


area code

� Hot Tub

� Whirlpool

� Other: 

  ITEM

 a)  Route of Entry:

IF RECREATIONAL EXPOSURE, PROCEED TO QUESTION (12) AND THEN (13d), OTHERWISE PROCEED TO (13a).

b) Type of Exposure: Describe the setting:  (e.g., health spa,
rafting trip, etc.)

12. RECREATIONAL EXPOSURE:

� Contact

� Inhalation

13. FACTORS CONTRIBUTING TO WATER CONTAMINATION:   (check all that apply)

� Contamination of mains during construction or repair 
� Contamination of storage facility

 d)  OTHER REASONS FOR CONTAMINATION OF WATER:    (include recreational exposures here)

� Other: 
� Unknown

� Intentional ingestion

� Accidental ingestion

� Swimming pool

� Lake, Pond

� River, Stream

 c)  IN DISTRIBUTION SYSTEM:
 � Cross connection
 � Back siphonage

14.  WATER SPECIMENS EXAMINED: (provide information for routine samples collected before and during
the outbreak investigation as well as for any special lab studies)

Briefly describe the unusual aspects of the outbreak and/or the outbreak investigation
not covered above. Attach epidemic curve and summary report, if available.

LABORATORY RESULTS

DATE  MICROBIOLOGY 
DISINFECTANT 

RESIDUAL TURBIDITY

Tap Water 10/11/91

11/02/91

11/12/91

No coliforms

23 fecal coliforms

Giardia; 10 total coliforms per 100 ml

 EXAMPLES 0.5 mg/L

Not Done

0

0.1 NTU

10.0 NTU

2.0 NTU

Untreated Raw Water

Tap Water

15.  REMARKS:

Name of reporting agency:

Note: Epidemic and laboratory assistance for the investigation of a waterborne outbreak is available 
upon request by the State Health Department to the Centers for Disease Control and Prevention.
To improve national surveillance of outbreaks of waterborne diseases, please send a copy of this 
report, your internal report, and the questionnaire used in the epidemiologic investigation (if available) to:

Person completing form:

TEL. NO:

Date investigation
initiated:

DATE OF
REPORT:

CDC 52.12  REV.12/96 (Back) WATERBORNE DISEASES OUTBREAK REPORT

Public reporting burden of this collection of information is estimated to average 15 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
data needed, and completing and reviewing the collection of information.   An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid
OMB control number.  Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to DHHS Reports Clearance Officer; Paper-
work Reduction Project (0920-0004); Rm 531 H, H.H. Humphrey Bg.; 200 Independence Ave., SW, Washington, DC 20201.  <Ð Ñ DO NOT MAIL CASE REPORTS TO THIS ADDRESSÐ

Centers for Disease Control and Prevention
Division of Parasitic Diseases 
Attention: Waterborne Disease Coordinator
4770 Buford Highway, NE,  Mailstop F22
Atlanta, GA 30341-3724

 a)  AT SOURCE:
 � Overflow of sewage
 � Flooding, heavy rains
 � Underground seepage of sewage

� Use of a back-up source of water by a water utility
� Improper construction or location of well or spring
� Contamination through creviced limestone or fissured rock

� Other: 
� Unknown

� No filtration
� Inadequate filtration
� Deficiencies in other treatment processes

 b)  AT TREATMENT PLANT:

 � No disinfection
 � Temporary interruption of disinfection
 � Chronically inadequate disinfection

� Other: 
� Unknown

............................................................................................................................................................................................................................................................................................................................................................................................................

............................................................................................................................................................................................................................................................................................................................................................................................................

............................................................................................................................................................................................................................................................................................................................................................................................................

............................................................................................................................................................................................................................................................................................................................................................................................................

............................................................................................................................................................................................................................................................................................................................................................................................................

NAME:

TITLE:

( __ __ __ ) __ __ __ - __ __ __ __ 

__ __ / __ __ / __ __ __ __ / __ __ / __ __
MO.          DAY         YR.

(please print)

� NONE TESTED

MO.          DAY         YR.



FOR STATE USE ONLY

� confi rmed

� presumptive

#

COUNTY

SOURCES OF REPORT (check all that apply)

� Lab � Infection Control Practitioner   

� Physician    � _____________________

Name _______________________________

Phone _______________________________ 

Date ___/___/___  Time ___:___

Primary M.D. _________________________

Phone ________________  �

 CASE IDENTIFICATION

OK to talk to 
patient? 

