Influenza Outbreak Questionnaire

This draft form should be adapted to the particular situation.

My name is _________________________, and I am working with the ____________________ health department. We are investigating a cluster of illnesses in association with ____________________, and we need your help. You may have already talked with someone about your illness. However, we need to ask some more specific questions. Any information provided will remain confidential. You do not have to answer any questions that you do not wish to answer. Would you be willing to answer some questions at this time?
If “NO”… We could really use your help with this investigation to help prevent others from becoming sick. Is there a better time for me to call back?

Date to call back: ___/___/___                    Time to call back: __________
If “YES” … Great. Thank you. Let’s get started.

1. Name: _________________________

2. Age: _____
3. Gender   M   F   (circle one)
4. Current telephone number: ____________________
5. Have you been sick since ___/___/___?   Yes   No   (circle one)
6. If the answer to question 5 is yes, did you show any of the following symptoms:
Fever?   Yes   No   (circle one)

If yes, please specify the temperature __________
Sore Throat?   Yes   No   (circle one)

Cough?   Yes   No   (circle one)

Describe:   ______________________

Shortness of breath?   Yes   No   (circle one)

Stuffy nose?  Yes   No   (circle one)

Muscle aches?     Yes   No   (circle one)

Headache?    Yes   No   (circle one)

Vomiting?    Yes   No   (circle one)

Diarrhea?     Yes   No   (circle one)

Other symptoms?   Yes   No   (circle one)

If yes, please specify ____________________

7. On what date did your symptoms first appear? ___/___/___
8. Have you visited your doctor regarding any influenza-like symptoms?   Yes   No
9. Did your doctor do any lab tests for influenza?   Yes   No
If yes, what were the results? ____________________
10. Did your doctor prescribe any medications to treat influenza-like symptoms?
What medications? ____________________
11. Did you have to stay overnight in the hospital?  Yes   No

Name of hospital ________________________

Date of admission ___/___/___    Date of discharge   ___/___/___

Diagnosis:  ______________________________
12. If you have recovered from your illness, on what date did you feel completely well? ___/___/___
Interviewer: ______________________  Date:  ___/___/_____

Guidance for persons with influenza-like illness:
1)  Stay home if you are showing flu-like symptoms. 
2) Do not return to school or work until your fever has been gone for 24 hours off fever-reducing medications.

3) If you need to see a doctor, call ahead, and wear a mask when you enter the healthcare facility.
4)  Avoid close contact with others. Also avoid sharing personal items, such as toothbrushes, cigarettes or drinks with non-infected people. 

5)  Cover your mouth and nose with a tissue when you cough or sneeze.

6)  Wash your hands with soap and water or use alcohol-based hand rubs after coughing or sneezing.

7)  When cleaning your home, focus on the most frequently touched surfaces, such as door knobs, bedside tables, bathroom surfaces, and children’s toys.
8)  Take any medications that your doctor has prescribed for you. In addition, increase your intake of clear liquids.   
Guidance for family or household contacts of influenza patients:
1) All household members should monitor themselves closely for the development of flu-like illness, such as fever, sore throat, and cough.  

2) Household members with underlying chronic illness or pregnancy should contact their physician to determine if antiviral medication is recommended.  
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