Program Element #26: Active Bacterial Core Survelhnce (ABCSs)

1. General Description. Funds provided under this Agreement for this PnogElement may
only be used, in accordance with and subject toréagirements and limitations set forth
below, to collect data regarding the incidence, agmaphics, predisposing conditions, and
clinical manifestations of Invasive Infection byyaof the ABCs Pathogens in residents of the
Designated Area and, during the period of Octoberil/f each year during the term of this
Agreement, to collect data regarding the incidedeepographics, predisposing conditions, and
clinical manifestations of Influenza among residemif the Designated Area who are
Hospitalized with Laboratory-confirmed Influenzadditionally, data regarding the incidence,
demographics, predisposing conditions, and clinfoanifestations of hospitalized cases of
Respiratory Infection with Adenovirus 14 (Ad14) Wile collected from residents residing in
Oregon or Washington States who are hospitalizeékddrbesignated Area.

2. Definitions Specific to the ABCs Program.

a. Active Bacterial Core Surveillance (ABCs) Pathogens Haemophilus influenzae
Neisseria meningitidis Group A Streptococcus Group B Streptococcus methicillin-
resistantStaphylococcus aureusr Streptococcus pneumoniae.

b. Invasive Infection: isolation of a pathogen from blood, cerebrospfhatl, pleural fluid,
peritoneal fluid, pericardial fluid, muscle, boneint fluid, an internal body site (lymph
node, brain, gallbladder, heart, liver, kidney, graas, or ovary), or other normally sterile
site; or isolation of group A streptococcus fromwaund culture in a patient with
necrotizing fasciitis or Streptococcal Toxic Sh&jndrome.

C. Hospitalized: admitted for at least one night as an inpatieat labspital.

d. Laboratory-confirmed Influenza: diagnoses of Influenza by viral culture, Direct
Fluorescent Antibody (DFA) staining, reverse traipgase polymerase chain reaction (RT-
PCR), any of the rapid Influenza diagnostic testsiqnmunohistochemical staining.

e. Discharge Diagnosis of Influenza:inpatients admitted to a hospital in the desigdatrea
with a discharge diagnosis of pneumonia or infl@erfinternational Classification of
Diseases (ICD) codes 480-487)

f. Designated Area: Clackamas, Multnomah, and Washington Countié€3ragon.
g. Respiratory Infection with Ad14: any patient with &olate obtained from a nasal swab,

oropharyngeal swab, nasopharyngeal swab, tractspalate, or bronchoscopy specimen
testing positive for Adenovirus serotype 14 .

3. Procedural and Operational Requirements.LPHA'’s Active Bacterial Core Surveillance must
be conducted in accordance with the following pducal and operational requirements:

a. The data described in Section 1 above must beatetleoy a person licensed in Oregon as
a registered nurse, nurse practitioner, physicesistant, or physician through review of



medical records of inpatients, identified by Depaatit as potentially having an Invasive
Infection by an ABCs Pathogen, at medical centershe Designated Area. The data-
collection form, located in Attachment 1 to thiogram Element description and labeled “
Active Bacterial Core Surveillance Case Report,’sinbe completed for each case of
Invasive Infection by ABCs Pathogens in residentsthe Designated Area identified
through review of the foregoing medical record$ie data identified on the form located in
Attachment 2 to this Program Element descriptioth labeled "EIP HospitalizeBediatric
Influenza Surveillance Case Report Form" or “EIP spitalized Adult Influenza
Surveillance Case Report Form” located in Attachim8&nto this Program Element
description must be collected through review of im&decords of inpatients, identified by
Department as having Laboratory-confirmed Influenz medical centers in the
Designated Area. Either thi®ediatric” form or the“Adult” form (whichever the case
may be) must be completed for each patient whoserde are reviewed. The data
collection form identified as “Adenovirus Type 14afa Collection Instrument” found in
Attachment 4 must be collected through review oflita records of inpatients identified
by the Department as having Respiratory Infectidth wd14 at hospitals in the Designated
Area.

Additionally, the Department will identify patientgith discharge diagnoses of pneumonia
and influenza admitted to a hospital in the DedigthaArea between October and April.
LPHA staff described above will review their ingatt records to determine if these
patients were cases of Laboratory-confirmed Infazepreviously unrecognized by the
Department.

