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DEMOGRAPHICS

2. Date Received at EIP  ______/______/______

3. Patient's Name _______________________________________________________4. Patient's Phone #  (_________)_____________
Lname Fname

5. Address __________________________________________________________________________________________________
Number/ Street City State Zip+4

6. County ______________________ 7. Race       White   Black   Unknown   Asian   Other

8. Gender   Male     Female     Unknown American Indian/Native Alaskan     Multi-racial

Pacific Islander or Native Hawaiian   
9. Date of Birth ______/______/______  9a. Age: _________years 10. Ethnicity   Hispanic     Non-Hispanic     Unknown     

9b. If < 1 year:  ______months
ORGANISM INFO

11. Specimen collection date _______/______/______ (If collection date is missing, date received at submitting lab  _______/_______/_______)

12. Submit lab:  GA _________ Submitting physician ____________________________________

13. Lab/Hosp. where specimen collected:  GA ____________ Contact name ___________________________________________

(or name___________________________________________________) Phone # _____________________  Fax # _____________________

14. Specimen source     Stool    Blood    CSF    Urine   Other___________   Other, sterile site_____________   Abscess    Unknown        

15. Did EIP receive isolate?     Yes     No   Unknown 16. Did GPHL receive isolate?  Yes    No    Unknown 

17. Did outside state lab receive isolate?     Yes     No    Unknown 18. State Lab ID Number:  ____________________________

19. Was specimen or isolate forwarded to CDC for testing or confirmation?  Yes   No   Unknown
20. Isolated Pathogen (See back of form for EIA/PCR questions.)
Bacterial Parasitic

SALMONELLA  (Serogroup _____ Serotype _________________________) CRYPTOSPORIDIUM

SHIGELLA  (Species _______________________________________) CYCLOSPORA

CAMPYLOBACTER  (Species ______________________________)

VIBRIO  (Species _______________________________)

YERSINIA  (Species _____________________________)

LISTERIA  (Serotype __________) SEE BACK OF FORM FOR FURTHER LISTERIA  QUESTIONS.

E.COLI   21. Was isolate identified as E.coli?  Yes   No   Unknown   Not Tested   

22. O157 positive?  Yes   No   Unknown   Not Tested 22a. If No, O antigen number _______ (select 1-999)

23. H7 antigen positive?  Yes  No   Unknown 23a. If No, H Antigen number  ________ (select 1-99)

24. Shiga toxin producing?  Yes   No   Unknown   Not Tested 25. Was isolate non-motile?  Yes  No  Unknown 

HOSPITALIZATION/OUTCOME

26. Was case hospitalized within (+/-) 7 days of specimen collection?  Yes    No   Unknown

27. If YES, where:  GA_________ (or name if no code available ______________________________)

28. Date of admission _____/_____/_____ 29. Date of discharge _____/_____/_____

30. (If discharged and rehospitalized for this infection, where: GA_______  and when:  Date of admission _____/_____/_____  Date of discharge _____/_____/_____)

31. If case was hospitalized, were they transferred to another hospital?   Yes   No    Unknown

32. If YES, where:  GA_________ (or name if no code available __________ _________________________)

33. Date of admission _____/_____/_____ 34. Date of discharge _____/_____/_____

35. Outcome Alive Dead Unknown
TRAVEL

36. Did the case travel internationally? Yes No Unknown
(within 30 days of onset for S.Typhi  & Listeria , 15 days for Cryptosporidium & Cyclospora , and 7 days for all other pathogens)

37. If case traveled internationally, to where did they travel?  _____________________________________________________Unknown

38. Date of departure from U.S.  _____/_____/_____   Unknown 39. Date of return to U.S.  _____/_____/_____    Unknown

40. Did the case immigrate to the U.S. within 7 days of the specimen collection date?  Yes   No   Unknown
41. If yes, from where ______________________________________________

42.Was case interviewed by public health?   Yes   No   Unknown 46. Case Report Complete?  Yes   No
43. Date case's symptoms first began _____/_____/_____   Unknown 47. Date CRF Completed: _____/_____/_____
44. Was case found during audit?  Yes  No  Unknown 48. Initials of Person Completing CRF:  _________
45. Comments: 
_________________________________________________________________________________________________________________

SENDSS (initial entry) _________ (initials) ____________(date)

SENDSS ID ________________ SENDSS (final entry) __________(initials) _____________(date)

Please fax completed form to 404-728-5012.     Questions?  Call 404-321-6111 x6492.

