INVASIVE MENINGOCOCCAL DISEASE 
 Patient name: ______________________________    ID: ___________
Neisseria meningitidis
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CONFIDENTIAL CASE


REPORT





INVASIVE MENINGOCOCCAL DISEASE 


Neisseria meningitides


This is an urgently reportable disease





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








Phone #1:				Phone #2:			Phone #3:








Last Name:						First Name:			MI:





DEMOGRAPHIC INFORMATION





Address:							City:				State:





County:					Zip:		Date of birth: _____/_____/_____	Age:








Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Parent/guardian name: 						Relationship: 





Patient’s occupation: 








CLINICAL INFORMATION





Onset Date: _____/_____/_____	Clinician Name:				Clinician Phone #:








Was patient hospitalized?	Y	N	U	Hospital: 


						Date of admission: _____/_____/_____ to _____/_____/_____


						Medical record #:		


	





Syndrome (Select one):


□ Bacteremia without sepsis 	□ Meningitis	□ Meningoencephalitis	□ Pneumonia	


□ Meningococcemia without meningitis	□  Unknown





Did patient have disseminated intravascular coagulation (DIC)?	Y	N	U


Did patient have petechiae? 					Y	N	U











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








Has patient ever been vaccinated against meningococcus?		Y	N	U�Date of vaccine: ____________________________________________________________________________________


Name of vaccine: ___________________________________________________________________________________


Lot number of vaccine: _______________________________________________________________________________





Has the patient received a second or booster dose of the vaccine?	Y	N	U�Date of vaccine: ____________________________________________________________________________________


Name of vaccine: ___________________________________________________________________________________


Lot number of vaccine: _______________________________________________________________________________





	





Risk factors:


Chronic pulmonary disease	Y	N	U	Chronic heart disease		Y	N	U


Chronic liver/kidney disease	Y	N	U	Diabetes				Y	N	U


Injecting drug user		Y	N	U	Cancer/immunocompromised	Y	N	U


College student			Y	N	U	Live in dorm/residential facility	Y	N	U


Active military			Y	N	U	Man who has sex with men (MSM)	Y	N	U





Was culture done?				Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Sample collected:		□ Blood		□ CSF 		□ Tissue/muscle/bone


			□ Joint/pleural/peritoneal fluid	□ Bronchial aspirate/lavage 





NOTE:  If lab results list more than one type of bacteria – it is not a sterile sample and is not reportable.





Test results:	(Check one)


□ Positive 	□ Inconclusive	□ Negative	□ Pending
































Was sample sent to UPHL?		Y	N	U


	If no or unknown, contact the testing lab and arrange for sample to be sent to UPHL immediately for typing.


Serotype:	□ a	□ b	□ c	□ y	□ W135		□ Not typeable	□ unknown





Was serology (IgM - acute) done?				Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































Was serology (IgG - acute) done?				Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































Was serology (IgM - convalescent) done?			Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending


























Was serology (IgG - convalescent) done?			Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending
































CONTACT MANAGEMENT





Prophylaxis is recommended for those that:


	Live in the same household (especially young children);


	Share the same sleeping space (such as military barracks or dorm rooms) during the 7 days prior to illness onset;


	Are contacts at daycare or nursery during the 7 days prior to illness onset;


	Are close social contacts (through kissing, sharing water bottles, cutlery, or very close friend);


	Are medical personnel that had unprotected exposure to patient secretions during 7 days prior to illness onset or


		after onset but before patient had received 24 hours of appropriate antibiotic therapy.


All symptomatic contacts should be advised to immediately seek medical care.





LABORATORY INFORMATION





What is the total number of household contacts of the case that were recommended for antibiotic prophylaxis?


	Number that actually received antibiotic prophylaxis?


What is the total number of non-household contacts of the case that were recommended for antibiotic prophylaxis?


	Number of contacts (not household) that share sleeping space?


	Number of contacts at nursery or daycare?


	Number of social contacts?


	Number of medical contacts?





Is this case epi-linked to anyone?		Y	N	U


	If yes, list name _____________________________________________


















































REPORTING





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








LHD Reviewer:			





LHD Case classification: (Check one)


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


			























UDOH Case classification: 


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











Case classification: (Check one)


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