Reporting Obligations and Periodic Reporting Requiements. In addition to the reporting
requirements set forth in Section 8 of Exhibit Etlis Agreement, LPHA shall submit the
following reports to Department:

LPHA must forward a copy of each data-collectiomfacompleted under Section 3 above
to Department’s ABCs surveillance coordinator. 1&Pktaff conducting chart reviews in
hospitals and outpatient clinics shall mail comgdeforms directly from the facility or
personally transport them directly to the Departtmem the same day. A copy of the
completed form must forwarded to the Departmentiwi60 days after the case or potential
case is first identified by Department.

As reasonably requested by Department from timé&ne, LPHA shall provide to the

Department’s ABCs surveillance coordinator an upddist of identified potential cases of
Invasive Infection by an ABCs Pathogen in the Desigd Area, identified cases of
Hospitalization with Laboratory-confirmed Influenrathe Designated Area, or identified
cases of Respiratory Infection with Ad14 hospatadi in the Designated Area for whom
data collection is complete and those for whora ihcomplete.



Attachment 1
Active Bacterial Core Surveillance Case Report

— ACTIVE BACTERIAL CORE SURVEILLAMCE CASE REPCAT —

Fatient’s Marme: Phane No.: {
L=at, First, M1 Patient
Address; Chart No.:
[Numbsr, Strest, Apt. Mo,y
Haspital:
City, Stats) @p Gods)
— Patient identifier informalion is not transmitted to CDC — — —
atian Jaent ACTIVE BACTERIAL CORE f'ﬂ'D
HEALTH AND HUMAN SERVICES 8 g -
HEALTHAND HUMAN SERVIGES _ SURVEILLANCE (ABCs) CASE REPORT . w )
AND PREVENTION A CORE COMPONENT OF THE EMERGING INFECTIONS PROGRAM NETWORK
ATLANTA, GA 3333 — SHADED AREAS FOR OFFICE USE ONLY —
1. STATE: 2. COUNTY: 3.STATE I.D.: 4a. HOSPITALLAE I.D.WHERE 4b. HOSPITAL I.D. WHERE
(Residencs (Residence of Patient) CULTURE IDENTIFIED: PATIENT TREATED:
of Patient)
5.WAS PATIENT 6a.Was patient transferred 6b. f YES, hospital 1.D.
HOSPITALIZED? IHYES, date of admission: Date of discharge: froem another hospital?
Mo, Day Vear Me. Day oar
O e [T [T |0 <2 s3] [TTT]
Ta.Was patient a resident of a nursing home or other 8. DATE OF BIRTH: 9a. AGE: 9b. Is age in day/fmofyr?
chronic care facility at the time of first positive culture?
1[Qves 2[0no 9 CJunknown Me. Day aar
T | [T | oe aes st
Th. If YES, name
10. SEX: . H 1b. RACE: (Checi all that
11a. ETHNIC ORIGIN O a :aapn: . 120, WEIGHT:
i sian
1 D Male 1 DHispanit:or Latino 1 DWhne Ibs oz OR kg OR |:|Unknown
i ispani . 1L IBlack 1+ Native Hawaiian
2 [ IFamale 200mot Hispanic or Latino O or Other Pacific lslander | 421, HEIGHT:
1 L] American Indian
s Junknown o et 1D unknown R _in OR cm oR [JUrknown
13.TYPE OF INSURANCE: (Check ai that appiy) 14, OUTGOME:
1 I:l Medicare 1 D Indian Health Service (IHS) 1 D Mo health care coverage
) ) 1O aunived 2 [unknown
i I:l Military/ Vv 1 D Private/HMO/PPO/managed care plan 1 D Unknown D
2 Died
1 (I Madicaidistate assistanca program 10 other specity)
15a. At time of first positive culture, 15b. If postpartum, what was the outcome of fetus: 16. If patient <1 month of age, indicate gestational age and birth
patient was: weight. If pregnant, indicate gestational age of fetus, only.
1 I:l Survived, no apparent illness 4 D Abortion/stillbirth
1O Pregnant 3 Nsither . Gestational . .
2[survived, clinical infection 5 [ induced abortion age: Birth weight:
200 Postpartum 2 Junknown e O
2 Live birthineonatal death 9L Unknown (weks) {grms)
17. TYPES OF INFECTION CAUSED BY ORGANISM: (Check ail that appiy) 18a. BACTERIAL SPECIES ISOLATED FROMANY NORMALLY STERILE SITE:
1] Bacteremia 1 [ peritonitis 1 (] Endometritis
without Focus 1 D Neisseria meningitidis 4 D Listaria monoc yioge nes
O] Meninai 1 [ Pericarditis 1sTss
1 Meningitis O O 20 Haemophilus infenzase s GIoup A SHEptococcus
it i 1 Saptic abortion 1 Nacrotizing fasciitis
1 D Oiitis media pi 9 a DGroup B Streptococcus B D Streptococcus pneumonias
1 D Prisumaonia 1 D Choricamnionitis 1 D Puerperal sepsis
100 canuiis 1 septic arthrits 1[I septic shock 18b. OTHER BACTERIAL SPECIES ISOLATED FROM ANY NORMALLY
1 D Epiglottitis 1 |:| Osteomyelitis 1 D Other (specify) STERILE SITE: (specify)
1 D Hemoalytic uramic e
syndroma (HUS) 1 D Empyema
1L Abscess ot skin) 1 (] Endocarditis 1 unknown
15. STERILE SITES FROM WHICH ORGANISM ISOLATED: (Check all that appiy) 20. DATE FIRST POSITIVE 21.OTHER SITES FROM WHICH ORGANISM
) ) CULTURE OBTAINED: ISOLATED: (Chack &l that apply)
1 Blood 1O peritoneat fiia -~ 1 Bone O 0
10esr 1 O pericardial fuid 1 Muscls (Date Specimen Collactad) 1L Placenta 1L IMiddle ear
s prevratiivid 4 uoint Mo Doy Vaar 1 amniotic fuia 1 [ sinus
1Elmrt ooy st ey [OELELTETT | 1D
1 [ other normal\: starile site ‘sﬂec.l]’rj 1 [ other (spacify)
—ACTIVE BACGTERIAL CORE SURVEILLANCE CASE REPCRT — Page 1 of |