(fi rst report)

(if different)

SEX         � female    � male

DATE OF BIRTH ____/____/____ 

or, if unknown, AGE  ______ 

m d y

 DEMOGRAPHICS

 BASIS OF DIAGNOSIS

___/___/___ case report

___/___/___ interstate

Name ____________________________________________________________ Phone(s) ____________________________

Address _______________________________________________________________________________________________

 ______________________________________ e-mail address __________________________________________________

LAST, fi rst, 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)

ALTERNATIVE CONTACT:    � Parent     � Spouse     � Household Member     �  Friend______________________

Name  _____________________________________________________________________ Phone(s) ___________________________________________________________________________

Address ________________________________________________________________________________________________________________________________________________________  ________________

� am
� pm

HISPANIC     �  yes    �  no    �  unknown

RACE          

� White �  American Indian      

� Black �  Asian/Pacifi c Islander     

� unknown   � refused to answer     

� other ______ ________     

Date / time investigation initiated:    ____ /____ /____ _____ :_____ � am   � pm

OTHER CLINICAL FINDINGS

chest x-ray for pneumonia 
� pos � neg � not done    
� unknown result

generalized or local seizures
 � yes � no      � unknown

acute encephalopathy
 � yes � no      � unknown

Notes:

m          d           y

m          d           y

DEFINITIONS

Paroxysmal/spasmodic cough:  repeated violent coughs
Whoop:  high-pitched inspiratory noise
Apnea:  prolonged breathlessness; exclude cyanotic episodes after 
coughing paroxysms
Cyanosis:  Paleness or blueness occurring after coughing paroxysm
Post-tussive vomiting:  following coughing paroxysm
Cold-like symptoms:  you know, like a cold
Positive chest X-ray for pneumonia:  exclude other x-ray abnormality
Acute Encephalopathy: acute neurologic or mental function impair-
ment (exclusive of seizures or postictal state)

 CLINICAL DATA

Earliest cough ONSET ____/____/____

Paroxysmal /spasmodic cough ONSET ____/____/____

whoop    � yes � no � unk
apnea    � yes � no � unk
cyanosis    � yes � no � unk
post-tussive vomiting  � yes � no � unk
cold-like symptoms  � yes � no � unk

White count >25,000/μl � yes   � no Lymphocytes >70%    � yes   � no 

m d y

LABORATORY DATA

 date    

_____/_____/_____   Culture � pos.  � neg.   � not done   � unknown

_____/_____/_____   PCR     � pos.  � neg.   � not done   � unknown

Pertussis

m d y

Hospitalized � yes � no

if yes, where___________________________________

Admit date    ____/____/____  

Length of stay:    ______ days

Died       � yes  ____/____/____      � no     �  unk

Cough at last interview: � yes � no      � unk

Duration of cough at fi nal interview ________ days

Date of last interview       ____/____/____  

Antibiotics given  � yes � no   

 1st antibiotic  � y  � n __________________________ 

start date    ____/____/____    # days taken_______  

2nd antibiotic  � y  � n __________________________ 

start date    ____/____/____    # days taken_______

m          d           y

Lab name ____________________________________________________________________________
__

m          d           y

m          d           y

m          d           y

m          d           y

Worksites/school/daycare___________________________________

_________________________________________________________

Occupations/grade_________________________________________



PATIENT’S NAME �

During the exposure period, was the patient

 � associated with a known outbreak

 � a close contact of a confi rmed or presumptive case

  was source case reported? � yes � not yet

Is the patient aware of anyone with a similar illness?  � yes    � no

Specifi y nature of contact:   � home    � day care/school � other___________________

if yes to any question, give names, contact information, and other relevant details:

 EPI-LINKAGE

 INFECTION TIMELINE

Enter onset date of cough in heavy 
box. Count forwards and backwards 
to fi gure probable exposure and 
communicable periods.

 POSSIBLE SOURCE(S) OF INFECTION DURING EXPOSURE PERIOD

Specify details of any potential exposures, giving relevant dates, locations, contact 
persons, phone numbers, etc. Attach additional sheets if necessary.

Skip this section if the case was already epi-linked.

