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___/___/___ case report

___/___/___ interstate

� confirmed

� presumptive

� suspect

#

COUNTY

SOURCES OF REPORT (check all that apply)

� Lab � Infection Control Practitioner 

� Physician     � _____________________

Name _______________________________

Phone _______________ Date ___/___/___

Primary M.D. _________________________

Phone ________________ �

Name ____________________________________________________ Phone(s) ____________________________

Address _______________________________________________________________________________________

 e-mail address__________________________________________________________________________________

LAST, first, initials (a.k.a.)

Street City County Zip

Street City Zip

indicate home (H); work (W); message (M)

indicate home (H); work (W); message (M)

OK to talk to
patient?

(first report)

(if different)

SEX
 � female    � male

DATE OF BIRTH ____/____/____

or, if unknown, AGE  ______

ALTERNATE CONTACT  � Parent    � Spouse    � Household Member    � Friend    � _______________________

Name __________________________________________________ Phone(s) ______________________________

Address _______________________________________________________________________________________

m d y

BASIS OF DIAGNOSIS

DEMOGRAPHICS

CASE IDENTIFICATION

Worksites/school/day care center/N/A_________________________________

____________________________________________________________________

Occupations/grade/N/A_______________________________________________

HISPANIC  �  yes    �  no    �  unknown
RACE
� White � American Indian
� Black � Asian/Pacific Islander
� unknown   � refused to answer
� other ______________

Date investigation initiated:    ____ /____ /____

m d y

Vibrio parahaemolyticus

 CLINICAL DATA

Symptomatic: � yes � no � unk

if yes, ONSET on ____/____/____

Check all that apply:

fever � yes � no � unk

  max. temp.   ___  ___ . ___  � F    � C

nausea � yes � no � unk
vomiting � yes � no � unk
diarrhea � yes � no � unk

   max. no. stools/24 hrs __________

bloody diarrhea � yes � no � unk
abdominal cramps � yes � no � unk
headache � yes � no � unk
muscle pain � yes � no � unk
cellulitis � yes � no � unk

   site _________________________________

bullae � yes � no � unk

   site __________________________________

shock (systolic BP<90) � yes � no � unk
other � yes � no � unk

   specify __________________________________

Sequelae: � yes � no � unk
(e.g., amputation, skin graft)   if yes, describe
____________________________________________
____________________________________________

LABORATORY DATA

 Vibrio species isolated:

___________________________________

Culture confirmed: � yes � no

if yes, Lab _____________________

Hospitalized: � yes � no � unk name of hospital ____________________________________

date of admission ____/____/____ date of discharge  ____/____/____

Transferred to/from another hospital:  � yes     � no    � unk

transfer hospital name __________________________________________

Outcome:   � survived    � died � unk date of death   ____/____/____

Duration of illness       ____________________________

Did patient take an antibiotic as treatment for this illness?: � yes � no � unk

if yes, name of antibiotics taken date began date ended

______________________________ ___/___/___ ___/___/___

______________________________ ___/___/___ ___/___/___

______________________________ ___/___/___ ___/___/___

Was the patient receiving any of the following treatments or taking any of the following medications in the
30 days BEFORE this Vibrio illness began?

antibiotics � yes � no � unk immunosupressants � yes � no � unk

chemotherapy � yes � no � unk antacids � yes � no � unk
systemic steroids � yes � no � unk radiotherapy � yes � no � unk
H2-Blocker or other ulcer medication (e.g., Tagamet, Zantac, Omeprazole) � yes � no � unk

Pre-existing conditions (list):_________________________________________________________________

m d y m d y

Specimens: � stool � blood

� urine � ________________

Specimen collected          ____/____/____

Isolate submitted to PHL?    � yes     � no     � unk

PHL specimen # ________________________________

Serotype _______________________________________
m d y



PATIENT’S NAME �

INFECTION TIMELINE

POSSIBLE SOURCE(S) OF INFECTION DURING EXPOSURE PERIOD
EPI-LINKAGEEPI-LINKAGEEPI-LINKAGEEPI-LINKAGEEPI-LINKAGE
During the exposure period, was the patient...

associated with a known outbreak?
� yes       � no � unk
a close contact of a confirmed or presumptive case?
� yes      � no � unk

Has the above case been reported?
          � yes    � not yet
Specify nature of contact:
� household � sexual       � daycare � ________________

Did the patient travel outside his/her home state in the 7 days before illness began? □ yes   □ no

If yes, list destination(s) and dates

SUSPECT FOODS: Did the patient eat any of the following foods?

FOOD yes  no   unk      yes  no   unk

a clams � �  �    � � � ___/___/____    ____   � am    � pm
b crab � � �    � �  � ___/___/____    ____   � am    � pm
c lobster � � �    � � � ___/___/____    ____   � am    � pm
d mussels � � �    � � � ___/___/____    ____   � am    � pm
e oysters � � �    � � � ___/___/____    ____   � am    � pm
f shrimp � � �    � � � ___/___/____    ____   � am    � pm
g crawfish � � �    � � � ___/___/____    ____   � am    � pm
h other shellfish � � �    � � � ___/___/____    ____   � am    � pm

   specify ___________________________
i fish (specify) � � �    � � � ___/___/____    ____   � am    � pm

   specify ___________________________
Amount consumed__________________________________________

How was this fish or seafood prepared (if not eaten raw)?
�  baked   �  broiled �  fried     �  steamed      �  unk    �  other____________

Eaten raw?    Most recent meal
m d          y            time

Where was this seafood obtained?
□ oyster bar/restaurant □ seafood market □ unk
□ truck/roadside vendor □ food store
□ other___________________
if yes, where?

Name of store/restaurant______________________________________

Address______________________________________________________

Was seafood havested by patient or friend of patient?
� yes    � no   � unk

 if yes,
where?______________________________________________

Was seafood imported from another country?    � yes    � no

if yes, where?______________________________________________

If oysters, clams or mussels were eaten, how were they presented to the
case? �  in the shell �  shucked  � unk  other,
specify __________________________
Date seller received seafood ____/____/____

Vibrio spp. 43-42/ June 2002
D

ADMINISTRATION

Initial report sent to OHS on ____/____/____

Completed by ___________________________________  Date _________________  Phone ________________ Case investigation sent to OHS on ____/____/____

Remember to copy patient’s name to the top of this page.

CASE-CONTACT MANAGEMENT AND FOLLOW-UP

SUMMARY OF FOLLOW-UP AND COMMENTS.  Provide details as appropriate.
� hygiene education provided
� work or daycare restriction for case
� daycare inspection

� follow-up of other household member(s)
� restaurant inspection
� investigation of seafood source
� _____________________

If illness was domestically acquired, contact Environmental Health and Dept. of Agriculture to collect data on sales, shipping, distribution, lot numbers,
harvest sites, temperature, storage and cross-contamination.

Vibrio parahaemolyticus/August 2003

if yes to any question, specify relevant names, dates, places, etc:

onsetdays from onset

calendar dates

ask about exposures 
between these dates

–0.5–1–2
EXPOSURE PERIOD


