


Was case prophylaxed?	Y	N	U		


				









































Has isolate been sent to CDC?			Y	N	U					


The organism was:	□ Confirmed	□ Unconfirmed	     □ Different organism


If confirmed, then species name:	_____________________________________________________________


Was the organism toxigenic?	□ Yes	□ No	□ Not done


	Biotype:   □ Intermedius	□ Belfanti      □ Mitis	□ Gravis	     □ Not done	□ Unknown


			





	





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:   _____/_____/_____





Patient’s occupation: 








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








DEMOGRAPHIC INFORMATION








Was PCR done?					Y	N	U


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


Sample collected:		□ Nose/throat	□ Mucosal lesion		□ Cutaneous lesion	□ Membrane


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending


If positive, then was the sample toxigenic?	□ Yes	□ No	□ Not done
































INCUBATION PERIOD


List date 10 days prior to onset:  _____/_____/_____	  


List date of onset:   _____/_____/_____  


Have the patient answer the following questions for the incubation period only.


				



































REPORTING





Was acute serology (IgG) done?			Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Has isolate been sent to UPHL?			Y	N	U					


The organism was:	□ Confirmed	□ Unconfirmed	     □ Different organism


If confirmed, then species name:	_____________________________________________________________


Was the organism toxigenic?	□ Yes	□ No	□ Not done


	Biotype:   □ Intermedius	□ Belfanti      □ Mitis	□ Gravis	     □ Not done	□ Unknown


			


	








CONTACT MANAGEMENT





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


If yes, list name and location of activity __________________________________________


				     	       __________________________________________


	



































Does case have household contacts?				Y	N	U


	























Vaccination history


Was patient vaccinated?		Y	N	U


	If yes, then: 


Did patient complete the childhood primary series?	Y	N	U


		Has patient ever received a booster dose?		Y	N	U


		Total number of doses received _________		Date of last vaccination _____/_____/_____	


	If no, list reason for not vaccinating:


	□ Medical contraindication       □ Religious exemption        □ Philosophical objection        


□ History of previous disease    □ Never offered vaccine     □ Outside recommended age range	


□ Other ________________________


					

















Was acute serology (IgM) done?			Y	N	U


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


Serology value: __________________


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:	Total number of doses __________		


Was last dose more than 5 years ago?	Y	N	U


	If yes, then:	Did contact receive a booster dose of vaccine?	Y	N	U


Was NP swab obtained for culture?		Y	N	U	


If yes, then date obtained: _____/_____/_____	Results:    □ Positive     □ Negative     □ Unknown


Was OP swab obtained for culture?		Y	N	U	


If yes, then date obtained: _____/_____/_____	Results:    □ Positive     □ Negative     □ Unknown


Is case a carrier?		Y	N	U		Is case symptomatic?	Y	N	U 	


Was case prophylaxed?	Y	N	U		


				









































Was convalescent serology (IgG) done?		Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Was histopathology done?				Y	N	U


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


Histopathologic findings: ______________________________________________________________________________


______________________________________________________________________________________________________________________________________________________________________________________________________





























Was convalescent serology (IgM) done?		Y	N	U


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


Serology value: __________________


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































Does case have workplace contacts?				Y	N	U


Name and location of workplace __________________________________________


				          __________________________________________









































INFECTIOUS PERIOD


List date of onset:  _____/_____/_____	  


List date 2 weeks after onset:   _____/_____/_____  


Have the patient answer the following questions for the infectious period only.


				



































Is this case epi-linked to anyone?		Y	N	U


	If yes, list name _____________________________________________


















































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


	If yes, list name and location of facility __________________________________________


				     	       __________________________________________


	


	


	



































UDOH Case Classification:


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








DIPHTHERIA


 This is an immediately notifiable disease





Did case travel out of state or out of country during the incubation period?			Y	N	U


	If yes, list:	Where _____________________________________	


When _____/_____/_____ to _____/_____/_____


Was case exposed to visitors from out of state or out of country during the incubation period?	Y	N	U


	If yes, list:	Who _____________________________________	


Where ____________________________________


When _____/_____/_____ to _____/_____/_____


















































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 	


If yes, then:	Total number of doses __________		


Was last dose more than 5 years ago?	Y	N	U


	If yes, then:	Did contact receive a booster dose of vaccine?	Y	N	U


Was NP swab obtained for culture?		Y	N	U	


If yes, then date obtained: _____/_____/_____	Results:    □ Positive     □ Negative     □ Unknown


Was OP swab obtained for culture?		Y	N	U	


If yes, then date obtained: _____/_____/_____	Results:    □ Positive     □ Negative     □ Unknown


Is case a carrier?		Y	N	U		Is case symptomatic?	Y	N	U 	


Was case prophylaxed?	Y	N	U		


				









































Clinical presentation:	□ Respiratory		□ Cutaneous





Did patient have fever?						Y	N	U			


Did patient have sore throat?					Y	N	U


Did patient have adherent membrane?				Y	N	U


	If yes, then where?	□ Tonsils	□ Soft Palate	□ Hard Palate	□ Larynx      □ Nares					□ Nasopharynx	□ Conjunctiva	□ Skin


Did patient have airway obstruction?				Y	N	U


Was patient intubated?						Y	N	U


Did patient have myocarditis?					Y	N	U		


Did patient have neuritis?						Y	N	U		


Is patient pregnant?						Y	N	U


If patient did not die, does the patient have any residual effects?	Y	N	U


Was patient administered antitoxin?				Y	N	U


	If yes, then	When did treatment start? _____/_____/_____


			What dose (IU)? ___________
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