LHJ Use
Washington State Department of

/iﬁHealth

County

By:

Outbreak # (LHJ)

[1 Reported to DOH Date /[ /
LHJ Classification

ID

DOH Use ID
Date Received Il

g (Ffonk:irkr)r;ed DOH Classification
robable i
L [OJ Confirmed
%lc_)?ﬁ .|:| Clinical O Probable

er: - [0 No count; reason:

REPORT SOURCE

LHJ notificationdate: /[
Reporter (check all that apply): [ Lab [] Hospital []HCP
[ Public health agency [] Other

OK to talk to case? [] Yes [ No [] Don't know
PATIENT INFORMATION

Name (last, first)

Investigation start date: /

/

Reporter name

Reporter phone

Primary HCP name

Primary HCP phone

Birthdate /[  Age

Gender [] FEM O Other [ Unk
Ethnicity [ Hispanic or Latino [J Unk

[J Not Hispanic or Latino

Race (check all that apply)

Address [0 Homeless
City/State/Zip
Phone(s)/Email
Alt. contact [] Parent/guardian [] Spouse [ Other Name:
Phone:

[ Amer Ind/AK Native [] Asian
[ Native Hl/other PI [ Black/Afr Amer

Occupation/grade

Employer/worksite School/child care name

[0 White [ Other [ Unk

CLINICAL INFORMATION

Onsetdate: /| [ Derived Diagnosis date:
Symptoms & Clinical Findings

Y N DKNA

O O O O Influenza-like illness:
CrFever [J Headache
[Jcough [JChest pain
[OMuscle pain (myalgia) []Joint pain (arthralgia)

O O O O Fatigue

O O O O Night sweats

O O O O Weight loss, unexplained

O O O O Shortness of breath

O O O O Neck stiffness

O O O O Pneumonia
Radiograph confirmed: [0y CIN DK [CINA

O O O O Other pulmonary lesion diagnosed by imaging
Describe:

O O O O Rash (observed by healthcare provider)
[CJErythema nodosom (red painful nodules)
[CJErythema multiforme (target lesions)
[Jother:

O O O O Meningitis (disseminated)

O O O O Disseminated to other site, specify:
[OBone [JJoint [JLymphnodes [Skin
[Jother:

O O O O Other (e.g., wound infection):

Hospitalization
Y N DK NA
O O O O Patient presented to ER for illness
O O O O Hospitalized at least overnight for this illness

Hospital name

Admit date I

O O O O Died from illness
O O O O Autopsy Place of death

Discharge date ___ /[

Death date [

Answers are: Yes, No, Unknown to case, Not asked /Not answered

S S S

lliness duration: days
Predisposing Conditions
Y N DKNA
O O O O HIV positive / AIDS
O O O O Immunosuppressive medications
[ICorticosteroids (e.g., prednisone, cortisone)
[JTNF-a inhibitors [JChemotherapy
O Organ or stem cell transplant recipient
Year & organ:
O Pregnant, trimester: [J1% 2™ [J3"
[J Diabetes
[J Chronic lung disease (e.g., COPD, emphysema)
O Other lung disease (e.g., TB):
O Cardiovascular disease:
O Malignancy/cancer, specify:
[ Liver disease
[ Kidney disease

OoOoOoOoOoooo O
OoOoOoOoOoooo O
Ooooooooo 0O

Laboratory Check box if test performed
Serology tests: ID=immunodiffusion; CF= complement fixation; LA=latex agglutination

[ serology (1) - Source: [JCSF [serum Lab:
Collectiondate __ / /  Test: JEIA [JID OCF LA
IgM titer: Interpretation: [ JPos [[JNeg [JEquiv [(JUnk.
IgG titer: Interpretation: [JPos [JNeg [JEquiv [JUnk.
[ serology (2) - Source: [JCSF [serum Lab:
Collectiondate __/_/  Test: [JEIA [JID [CF LA
IgM titer: Interpretation: [JPos [ONeg [JEquiv [(JUnk.
IgG titer: Interpretation: [JPos [[JNeg [JEquiv [JUnk.
[ Coccidioides identified from fungal culture
Collectiondate __/ /  Lab:
Species: [Jimmitis [Jposadasii [Junknown
Source: [JCsF [tissue: Cother:
[ Coccidioides identified from histopathology

Collection date /__ | Source:
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Washington State Department of Health Case Name:
INFECTION TIMELINE

|

Exposure period

Enter onset date (first sx) Days
in heavy box. Count
backward to determine

probable exposure period
Calendar dates: | |

(Continued from left column)

from onset: -28 -7

“® wn 3 0

Location/Travel

Y N DK NA
Y N DKNA ) . ) [0 O O [ Participate in dust generating recreational activity
[0 O O O Travel outside of Washington State during Clhorseback riding ~ [l4-wheeling/ATV riding
2months prior to onset, specify: [gardening [Jsoccer/other sports game
Destination Dates Llother, specify:
Where & when:
[1 O O [ Exposed to substantial soil disturbance during/at:
[excavation [Jconstruction [JATV track
[Jlandscaping( large scale)
[Jother, specify:
Location of soil disturbance exposure:
[dHome [JLess than mile from home [] Work
If recent travel (last 2 months) to a known endemic area Clother, specify:
(e.g., AZ, CA, Mexico), then skip to “most likely ; . .
exposure” (below). If no travel to an out of state 000 O workin agrlcultgre, Spe‘?'f,V: -
O O O O Outdoor recreational activities, specify:

endemic area, then ask the remaining exposure
questions in this section focusing on the 2 months

prior to onset (except where specified): O O O O Were any of your pets diagnosed with
coccidioidomycosis?

Y N DKNA O O O O Ever (lifetime) traveled southwestern U.S., Mexico,

O O O O Beenin dust/wind storm, earthquake, or Central/ South America; where & when:

landslide. Where & when:

O O O O Moving or digging in soil, where & when:

[J Most likely exposure site identified
Where did exposure probably occur? []In WA (County: ) [ Other state:
[] Other country: [ ] Unknown

Exposure site details:
[J No risk factors or likely exposures could be identified
[ Patient could not be interviewed

PUBLIC HEALTH ISSUES PUBLIC HEALTH ACTIONS

Y N DK NA Y N DK NA
O O O O Treatment received for this illness O O O O If in-state exposure site identified, environmental
[ Amphoterici: sampling conducted?
[] Fluconazole Ooral IV If yes:
L] itraconazole:  [Joral L]V DOH EPH reference #:
[ voriconazole: [Joral [V N
D Posaconazole: D oral D v Any pOSItlves detected? |:|Yes D No
E Ketoconazole: E oral % \Y [] PCR positive, # positive:
Corticosteroids: oral \% . L
O Other antifungal: Joral [JIv [ Culture positive, # positive:
[ Antibiotics:

[J Unknown medication

Investigator Phone/email: Investigation completedate __ / /

Local health jurisdiction Record completedate /[

Note: This form is not currently available through PHIMS so cases should be reported through PHIMS as a “ Rare Disease of
Public Health Significance” and this form should be faxed to DOH at 206-418-5515.

Answers are: Yes, No, Unknown to case, Not asked /Not answered
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