— IMPORTANT - PLEASE COMPLETE THE BACK OF THIS FORM -



22. IF PATIENT DIED, WAS THE CULTURE OBTAINED ON AUTOPSY?

1[ves 2[JNe 2 [Junknown

1 curment Smoker 1 [ asthma 1 [ Alohol Abuss
1O Multiple Myeloma 1O Emphysema/COPD 1 C atherosclerotic Cardiovascular
1 [ sickle Call Anemia 1 O systemic Lupus Disaase (ASCVD)/CAD

Erythematosus (SLE)

1 [ Heart Faiure/CHF
1 L] piabetes Melitus

1 DSpIenedomy.-‘Asp\enia

1O Immuneglobulin Deficiency + O] Nephrofic Synd 10 Obasity
& ic rome
1O Immunosupprassive The P m X 1 Ll esF Leak
(Steroids, Chemotherapy, Fladlatlun) 1 [ Renal Failure/Dialysis 1 Owou

1 CTHV Infection
1 [ AIDS or CD4 count <200
1 O cinhosis/Liver Failure

1 L Leukemia
1 D Hodgkin's Disease/Lymphoma
1] Bone Mamow Transplant (BMT)

1 D Cearsbral Vascular Accident (CVA)/Stroke
1 D Complameant Deficiency

23. UNDERLYING CAUSES OR PRIOR ILLNESSES: (Check all that apply) (if none or chart unavailable, check appropriate box) 1[‘ Mone 1|:| Unknown

1 D Cochlear Implant

1 D DeafProfound Hearing Loss
1 [ salid Organ Malignaney
1] solid organ Transplant

1 L] premature Birth (specity gestational age
at birth) I (wks)

1 O chronic skin Braakdown
1 other Pricr liness (specify)

— IMPORTANT - PLEASE COMPLETE FOR THE RELEVANT ORGANISMS:

HAEMOPHILUS 24a. If <15 years of age and serotype ‘b’ or ‘unknown’ did [ Jves 2 [JNo 8 [JUnknown

24b. Were records obtained to verify

INFLUENZAE patient receive Haemophilus influenzae b vaccine?  1fYES, please complets the list below. vaceination history? (<5 yesrs of ags oniy)
DOSE DATE GIVEN
WAGCINE NAME MANUFACTURER LOT NUMBER
Vear 10ves  200neo
1 |:|:| IfYES, what was the source of the
infermation? (Check all that apply)
> [[]
1 D\«"acci ne Registry
s I:I:I 1 L Healthcars Providar
4 |:|:| 1 other (specify)
24c. What was the serotype?
10b 200not peane  300a  40e s50d s0e 701 & [Clother specig 9[] Not Tested or Unknown
25.What was the serogroup? 26. |s patient currently attending college?
15-24 I
10a 30c sJwis 9 [JUnknown ( years ony)
2|:| B 4|:| Y & D Not groupabla & Dothgr (specify) 1 DYes 2 DNO a9 |:|Unknown

