PERTUSSIS




 Patient name: ______________________________    ID: ___________
Whooping Cough
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DEMOGRAPHIC INFORMATION








PERTUSSIS


Whooping Cough, Bordetella pertussis





LABORATORY INFORMATION








REPORTING








Last Name:					First Name:				MI:





Was patient hospitalized?	Y	N	U	Hospital: 


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


						Medical record #:		








Onset Date (of cough): _____/_____/_____	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








LHD Case classification: (Check one)


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


			


























Print additional sheets as necessary









































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


	If yes, please add the supplemental death questions to this form.








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:   _____/_____/_____


						





LHD Reviewer:		





CONTACT MANAGEMENT








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











Was culture done?			Y	N	U


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


Sample collected:		□ NP swab/wash		□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































CLINICAL INFORMATION








To be considered up to date:


2 months of age = 1 DTaP


4 months of age = 2 DTaP


6 months of age = 3 DTaP�15-18 months of age = 4 DTaP�4-6 years of age = 5 DTaP (booster dose)


10+ years of age = 1 dose of Tdap


�





Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				









































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				









































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				















































Was PCR done?				Y	N	U


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


Sample collected:		□ NP swab/wash		□ Other	


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































CONFIDENTIAL CASE


REPORT





Was convalescent serology done?		Y	N	U


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


IgM serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgG serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgA serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending
































Was patient treated?	Y	N	U


If yes, then:	


Which antibiotic?


_________________________________________


Dosage ________________  


Date started: _____/_____/_____   


How many days? _______________


				








Parent/guardian name: 						Relationship: 








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


Has the patient ever received a pertussis-containing vaccine?		Y	N	U


	If yes, type of vaccine administered:	


□ DTaP		□Tdap		□DTP





Number of doses of DTaP: 	□1	□2	□3	□4	□5	□Unk	





Date of last pertussis containing vaccine: _____/_____/_____





If no, list reason for not vaccinating:


	□ Medical contraindication       □ Religious exemption        □ Philosophical objection	□ Never offered vaccine        


□ History of previous disease   □ Outside recommended age range	□ Other ________________________








*NOT FOR PATIENT/GUARDIAN TO ANSWER* 


In the opinion of the public health professional, 


is the patient up to date with pertussis vaccination?   Y	N	U














Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown











Was acute serology done?			Y	N	U


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


IgM serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgG serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending


IgA serology value: ______________	Test results: 	□ Positive     □ Inconclusive     □ Negative     □ Pending



































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				









































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				









































Patient’s occupation: 








Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				









































Does case have workplace contacts?				Y	N	U


Name and location of workplace __________________________________________


				          __________________________________________









































INFECTIOUS PERIOD


List date 1 week prior to cough onset:  	_____/_____/_____	  


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


List date 5 days after antibiotic start date:	_____/_____/_____  


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. __________________________________________


				     	       __________________________________________


	Has case been excluded from the facility for the first 5 days 	Y	N	U


	of antibiotics or 21 days after cough onset if antibiotics were 


	not taken?


	Has the facility staff been alerted to watch for symptoms in 	Y	N	U


	contacts for 21 days after the last exposure?


	



































UDOH Case Classification:


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








Was DFA done?				Y	N	U


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


Sample collected:		□ NP swab/wash		□ Other 


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































Name:	________________________________________________________________________________________


Age:	________________				Sex 	 M	 F 	


Contact information	□ Same as patient


Address:  _______________________________________________    Phone:  (           ) _______ - _____________


Vaccinated?		Y	N	U 		Symptomatic?		Y	N	U 


Pregnant?		Y	N	U 		Less than 1 year old?	Y	N	U


Contact with child <1 year old or a pregnant woman?		Y	N	U


				









































Did cough last ≥ 2 weeks?			Y	N	U				


Did patient have paroxysmal cough?	Y	N	U


Did patient have inspiratory whoop?	Y	N	U


Did patient have post-tussive vomiting?	Y	N	U


Did patient have apnea?			Y	N	U


Did patient have acute encephalopathy?	Y	N	U


Is patient pregnant?			Y	N	U
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