HUMAN RABIES

 Patient name: ______________________________    ID: ___________
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DEMOGRAPHIC INFORMATION











CLINICAL INFORMATION








LABORATORY 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








LHD Case classification: (Check one)


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


			























Additional abnormal laboratory values:


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




















REPORTING








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








EXPOSURE HISTORY








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:			





UDOH Case Classification:


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








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














CSF findings:


RBC (/µl): __________________				Monocytes (%):__________________		


WBC (/µl): __________________				Bands (%):__________________


Neutrophils (%): __________________			Glucose (mg/dl): __________________


Lymphocytes (%):__________________			Protein (mg/dl): __________________


























Patient’s occupation: _____________________________________


Residence at time of onset: 	□ Rural		□ Urban		□ Suburban


City at time of onset: _____________________________________


State at time of onset: _____________________________________


Has the patient traveled to any foreign country in the past 6 months?		Y	N	U


	If yes, then list:


	Country				Length of time		


	___________________________	___________________________


	___________________________	___________________________


	___________________________	___________________________


	___________________________	___________________________





Have there been any suspicious animal exposures?	Y	N	U


	If yes, then list date(s): _____/_____/_____	     _____/_____/_____	 _____/_____/_____





MOST RECENT EXPOSURE


What species was involved? (check one)


	□ Dog		□ Cat		□ Raccoon	□ Skunk		□ Fox		□ Bat	


□ Other ______________________________________________________


Type of exposure? (check one)


	□ Bite			□ Non-bite (scratch)	□ Non-bite (contact only)		


□ No known exposure	□ Unknown	


City: _____________________________________		State: _____________________________________





PREVIOUS EXPOSURE(S)


What species was involved? (check one)


	□ Dog		□ Cat		□ Raccoon	□ Skunk		□ Fox		□ Bat	


□ Other ______________________________________________________


Type of exposure? (check one)


	□ Bite			□ Non-bite (scratch)	□ Non-bite (contact only)		


□ No known exposure	□ Unknown	


City: _____________________________________		State: _____________________________________




















CONFIDENTIAL CASE


REPORT








HUMAN RABIES


 This is an immediately notifiable disease








Parent/guardian name: 						Relationship: 





What were the first symptoms? 	______________________________________________________________________


 	______________________________________________________________________


Was there an outpatient visit?	Y	N	U		


If yes then:	Date: _____/_____/_____		Diagnosis: ______________________________________


If patient was hospitalized, what was the admitting diagnosis? ________________________________________________


Was patient in a coma?		Y	N	U


Current differential diagnosis: 	______________________________________________________________________


       	______________________________________________________________________


Additional pertinent information:	______________________________________________________________________


 	______________________________________________________________________





Patient’s occupation: 



































Peripheral WBC (with diff):


On admission (x103/µl)					Highest (x103/µl)


Neutrophils: __________________				Neutrophils: __________________


Lymphocytes: __________________			Lymphocytes: __________________


Monocytes: __________________				Monocytes: __________________


Bands: __________________				Bands: __________________












































Chemistry:


Glucose (serum, in mg/dl):	 __________________		Total protein (serum, in g/dl): __________________	


CPK (serum - total, in U/l): __________________		Isoenzymes (MM %): __________________


MB (%):	 __________________				BB (%):__________________
































EXPOSURE HISTORY





Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown








PREVIOUS EXPOSURE(S), CONT.


What species was involved? (check one)


	□ Dog		□ Cat		□ Raccoon	□ Skunk		□ Fox		□ Bat	


□ Other ______________________________________________________


Type of exposure? (check one)


	□ Bite			□ Non-bite (scratch)	□ Non-bite (contact only)		


□ No known exposure	□ Unknown	


City: _____________________________________		State: _____________________________________














Did patient have:


Fever?				Y	N	U	Aerophobia?			Y	N	U


Malaise?			Y	N	U	Hydrophobia?			Y	N	U


Headache?			Y	N	U	Localized weakness?		Y	N	U


Nausea/vomiting?		Y	N	U	Localized pain/paraesthesia?	Y	N	U


Anxiety?			Y	N	U	Confusion or delirium?		Y	N	U


Muscle spasm?			Y	N	U	Agitation/combativeness?		Y	N	U


Dysphagia?			Y	N	U	Autonomic instability?		Y	N	U


Anorexia?			Y	N	U	Hyperactivity?			Y	N	U


Ataxia?				Y	N	U	Hallucinations?			Y	N	U


Priapism?			Y	N	U	Insomnia?			Y	N	U


Seizures?			Y	N	U	Hypersalivation?			Y	N	U
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