27. Did patient receive meningococcal vaccine? WACCINE NAME/MANUFACTURER

1 DY@S 2 DNO 9 |:|Unknown D Mznomune, tetravalent meningococcal polysaccharide vaceing

HYES, pl lete the following inf tion: . .
pleass comple = foflowing information D Menactra, tetravalent meningococcal conjugate vaccing

D Other (specify)

1 ot known

List mos‘t reaent date for each vaccing

T
(LT
ERENENEN
LLILL]

DATE GIVEN LOT NUMBER

STREPTOCOCCUS PNEUMONIAE

If\"ES and between 3 and 59 months of age, please

28. If <15 years of age, did patient receive pneumococcal conjugate vaccine? 1 DYgs 2 DNO =) Dunknown

in Chlldlen expanded folm.

the Ir | Disease

T e T T e e
GROUP A STREPTOCOCCUS (#25-57 refer to the 7 days 30. Did the patient deliver a baby 31. Did patient have:
prior to frst positive culture) (vaginal or C-section)?
: N 1 [ varicella 1 DSurgicaJ wound
29. Did the patient have surgery? 1[J¥es 2[JNo 9 [Jurknown | 4 Jyes 2[ JNo 9 [JUnknown (post operativa)
1 D Paneatrating trauma
Ma. Day ear e, Day “Yaar 1 DBurns
it [T I T |Steisomen: CLCTICT T o
date of surgery: date of delivery:
32. COMMENTS:
— SURVEILLANCE OFFICE USE ONLY -
f— —
3. Was case first 34, CRF Status: 35. Does this case have 36. Dale reported to EIP site 3. Initiale of
identified through 1 complet recurrent disease with | YES. previous s.0.
omplete (1st) state L.D.
audit? D the same pathogen?
I:l D 2 Incomplete Mo. Day fear
10w 20w | SOemtome | O e [T ] [T ][]
9 [ Junknown 4 Ichant unavmlabla 9 [ Junknown
after 2 requests
Submitted By: Phone No. : ( ) Date: i /
Physician's Name: Phone No. : { )

—ACTIVE BACTERIAL CORE SURVEILLANGE CASE REPORT —
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Attachment 2
EIP Hospitalized Pediatric Influenza Surveillance Case Report Form

Case LD._
Pediatric Influenza Hospitalization Surveillance Project Case Report Form

PATIENT IDENTIFIERS AND OTHER INFORMATION NOT FOR TRANSMISSION TO CDC

Last Name: First Name: Name Emergency Conract [ Name Emergency Comacr 2:
Phone No.: Chart Number: Additional Numeric ID: Addirional Numeric [ D
Address: City: Zip:

Primary provider name: Provider Phone No.: Provider Fax No.:

Open text field for site use:

Name of person reporting this case:

Last Name: First Name: Date Reported:
- - MM-DD-YYYY

Enrollment Information

1. State (residence of patient): 2. County: 3. Case LD.:

4. Hospital L.D. Where Patient Treated: a) Admission Date: - - _ (MM-DD-YYYY)

. b) Discharge Date: _(MM-DD-YYYY)

5. Was patient ransferred from another hospital: O Yes O No

a) If YES, Hospital LD.: b) Admission Date: _ - - __(MM-DD-YYYY)

_ ¢) Transfer Date: ___ - - (MM-DD-YYYY)
6a. Date of Birth: 7. Sex: 8. Ethnicity: 9. Race (check all that apply):
O White
-—_ O Male O Hispanic or Latino O Asian
(MM-DD-YYYY) O Female O Non-Hispanic or Latino O Black or African American
O Not Specified O Native Hawaiian or Other Pacific Islander
abh. Age: O American Indian or Alaskan Native
years months O Multiracial, unspecified

C Mot Specified

POSITIVE Laboratory Testing Results for Influenza

1. How was the diagnosis of influenza confirmed (check all positive tests for influenza):
O Fluorescent antibody (Direct or Indirect FA) 0O RT-PCR
O Wiral culture Test method unknown

O Rapid Influenza test .. Please record name of test:

O  Serology

2. Date of first positive influenza test: - - __ (MM-DD-YYYY)
3. Influenza virus identification (check only one type): O Influenza A O Influenza B O Type unknown
a) If Influenza A subtype, please specify if known:
4. Hospital/lab/office ID where positive result was identified (If done in a doctor’s office, use the code MDTST
or if site of flu testing is unknown, use UNKLB): ___ _ _
5. Was a positive influenza test result noted in the admission H&P or discharge note?