Identify possible exposures in the 7-20 days prior to onset:  

� no exposure identifi ed  � patient could not be interviewed

 IMMUNIZATION HISTORY

Pertussis-containing vaccine received in past � yes     � no     � unknown  
 if yes, complete table:

 Vaccine Date Provider/Phone Verifi ed

_________________ ____/____/____ ______________________________ � �

_________________ ____/____/____ ______________________________ � �

_________________ ____/____/____ ______________________________ � �

_________________ ____/____/____ ______________________________ � �

_________________ ____/____/____ ______________________________ � � 
 

 yes no

if not vaccinated, why not?
� age less than 2 months
� medical exemption
� religious objection
� “forgot”
� cost too much
� inconvenience
� concurrent illness
�   other _______________

If available, provide details.

a � contact of suspect case

b � visit to doctor’s offi ce/clinic

c � visit to emergency room

onset
beginning of

paroxyms–7days from onset:

calendar dates:

–20
3 weeks
or 5 days

after antibiotics,
whichever comes first

ask about
exposures in 
this window

EXPOSURE PERIOD
COMMUNICABLE PERIOD

d � travel outside Oregon

e � other _________________



COMMENTS

D
Pertusis March 2009

 CASE-CONTACT MANAGEMENT/FOLLOW-UP

 Please check all applicable contacts 
 (if any, list below and do appropriate follow-up, using the Pertussis Contact Management Form on the next page)

  A � infant <1 year old      B � pregnant woman in 3rd trimester           

 C � household contacts including family daycare or group daycare attendees where there is an infant <1 year of age or a pregnant woman in the 3rd trimester    

  D � other ____________________________

PATIENT’S NAME �

 ADMINISTRATION                                                                                                                                                      OCTOBER 2009
Remember to copy patient’s name to the top of this page. Date and time case report sent to OHS: ____/____/____     ____  �am �pm

Completed by ___________________________________________  Date ______________ Phone ___________________ Investigation sent to OHS on ____/____/____ 

Name of index case Date completed 
mm/dd/yy 

Completed by Page No. 

Contact Contact Contact Contact Contact 

Name

DOB / Age ___/___/___
        mm/dd/yy 

___/___/___
        mm/dd/yy

___/___/___
        mm/dd/yy

___/___/___
        mm/dd/yy

___/___/___
        mm/dd/yy

Gender  M  F  M  F  M  F  M  F  M  F 

Relationship to 
case (family, 
daycare, preschool)

Pregnant / EDC 

Date (mm/dd/yy ) / 

time identified 

____/____/____

__ am pm 

____/____/____

__ am pm 

____/____/____

__ am pm 

____/____/____

__ am pm 

____/____/____

__ am pm 

Immunization
status (# of doses)

Occupation / 
school / daycare 
/ preschool 

Signs and 
symptoms 

Date of swab     
(if done) mm/dd/yy

and results 

____/____/____ ____/____/____ ____/____/____ ____/____/____ ____/____/____ 

Prophylaxis 
recommended

Date (mm/dd/yy)  

Time

 Y  N 

____/____/____

__ am pm 

 Y  N 

____/____/____

__ am pm 

 Y  N 

____/____/____

__ am pm 

 Y  N 

____/____/____

__ am pm 

 Y  N 

____/____/____

__ am pm 

Education
provided

Date (mm/dd/yy)

 Y  N 

____/____/____ 

 Y  N 

____/____/____ 

 Y  N 

____/____/____ 

 Y  N 

____/____/____ 

 Y  N 

____/____/____ 

Other



�  Hemorrhages in the CNS
�  Pulmonary hyptertension (by echocardiogram or cardiac   
 catheterization)
 � Mild (right ventricular 33-50% of systemic pressure)
 � Moderate (right ventricular 51-70% of systemic pressure)
 � Severe (right ventricular 71-100% of systemic pressure)
 � Critical (right ventriuclar >101% of systemic pressure 
� Emphysema pulmonary     
�  Emphysema subcutaneous    

 CASE-CONTACT MANAGEMENT/FOLLOW-UP

PATIENT’S NAME �

 ADDITIONAL DATA  ELEMENTS IF PATIENT IS <12 MONTHS OLD

 COMPLICATIONS
�  Pneumothorax
�  Hernia (umbilical, inguinal)
�  Rectal prolapse
�  Discharged on oxygen
� Others    

