H1N1 Contact Investigation Form

1. Reporter Information












Name of Reporter:  Last_________________________________    First__________________________________
Telephone Number____________________    Fax____________________    Email_____________________________________
County or District Health Department________________________________________    District Number___________________
2. Case Contact Information

Case ID: __________________Name: Last ___________________________________First______________________________

Case Status:  
 FORMCHECKBOX 
 Confirmed Case  Date: __________________




 FORMCHECKBOX 
 Probable Case
 Date: __________________




 FORMCHECKBOX 
 Suspect Case
 Date: __________________




 FORMCHECKBOX 
 Not a Case
 Date: __________________

Contact Information:  Last _____________________________________    First__________________________________

Address: Street_____________________________________    City_________________________    State______  

Zip____________    County___________________________

Telephone______________________________    Cell/Other Phone______________________________
Date of Birth____/____/________    Age____

Sex:    

 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female


Race:  

 FORMCHECKBOX 
  White 
 FORMCHECKBOX 
  American Indian/Alaska Native

 FORMCHECKBOX 
  Native Hawaiian/Pacific Islander



 FORMCHECKBOX 
  Black
 FORMCHECKBOX 
  Asian



 FORMCHECKBOX 
  Unknown

Ethnicity:
 FORMCHECKBOX 
  Hispanic
 FORMCHECKBOX 
  Non-Hispanic
 FORMCHECKBOX 
  Unknown
3. Signs and Symptoms

1. Has contact had any ILI during last 7 days?     FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
(Skip to Section 5)
 FORMCHECKBOX 
  Unknown
     a.  If YES:  Date of Symptom Onset____/____/________

2. Signs and symptoms experienced within the last 7 days:

a. Coughing



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
b. Diarrhea




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
c. Difficulty breathing (shortness of breath)
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
d. Eye infection



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

e. Fever ≥ 38°C (100.4°F)


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

f. Feverishness



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

g. Muscle aches



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

h. Rash




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

i. Runny nose



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

j. Seizures




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

k. Sore throat



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

l. Vomiting



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

m. Other symptom(s)


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

Specify_______________________

3. Is the contact pregnant?
 FORMCHECKBOX 
  Yes (weeks pregnant)____________
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
4. Does the contact have compromised immune function such as HIV infection, cancer, chronic corticosteroid therapy, diabetes, or organ transplant recipient?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

If yes, please specify: __________________________________________________________________________________
____________________________________________________________________________________________________
4. Medical History – Location(s) Where Treatment Sought for this Illness
1. Outpatient History

Clinic #1: Name______________________________    Doctor’s Name____________________________   Date____/____/________    Address_____________________________________   Telephone________________________   Fax__________________________

Clinic #2: Name______________________________    Doctor’s Name____________________________   Date____/____/________    Address_____________________________________   Telephone________________________   Fax__________________________

2. Hospital Admission(s)

Hospital #1: Name____________________________    Doctor’s Name___________________   Admission Date____/____/________    

Address_____________________________________   Telephone________________________   Fax__________________________

Held in isolation?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown


Date Isolation Started____/____/________   Type of Isolation_____________________________
 FORMCHECKBOX 
  Discharged (specify date)____/____/________
(specify disposition)_________________________

 FORMCHECKBOX 
  Transferred (specify date)____/____/________    (specify hospital)____________________________
Hospital #2: Name____________________________    Doctor’s Name___________________   Admission Date____/____/________    

Address_____________________________________   Telephone________________________   Fax__________________________

Held in isolation?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown


Date Isolation Started____/____/________   Type of Isolation_____________________________
 FORMCHECKBOX 
  Discharged (specify date) ____/____/________
(specify disposition)_________________________

 FORMCHECKBOX 
  Transferred (specify date)____/____/________    (specify hospital)____________________________    

5. Exposure to Case Patient 
1. What is contact exposure to case patient?
	 FORMCHECKBOX 
 Household member
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Extended family
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Friends
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Co-worker
	Specify :_______________________________
	Co-worker Phone: 

	 FORMCHECKBOX 
 School or daycare
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Public Health worker
	Specify :________________________________________________________________