O Yes O Ne

<
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CaseLD._
Pediatric Influenza Hospitalization Surveillance Project Case Report Form

From the face sheet, list ICD-9 discharge diagnoses (if available)

L OO0O0O0OO « OO0OO0On » OO0O0Oon
» - JOOongoo s OOOoon » OOOOooO
» O0O04anoag « OOO0O0OO o OO0O0O0O0

From the Admission History and Physical

1. Date of onset of acute illness episode resulting in hospitalization : (MM-DD-YYYY) O Unknown

2. Did the patient have any of the following conditions? O Yes O No

a) If YES, please check all that apply:

O Asthma (including reactive airway disease)
O Immunosuppressive condition

O Cystic fibrosis (Specify)

O Other chronic lung disease o
= : O Seizure disorder

(Specify)
q Ct}_rl_)lmr cardiovascular disease O History of febrile seizures
(Specify)

€ = (gestational age <37 weeks 3 ir for patients <2 yrs of age)
O Chronic metabolic disease (including Diabetes) O Premature (gestational age <37 weeks at birth for patients <2 yrs of age)
(Specify e . - -

pectly) (Specify gestational age at birth, in weeks): _ O Unknown
O Renal disease
(Specify) O Developmental delay
O Hemoglobinopathy (including Sickle Cell Disease) O Pregnant (Specify expected date of confinement, EDC:
- - (MM-DD-YYYY) O Unknown

O Long-term aspirin therapy
0 Ne ular di a1 (includi arebral Palsy) X X .
O Neuromuscular disorder {including Cerebral Palsy) 0 Abnormality of the upper airway

(Specify) (Specify)
Tests, Procedures, and Interventions during the Hospital Stay
1. Chest X-Ray (within 24 hrs of admission ): OYes [ONo - - __ (MM-DD-YYYY )

a) If YES. please transcribe the impression/conclusion of the radiology report:

b) If YES, please check all that apply

O Bronchopneumonia/pneumonia O Air space density/opacity O Cavitation
O Pleural effusion O Consolidation O Single lobar infiltrate,
O Interstitial infiltrate O Multiple lobar infiltrate (unilateral) O Multiple lobar infiltrate (bilateral),
OCannot rule out pneumonia O Not available OOther (specify):
2. CT Scan of the chest (within 72 hrs of admission) O Yes O No - - (MM-DD-YYYY )

a) If YES, please transcribe the impression/conclusion of the radiology report:

b) If YES, please check all that apply

O Bronchopneumonia/pneumonia O Air space density/opacity O Cavitation
O Pleural effusion O Consolidation O Single lobar infiltrate,
O Interstitial infiltrate O Multiple lobar infiltrate (unilateral) O Multiple lobar infiltrate (bilateral),
OCannot rule out pneumonia O Not available OOther (specify):
3. Mechanical ventilation O Yes O No 4. Extracorporeal Membrane Oxy genation O Yes O No

(ECMO or ‘on bypass’)

v.10/16/2008 2










Attachment 3
EIP Hospitalized Adult Influenza Surveillance Case Report Form












Attachment 4: Adenovirus Type 14 Data Collection Instrument

Reporting and Follow-up Information

1. Date initiated case report form.............cooiiieiiiiiiiininanns / / (mm/dd/yyyy)

2. Name of person completing form..............ccoooiiiiie i

3. Facilities where patient received medical dareurrent illness

Hospital/ clinic name Patient or Medical Record # Admission/ outpatient visit dat Discharge date

4. Data sources to complete form (Check all thatyd... Physician interview Medical record review Patient/patient’s family

5. Case status Confirmed adenovirus positive, type 14 Confirmed adenovirus, NOT Type 14 Confirmed adenovirus, type unknow

Adenovirus negative

Adenovirus results unknown or Not Tested

Demographic Information

Last:

2. Date OF BIrth (MMVAYYYY ). rvveveeeeoeeeoe oo /
TS PP TP RPN Male Female
4. Race............... White Black/African American Asian Hawaiian/Pacific Islander American Indian/Native Alaskan
Unknown Other, specify:
5. Ethnicity............. Hispanic or Latino Not Hispanic or Latino Unknown
6. Place of residence:
Street address:
City: State: R O Zip:
County: Gountr
Phone #: ( ) - nézhty:  ( ) -
7. Does patient live in an institutional SEttNG. . ..ooeveee i Yes No Unknown