 ICU ADMISSION

 RESPIRATORY SUPPORT

 OTHER CLINICAL DATA

 OTHER MEDICAL AND FAMILY INFORMATION 

 � Supplemental O2  without intubation.  Duration:__________________________________________
 � Supplemental O2  with mechanical ventilation. Duration:___________________________________
 � High frequency oscilatory ventilation. Duration:__________________________________________
 � Extra corporeal membrane oxygenation. Duration:________________________________________ 

 
 Mother’s age at infant’s birth ______________________

 Gestational age of the infant _______________________

 Weight of the infant at birth ________________________

 Underlying or previous medical condition ___________________________________________________________________________________________________

 Length of stay_____________________________________________

 � Pharmocologic blood pressure support (e.g. doparmine, dobutamine, epinepherine, neopinepherine)
 � Exchange  transfusion.  Number of:_______________________________________________________

For use by the Oregon Public Health Division ONLY









OREGON HEALTH SERVICES State Use Only
     Case Report for Week

Ending ____________Psittacosis Case Surveillance Report
Patient Name - Last, First, Middle  Sex Age

Personal
Data Street or rural address: City / State / zip code County

Date of Onset Was patient hospitalized? 9 No 9 Yes
Name of hospital: 

 Outcome of    9 Recovered             

Present       9 Died: (date)          
Illness Brief clinical description (Symptoms and signs, maximum temperature, etc.):

Specific therapy (specify product): Dates: First Dose:

Last Dose:

Type of Test Date Results Name & address of Laboratory

Complement
fixation
(specify antigen):

Acute stage (Titer)

()

 

Diagnostic
Tests Acute (Titer)

Convalescence (Titer)

Bacterial
isolation 
(specimen)

Chest X-ray
Date: Results:

Occupation of patient at time of onset:  

Specific duties

Indicate which of the following contacts the patient had during the 5 weeks prior to onset: 

 9 Birds           Check:   
History 9   Psittacines;  species                         Approximate number:     

and   9   Pigeons                                            Approximate number:     

Contact  9   Domestic fowl; species                         Approximate number:     

Information  9   Other birds; species                        Approximate number:     

 Were birds in apparent good health?    Yes 9       No 9        (If not, please elaborate):                 
                                                                                                                                                                              

 9 Human case of Psittacosis; name;                                                                                                     

 9 Other; specify;                                                                                                                   
 9 No known exposure



History 
and
Contact
Information

 
Indicate where exposure occurred   (Specify the Type of Establishment, such as: 1-private home, 2-
private aviary, 3-commercial aviary, 4-pet shop, 5-bird loft, 6-poultry establishment, etc.  If the patient had
multiple contacts, specify to what they were exposed at each place of exposure):

Type of 
Establishmen

Owner and Address Exposed to.. Type of
Exposure

Dates of
Exposure

 

 
Bacterial
Isolation

Tested Specimen Collected Owner of Specimen Results Name/ Location of
Laboratory

Serologic
Test

 

Investigation

of 

Source

If pet birds or domestic pigeons or fowl are implicated as the source of human psittacosis, or if any such
birds are shown by laboratory methods to be infected, it is important to learn where these birds originated,
and where they were subsequently purchased or obtained by the present owner.  These birds may have
acquired a latent form of the infection at any place where they have been detained since hatching;
therefore, list the address of every known place where they were harbored, giving approximate dates:

Other cases of human respiratory illness observed in connection with this possible source (Name, age, address):

(A Psittacosis Case Surveillance Report should be completed for every human case diagnosed)
 
Remarks:

                                                                                                                                                                                         
Notes:
1.  If sera are obtained shortly after onset and again 4 weeks and 8 weeks later, a change in Titer may be demonstrated.
2.  The virus causing psittacosis belongs to a group designated as the lymphogranuloma venereum-psittacosis group. 
3.  Pet psittacine birds in the U.S. usually include parrots (Amazons, Mexican double-heads, etc.), parakeets, shell parakeets or budgerigares, African Grays,
cockateels, love        birds,  lories, lorikeets, macaws, roseleas and parolets.
4.  Other birds which have been found to be infected include pet finches, canaries and rice birds, in addition to many species of wild birds.
5. Since  Psittacosis-like viruses have been found in species other than birds, contact with mammals should be inquired into if there is doubt as to the source of
infection.

Revised 9/98 C  