	 FORMCHECKBOX 
Laboratory worker
	Specify :_________________________ 
	Type of Laboratory:

	 FORMCHECKBOX 
 Healthcare worker
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Travel out of town
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Visitor/Guest
	Specify :________________________________________________________________

	 FORMCHECKBOX 
 Other
	Specify :________________________________________________________________


2. 
Has anyone in your household had fever, cough, sore throat, or symptoms during ______  to ______ (referent dates) ? 

 FORMCHECKBOX 
   Yes:  

 FORMCHECKBOX 
   No   

 FORMCHECKBOX 
   Unknown

If yes, please list name(s) or list number from above to indicate ill persons in your household & date of symptom onset: 

a. __________________________________________________Date (mm/dd/yy) ____/____/____
b. __________________________________________________Date (mm/dd/yy) ____/____/____

c. __________________________________________________Date (mm/dd/yy) ____/____/____
3. 
For Health Care Workers, describe activities related to case patient:
	Examined patient
	    FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No         FORMCHECKBOX 
   Unknown 

	Obtained respiratory specimens  
	    FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No        FORMCHECKBOX 
   Unknown 

	Obtained stool specimens
	    FORMCHECKBOX 
   Yes   
 FORMCHECKBOX 
   No         FORMCHECKBOX 
   Unknown 

	Intubated patient
	    FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No        FORMCHECKBOX 
   Unknown 

	Other:
	    FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown 

	     If other, specify:________________________________________________________


4. 
Did you have contact (ie, within 6 feet or 2 meters) or interact with case patient during (referent dates—see timeline tool), _________ to __________?           FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown
a. 
If YES, can you describe the nature of these specific interactions or close contact with the case patient?

	Playing (if case is child)
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	Having a meal with him/her
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	Sharing a bed
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	Other:
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	     If other, describe:_______________________________________________________


5. Did your interaction involve direct contact with (case patient) or their belongings?  FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown
a. If YES,describe:
	Sharing cups/utensils
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	Kissing/hugging
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown)

	Direct care of case during illness (may include handling soiled linen, clothes, etc)
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	Other (specify):
	 FORMCHECKBOX 
   Yes    
 FORMCHECKBOX 
   No       FORMCHECKBOX 
   Unknown

	     If other, describe:_______________________________________________________


6. 
Approximately how much total time did contact interact with case patient during (referent dates)? 
	Interaction
	Date of interaction
	Approximate time (minutes)

	#1
	____/____/____
	________

	#2
	____/____/____
	_______

	#3
	____/____/____
	_______

	#4
	____/____/____
	_______

	#5
	____/____/____
	_______

	#6
	____/____/____
	_______


6. Travel History of Contact
1. Has contact had any ILI during last 7 days?     FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
(Skip to Section 7)
 FORMCHECKBOX 
  Unknown
2. Did the contact travel one day prior to or during illness?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No (Go on to #3)
 FORMCHECKBOX 
  Unknown

IF YES, please provide specific information.

WITHIN GEORGIA

a. 
City (County)______________________   Arrival Date____/____/________    Departure Date____/____/________



Purpose of travel______________________________________    Flight/Ship #_________________


b.
City (County)______________________   Arrival Date____/____/________    Departure Date____/____/________



Purpose of travel______________________________________    Flight/Ship #_________________

WITHIN THE U.S.

a. 
State_____________________________  City______________________ Arrival Date____/____/________    Departure Date____/____/________  Purpose of travel______________________________________    
Flight/Ship #_________________

b.
State_____________________________  City______________________ Arrival Date____/____/________    Departure Date____/____/________  Purpose of travel______________________________________    
Flight/Ship #_________________

INTERNATIONAL

a. 
Country___________________________   City______________________ Arrival Date____/____/________    Departure Date____/____/________Purpose of travel__________________________

Flight/Ship #_________________

b.
Country___________________________   City______________________ Arrival Date____/____/________    Departure Date____/____/________Purpose of travel__________________________

Flight/Ship #_________________

3.  Have out-of-town guests visited contact during infection period?  
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
a. If yes, where did they travel from? 