® If YES, Name of facility:

Room number:

Type of facility: Nursing home/long-term care facility Residential program/ treatment facility Shelter
Jail/prison Other:
Military base Name of Base:
8. Date of symptom onset. (Estimate: couple=2/deweral=3-5; week and a half=10) /
9. Was the patient evaluated by a physician faritiiess...................ccocos Yes No Unknown
10. Was the patient evaluated at an emergency foothis illness...................c........ Yes No Unknown
11. Was the patient hospitalized for this illN€SS .cuweu vvviiviiniiiiiiiii e, Yes No Unknown




Exposure History

General Exposure Information:

1. Did the patient smoked cigarettes within 30sdarevious to illness onset.................... Yes No Unknown
2. Did the patient receive an influenza vacCiNndSTHBEASON............c.uvvririiiiiiiiiinn ceeeenees Yes No Unknown
3. Is the patient a member of the armed servicesitional guard; or a military contractor ... Yes No Unknown
In the ONE MONTH PRIOR to illness onset, did/was tle patient:
1. Work outside of the hOme ... ..o e Yes No Unknown
@ IfYES, Occupation:
® If YES, In a healthcare setting (e.g doctor’s office, htadpnursing home, lab) Yes No Unknown
2. Attend SChOOI OF dAY CAME .......evetiiie et it e et e e e e e e e e aeaeens Yes No Unknown
® If YES, Name of school or day care:
3. Have contact with children in day Care ............coeeeeeiiieine i e Yes No Unknown
@ If YES, Name of school or day care:
4. Have contact withnyonewith a respiratory illness..............c.cooo i, Yes No Unknown
® If YES, Please fill out the information belowlse additional sheet if more contacts.
Name / Phone Number of Contact Type of Contact Date of First Contact Date of Last Contact
/ / / /
/ / / /
/ / / /
5. Admitted to the hospital for another illnesshdition...................ooeiiiiiiiiiininnn. Yes No Unknown
® If YES, Date admitted: / / Date discharged: /
Describe reason for hospitalization:
6. Travel outside of the United States............cocovviiii it Yes No Unknown
® If YES, Listcountries:
@ IfYES, Departure Date: / / Return Date: /
7. Travel within the U.S but outside of his/her leostate................coooveviiiin. Yes No Unknown
@ If YES, Liststates:
@ IfYES, Departure Date: / / Return Date: /
9. Reside on a military Dase..........c.vvuniiiiie i e Yes No Unknown
10. Have close contact with a member of the arseedces................cccoevnivninnenn. Yes No Unknown
® If YES, Type of contact (check all that apply): Household/Intimate Healthcare setting Co-worker
Institutional setting Other, specify:
@ If YES, dates of exposure: First date: / / Last date: /
11. Have close contact with any animals (inclugiets)................coevvevinniinennnn. Yes No Unknown
@ If YES, SPECIFY animal(s):
12. ReCeive any imMmMUNIZAtIONS. .. ....cuueieiiee et e e ee eee e e e e eee e e eees Yes No Unknown
® If YES, Listvaccines:
13. Take any medications including prescriptiorerche counter, or herbal remedies.... Yes No Unknown

® If YES, List medications:




Past Medical History

Prior to his/her recent iliness, had the patient esr been diagnosed with any of the following conditins:

1. AIDS/HIV-POSILIVE. ...t e e et e e et e e e e e e Yes No Unknown

2. Any other immune compromising conditions/medara (e.g. steroids, chemotherapy) Yes No Unknown
® If YES, Condition/medication(s):

3. Bone marrow or solid organ transplant ...............cocoieiiiieieen e, Yes No Unknown

4. Autoimmune disease, SUCh aS [UPUS .........ouuuie i creee e e Yes No Unknown
® If YES, Type of disease:

5. Cancer/MaligNanCY ........oueee ittt e et e e e e e Yes No Unknown
® If YES, Type of cancer:

Year diagnosed:

6. ChronicC IUNQ iSEASE ... ...iveiiii e e et e et e e e et s e e s Yes No Unknown
® If YES, Specify

T ASTNMAL ... Yes No Unknown

@ If YES, On Daily Therapy?.......c.cooviiiiiiiiiiiiiiecicie e Yes No Unknown
@ If YES, Specify:

8. Cardiovascular diSEASE..............vuiiiitiii e e e Yes No Unknown
® |If YES, Specify:

13. DiabeteS MEllitUS .......cooii i Yes No Unknown

14. Metabolic disease, other than diabetes mellitus...................coooiiiiiinienn. Yes No Unknown

15. Renal insufficiency or failure ........ ... Yes No Unknown

@ IfYES, Ondialysis.........ccoviviiiiiiiiiiiiiii s Yes No Unknown

16. Chronic hepatitis or iver diSEaSse ...........ooeuiiiiiiitiie e e e eee e Yes No Unknown

17. Any other significant coNditionsS...... ......coi i e Yes No Unknown
® If YES, Specify:




Review of Symptoms

As part of this iliness, has the patient had any dhe following symptoms:

1. Fever. . Yes
2.8WEALS. ... Yes
3. ChillS/ FIgOrS. ... Yes
4, COUGN....oiiiiiie e Yes

@ |If YES, With sputum production............... Yes

® |If YES, Bloody sputum/ hemoptysis............ Yes
5. Wheezing.........ccovviiiiiiiiiiiieie e, Yes
6. Shortness of breath/difficulty breathing........ Yes
7.Chestpain......c.coovviiiiii e, Yes
8. RUNNY NOSE.....cviiiiiiiie e Yes
9. Sore throat..............ocvviiiiii, Yes
10. Earpain......cooueeiee i e e Yes
11. Red or draining €yes............cceeeeeevenn. Yes
12. Muscle aches............ccoooviiiiiiiiinnn, Yes
13. Joint pain/ swelling............c.ccociineias Yes
14. Enlarged/ swollen lymph nodes................ Yes
15.RaSh....cociii i, Yes
16. Stiff neck.......cooviiii Yes
17. Head ache...............oooeiiii, Yes
18. SEIZUIeS......vviviiiiiiiiiii Yes
19. VOMILING. .o cevienie et e e Yes

® If YES, Withblood....................... Yes
20. Diarrhea.........coooeiiiiiii i Yes

® If YES, Withblood...............coeviinnn. Yes
21. Dark or bloody urine.............cccceeeeeenenn. Yes
22. Yellow skin/eyes (jaundice)................... Yes
23. Any other significant symptoms............... Yes

® |If YES, Describe, including dates of onset:

24. Date of symptom resolution.................... /

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Unknown

Date first noted:

/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /
/ /




Physical signs

Please note the following physical signs recordetbin physical exam at admission (or outpatient or EDvisit, for non-hospitalized cases):

1. Recorded temperature................cceeuvenee. F C
2. Reported temperature...............cccoceeenenn. F C
3. Systolic blood pressure................cocceene /
4. Room air oxygen saturation.................... %
5. Wheezes or rhonchi..........ccooeeviiiiiiniinnn Yes No Unknown
6. Rales orcrackles...........cccoovvnivivmmnnnnn Yes No Unknown
7. Signs of respiratory distress (eg. Grunt, flare
retractions, tC)..........oevervieiniiniinennnn. Yes No Unknown
8. Respiratory rate ...........c..ovvvvivnernienennnn.
9. Lymphadenopathy.............ccccoveviiiiininne Yes No Unknown
® If YES, check all location(s): Postauricular Submandibular
Axillary Inguinal
10. Rash...... Yes No Unknown
® |If YES, check all types noted: Macules/papules Morbilliform
Vesicles/bullae Ulcers/sores
Eschar Erythroderma
® If YES, check all sites involved: Head/neck Trunk
11. Conjunctivitis or conjunctival lesions....... Yes No Unknown
12. Mucosal lesions (orther than conjunctiva)... Yes No Unknown
13. Significant neurological findings Yes No Unknown
® If YES, Specify:
14. Any other significant physical findings...... Yes No Unknown

® If YES, Specify:

Cervical

Mediastinal

Petechiae/purpura

Peeling/desquamation

Extremities




Imaqing studies

At any point during this acute iliness, did the paient receive any of the following imaging studies.

