BACTERIAL MENINGITIS (OTHER) 

 Patient name: ______________________________    ID: ___________

[image: image1.png]


Utah Public Health
Name of Local Health Department

Address of Local Health Department

Phone: (801) xxx-xxxx    Confidential Fax (801) xxx-xxxx
May14, 2008




















BACTERIAL MENINGITIS (OTHER)


Note: do not use this form for cases due to Strep pneumo, Group A or B strep, H. flu, N. meningitides, or Listeria





CONFIDENTIAL CASE


REPORT





DEMOGRAPHIC INFORMATION





Phone #1:				Phone #2:			Phone #3:








Last Name:						First Name:			MI:





Was patient hospitalized?	Y	N	U	Hospital: 


						Date of admission: _____/_____/_____ to _____/_____/_____


						Medical record #:		


	





Onset Date: _____/_____/_____	Clinician Name:				Clinician Phone #:








Symptoms:


Fever		Y	N	U		


Headache	Y	N	U


Stiff neck	Y	N	U	





County:					Zip:		Date of birth: _____/_____/_____	Age:








Address:							City:				State:





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





LHD Case classification: (Check one)


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


			























Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















List name of organism:					





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








LABORATORY INFORMATION





REPORTING





LHD Reviewer:						





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








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:   _____/_____/_____


					





CLINICAL INFORMATION





Was culture done?	Y	N	U


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


Type of sample:	(Check all that apply)		


□ Blood		□ CSF		□ Fluid		□ Muscle/tissue/bone	□ Other


Test results:	(Check one)


□ Positive	□ Negative	□ Inconclusive	□ Pending
































UDOH Case Classification: 


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








Parent/guardian name: 						Relationship: 





Patient’s occupation: 