Origin:  _________________________________________ (include state & also country, if outside US)

Dates of visitors:  From ____/____/____ to ____/____/____
 Unknown
b. 
Was anyone ill or become ill?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
7. Health Risk Status of Contact
1. Does contact have any of the following medical conditions?

a.
Asthma  .   .     FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown

       If yes, do you currently take medication to control your asthma?        FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
b.
Other chronic lung disease  .   . FORMCHECKBOX 
  Yes
 (Specify: ____________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
c.
Chronic heart or circulatory disease .   FORMCHECKBOX 
  Yes
 (Specify: ____________________)  FORMCHECKBOX 
  No
     FORMCHECKBOX 
  Unknown
d.
Metabolic disease (including diabetes)  .    FORMCHECKBOX 
  Yes
 (Specify: ____________________)  FORMCHECKBOX 
  No
     FORMCHECKBOX 
  Unknown

      If YES, do you currently take medication to control your disease?         FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
e.
Kidney disease  .   .   .   .    FORMCHECKBOX 
  Yes
 (Specify: _________________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
f.
Cancer in the last 12 months  .   .    FORMCHECKBOX 
  Yes
 (Specify: __________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
g.
Immunosuppressive condition (HIV infection, , chronic corticosteroid or other immunosuppressive therapy, or organ transplant recipient)  .   .   .  FORMCHECKBOX 
  Yes
 (Specify: __________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
h.
Neurologic/neuromuscular disorder  .   FORMCHECKBOX 
  Yes  (Specify: __________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
i.
Hemaglobinopathy.   .   .   . .    FORMCHECKBOX 
  Yes
 (Specify: __________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
j.
Other chronic diseases  .   .    FORMCHECKBOX 
  Yes
 (Specify: __________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
k. 
Pregnant   .   .   .   .   .    .    FORMCHECKBOX 
  Yes
 (Specify: __________________________)  FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
If pregnant, specify current weeks of gestation  __________  (as of today)

If pregnant, specify estimated date of confinement (EDC) or due date_______________________

2. Did you receive an influenza vaccination between September 2008 and today?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown 

If YES, number of doses:  

 FORMCHECKBOX 
 1    
 FORMCHECKBOX 
 2    

Dose 1:    Date (mm/dd/yy) ____/____/____




Type of vaccine:  FORMCHECKBOX 
 Inactivated (injectable)
 FORMCHECKBOX 
 Live Attenuated (spray)
     FORMCHECKBOX 
 Unknown

  
 Dose 2:    Date (mm/dd/yy) ____/____/____


Type of vaccine: 
 FORMCHECKBOX 
 Inactivated (injectable)
 FORMCHECKBOX 
 Live Attenuated (spray)
      FORMCHECKBOX 
 Unknown

3. Do you currently smoke cigarettes?
 FORMCHECKBOX 
 Everyday
 FORMCHECKBOX 
 Some days
 FORMCHECKBOX 
 Not at all

4. Is contact a high risk, requiring antiviral medications for prevention of influenza?  FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
If YES, please indicate regimen below
	Drug
	Dosage 1
	Start Date1           Stop Date1*
	Dosage 2
	Start Date2            Stop Date2*

	Oseltamivir (Tamiflu®)
	mg
	____/____/_____
	_____/_____/_____
	mg
	_____/_____/_____
	_____/_____/_____

	Zanamivir (Relenza®)
	mg
	____/____/_____
	_____/_____/_____
	mg
	_____/_____/_____
	_____/_____/_____

	Rimantadine
	mg
	____/____/_____
	_____/_____/_____
	mg
	_____/_____/_____
	_____/_____/_____

	Amantadine
	mg
	____/____/_____
	_____/_____/_____
	mg
	_____/_____/_____
	_____/_____/_____

	Other______________
	mg
	____/____/_____
	_____/_____/_____
	mg
	_____/_____/_____
	_____/_____/_____


*leave blank if still taking the medication

5.  If contact was provided antivirals, were they provided by Health Department?   

  FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Unknown
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