IF YES, Please include a copy of the imaging repart
1. First chest x-ray or CT scan performed. ............coovieiiiiiiii s e

® If YES, Date first performed: / /

Overall impression: Normal Abnormal
® If abnormal findings, check all that apply:
Single lobar infiltrate Multi-lobar infiltrate

Pleural effusion Patchy

Yes

Unknown

Complete opacification

Ground Glass

@ Check all alveolar spaces with any abnormality:

Left upper lobe
Right upper lobe

® Summarize findings:

2. Another chest x-ray with significantly differefidings .............cccooiiiiiiiiennn.

® If YES, Date performed: / /

Overall impression: Normal Abnormal
® If abnormal findings, check all that apply:
Single lobar infiltrate Multi-lobar infiltrate

Pleural effusion Patchy

Left lingula
Right middle lobe

Yes

Unknown

Complete opacification

Ground Glass

@ Check all alveolar spaces with any abnormality:

Left upper lobe
Right upper lobe

® Summarize findings:

Left lingula
Right middle lobe

No Unknown

Interstitial infiltrate

Airspace

Left lower lobe

Right lower lobe

No Unknown

Interstitial infiltrate

Airspace

Left lower lobe

Right lower lobe




Medications and Blood Products

At any point during this acute illness, did the paient receive any of the following:

1. Immune modulating, immune suppressive or affiimmatory agents (e.g steroids, Yes No Unknown

azathioprine, methotrexate) ......

2. IV G e Yes No Unknown

1 TR (o o) 01V T PPN Yes No Unknown

B O =1 (0] ¢= D11 = PP Yes No Unknown

B AZIENFOMIYCIN ... et e e e e et et e et et Yes No Unknown

6. Other important medications OF ProQUCES............iiitcoreat e et et e eea s Yes No Unknown

® If YES, Specify:

Severity and Outcomes of illness

At any time during the current iliness, did the patent require or have:

1. Admission to intensive care unit Yes No Unknown
@ If YES, Date admitted: / / Daténdiged (if applicable): /

2. Supplemental oxygen Yes No Unknown
@ If YES, Date started: / /

3. Mechanical ventilation Yes No Unknown
@ If YES, Date started: / / Date stbpp /

Maximim FiO2 Maximum PEEP:

4. Vasopressor medications (e.g. dopamine, epiiteph Yes No Unknown
® If YES, Date started: / / Date stbpp /

5. Did the patient die? Yes No Unknown
@ If YES, Date: / /

6. If the patient died, was an autopsy performed Yes No Unknown

® If YES, Date: / /

Summarize findings:

Contact Name/Phone




Hematology and Serum Chemistries

For the following tests, please list the initial viues and any additional values if results changedmificantly, PRIOR to adenovirus testing:

First recorded Other significant values

Date 1: Date 2:
/ / / /
White blood cell count (WBC) cells/inm cells/mi
Differential for WBC above:
Neutrophils: N % N %
Bands: N % _ N_ %
ANC N % N %
Monocytes N % N %
Lymphocytes: N % N %
Eosinophils: % N % N
Hematocrit (Hct) % %
Platelets (PIt) o’ Fonm®
Prothrombin time (PT) sec sec
INR
Sodium (Na) mEq/L mEqg/L
Potassium (K) mEq/L mEq/L
Calcium mEq/L mEq/L
Chloride (CI) mEq/L mEq/L
BicarbonatgHCO,) mEq/L mEqg/L
Blood urea nitrogen (BUN)
Creatinine mg/dL mg/dL
Glucose mg/dL mg/dL
SGPT/ALT U/L U/L
SGOT/AST u/L U/L
Total bilirubin mg/dL ahhg/

Pleural Fluid Results:

If pleural fluid was obtained, please note results:




Culture results

Specimen type*

Date

Culture type

(Check one)

Bacterial

Viral

Fungal

Result

(Check one)

No

growth Positive

Organism 1

If positive:

Organism 2

Organism 3

*Specimen type: Blood, bronchoalveolar lavage (BAlerebrospinal fluid (CSF), nasopharyngeal swsglivate, pericardial fluid, peritoneal fluid, plelfluid,
sputum, synovial fluid, tissue (specify site), toropharyngeal swab, stool or urine




Diagnostic Tests for Infectious Diseases

If any diagnostic tests for infectious diseases weperformed (e.g. antibody tests/serology, antigatetection, PCR, special stains)

Specimen type* Date Test performed Results Interprtation

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative
Indeterminate

Positive
Negative

Indeterminate

*Specimen type: Blood, bronchoalveolar lavage (BAlerebrospinaldid (CSF), nasopharyngeal swab/aspirate, periabfidid, peritoneal fluid, pleural fluid, acutersen, cor
sputum, synovial fluid, tissue (specify site), #foropharyngeal swab, stool or urine




