WVDHHR Viral Hemorrhagic Fever Case Report Form Patient ID:

1. Patient Information | L-ast Name: First Name:
City of residence: County of residence: State of Residence: ZIP: Country:
) [] Patient Phone 2: ( ) [] Patient
Phone 1: ( ) [] Other [] Other
. MM DD YYYY [ Years [] Male
Date of Birth: Age | Months Sex “ Female

Ethnicity: [J Hispanic [ Non-Hispanic

Race: [0 White [] Black [ Asian/Pacific Islander
[] American Indian/Alaskan Native [ Other:

Nationality:
MM DD YYYY
2.Reporting Source | Date Reported: Reported by:
Phone: ( )
MM DD YYYY
Date of Case Interview: Form I.mtlated by:
Phone: ( )
3. Siens and Svmptoms Date of fever onset ™™ pp R
- I8 ymp Date of symptom onset other than fever
Check all signs and symptoms that apply
Initial Prodrome:
[J Fever Duration of fever (days) [J Malaise and fatigue [J Extreme weakness [J Cough
[J Sore throat [J Headache [J Nausea or vomiting [J Nonbloody diarrhea
[J Abdominal or chest pain [] Muscle or joint pain
Other symptoms:

[1 Bradycardia [ Tachypnea (rapid respiration) [ Conjunctivitis [] Pharyngitis [ Weight loss
[ Difficulty swallowing [ Dyspnea (shortness of breath) [ Maculopapular rash

Hemorrhagic sypmotoms:
[J Hemorrhagic or purpuric rash [ Epistaxis (nose bleed) [ Hematemesis (vomiting blood)
[J Hemoptysis (blood in sputm) [ Melena (blood in stool)

[ Other hemorrhagic symptoms (conjunctival injection, bleeding gums, bleeding at puncture sites, hematuria-blood
in urine).

List other symptoms or relevant findings:

4. Clinical status [J Outpatient  [J Emergency Room [J Inpatient [] Died
Was the patient hospitalized? [ Yes [J No [J Unknown
Was patient isolated upon entry to the [ Yes Is patient currently isolated? [ Yes
hospital? [J No [J No
[1 Unknown [J Unknown

MM DD YY MM DD YY
Date of Hospitalization: Date of Discharge or Death
Name of Hospital: City: State: Phone number:

Patient Name: September 30, 2003 1




WVDHHR Viral Hemorrhagic Fever Case Report Form Patient ID:
M DD YY

If transferred, M Date of Discharge or Death MM bb Yy
Date of transfer: from receiving hospital

Name of Receiving Hospital: City: State: Phone number:

Date Antibiotic Treatment began: / / Antibiotic used:

Date of first signs of clinical improvement: / /

5. Diagnostic evaluation:
Please fill in results of any tests that have been performed:

Virus isolation from blood by culture: [] Not done [ Positive [| Negative Collectiondate  / /
[J Virus Type

IgM ELISA on blood sample:[] Not done [ Positive [ Negative Collectiondate / / [ Virus Type

PCR: on blood sample: [] Not done [ Positive [] Negative Collectiondate / / [ Virus Type

6. Epidemiology:

Travel outside West Virginia during the 21 days prior to illness onset [ Yes [1No

Location: Date arrived: / / Date Departed: / /
Location: Date arrived: / / Date Departed: / /
Location: Date arrived: / / Date Departed: / /

Contact with (outside WV) infected animals during the 21 days prior to symptom onset [] Yes [] No
Animal : Exposure type: Current location: Contact date:  / /

Describe exposure:

Other Suspicious exposure [ Known [] Unknown
If known, describe exposure and location:

Other Epidemiology Notes:

7. Case Classification:

] Suspected [] Probable [ Confirmed

Type of Viral Hemorrhagic Fever:
[JEbola [JMarburg [JLassaFever [JNew World Arenavirus [ Rift Valley F. [ Yellow Fever
[1 Omsk Hemorrhagic Fever [ Kyasanur Forest Disease

[J Other: Specify

Closed by:

Date Case Investigation Closed: ~ / /
Phone:

Patient Name: September 30, 2003 2
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