1. Medical Record # ________________________________

Foodborne Diseases Active Surveillance Network (FoodNet) Case Report Form (CRF)    Georgia Emerging Infections Program  (version 01/01/2009)
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EIA/PCR RESULTS

Complete for E.coli : Complete for all non-E.coli pathogens:

49. EIA result at the clinical lab Stx1+   Stx2+   Stx1+ & Stx2+  Positive Undifferentiated   Negative   Not Tested    Unknown
50. EIA result at State Lab Stx1+   Stx2+   Stx1+ & Stx2+   Positive Undifferentiated   Negative   Not Tested    Unknown
51. PCR result at State Lab Stx1+   Stx2+   Stx1+ & Stx2+   Positive Undifferentiated   Negative   Not Tested    Unknown
52. PCR result at CDC Stx1+   Stx2+   Stx1+ & Stx2+  Positive Undifferentiated   Negative   Not Tested    Unknown

OUTBREAK INFO

53. Was the case associated with a known outbreak?  Yes   No   Unknown
54. If yes, CDC NORS outbreak number: _______ (select 1-999999)
55. If yes, State Outbreak Identification Number: ____________
56. Type of outbreak  Foodborne   Waterborne   Animal Contact    Person-to-Person   

Environmental contamination other than food/water   Indeterminate   Other   Unknown

Listeria
57. Is this case pregnancy-associated?   Yes     No     Unknown  

58. Outcome of fetus:  
Survived/no apparent illness Abortion/stillbirth
Survived/clinical infection Induced abortion
Survived/otherwise undetermined Abortion/otherwise undetermined
Live birth/neonatal death Unknown
Live birth/otherwise undetermined

59. Types of infections caused by organism (check all that apply):
Abscess (not skin) Osteomyelitis
Bacteremia without Focus Otitis Media
Cellulitis Pericarditis
Chorioamnionitis Peritonitis
Empyema Pneumonia
Endometritis Puerperal sepsis
Endocarditis Septic Abortion
Epiglottitis Septic Arthritis
Hemolytic Uremic Syndrome (HUS) Septic Shock
Meningitis Septic Toxic Shock Syndrome (STSS)
Necrotizing fasciitis Other (specify) ___________________________________

60. Underlying causes or prior illness (check all that apply):  
(If none or unknown, check appropriate box)  None Unknown

AIDS or CD4 count <200 Hodgkin's Disease
Alcohol abuse Immunoglobulin deficiency
Asthma Immunosuppresive therapy (steroids, chemotherapy, radiation)
Atherosclerotic cardiovascular disease (ASCVD)/Coronary Artery Disease (CAD) IVDU (Intravenous Drug User)
Blunt trauma Leukemia
Bone marrow transplant Lymphoma (including Hodgkin's Disease)
Burns Multiple myeloma
Cerebral vascular accident (CVA)/Stroke Nephrotic syndrome
Chronic skin breakdown Obesity
Cirrhosis/Liver failure Other prior illness (specify) _________________________
Cochlear implant Penetrating trauma
Complement deficiency Premature Birth (before 37 weeks)
CSF leak Renal failure/Dialysis
Current smoker Sickle cell anemia
Cystic Fibrosis Solid organ malignancy
Deaf/Profound hearing loss Solid organ transplant
Diabetes mellitus Splenectomy/Asplenia
Emphysema/COPD Surgical wound (post operative)
Heart failure/CHF Systemic Lupus Erythematosus (SLE)
HIV Infection Varicella

Please fax completed form to 404-728-5012.     Questions?  Call 404-321-6111 x6492.


