
Program Element #26:  Active Bacterial Core Surveillance (ABCs)  
 
 
1. General Description.  Funds provided under this Agreement for this Program Element may 

only be used, in accordance with and subject to the requirements and limitations set forth 
below, to collect data regarding the incidence, demographics, predisposing conditions, and 
clinical manifestations of Invasive Infection by any of the ABCs Pathogens in residents of the 
Designated Area and, during the period of October-April of each year during the term of this 
Agreement, to collect data regarding the incidence, demographics, predisposing conditions, and 
clinical manifestations of Influenza among residents of the Designated Area who are 
Hospitalized with Laboratory-confirmed Influenza.  Additionally, data regarding the incidence, 
demographics, predisposing conditions, and clinical manifestations of hospitalized cases of 
Respiratory Infection with Adenovirus 14 (Ad14) will be collected from residents residing in 
Oregon or Washington States who are hospitalized in the Designated 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-
resistant Staphylococcus aureus, or Streptococcus pneumoniae. 

 
b. Invasive Infection: isolation of a pathogen from blood, cerebrospinal fluid, pleural fluid, 

peritoneal fluid, pericardial fluid, muscle, bone, joint fluid, an internal body site (lymph 
node, brain, gallbladder, heart, liver, kidney, pancreas, or ovary), or other normally sterile 
site; or isolation of group A streptococcus from a wound culture in a patient with 
necrotizing fasciitis or Streptococcal Toxic Shock Syndrome. 

 
c. Hospitalized:  admitted for at least one night as an inpatient at a hospital. 

 
d. Laboratory-confirmed Influenza:   diagnoses of Influenza by viral culture, Direct 

Fluorescent Antibody (DFA) staining, reverse transcriptase polymerase chain reaction (RT-
PCR), any of the rapid Influenza diagnostic tests, or immunohistochemical staining. 

 
e. Discharge Diagnosis of Influenza:  inpatients admitted to a hospital in the designated area 

with a discharge diagnosis of pneumonia or influenza (International Classification of 
Diseases (ICD) codes 480-487) 

 
f. Designated Area:  Clackamas, Multnomah, and Washington Counties in Oregon. 

 
g. Respiratory Infection with Ad14:  any patient with an isolate obtained from a nasal swab, 

oropharyngeal swab, nasopharyngeal swab, tracheal aspirate, 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 procedural and operational requirements: 

 
a. The data described in Section 1 above must be collected by a person licensed in Oregon as 

a registered nurse, nurse practitioner, physician assistant, or physician through review of 



medical records of inpatients, identified by Department as potentially having an Invasive 
Infection by an ABCs Pathogen, at medical centers in the Designated Area.  The data-
collection form, located in Attachment 1 to this Program Element description and labeled “ 
Active Bacterial Core Surveillance Case Report,” must be completed for each case of 
Invasive Infection by ABCs Pathogens in residents of the Designated Area identified 
through review of the foregoing medical records.  The data identified on the form located in 
Attachment 2 to this Program Element description and labeled "EIP Hospitalized Pediatric 
Influenza Surveillance Case Report Form" or “EIP Hospitalized Adult  Influenza 
Surveillance Case Report Form” located in Attachment 3 to this Program Element 
description must be collected through review of medical records of inpatients, identified by 
Department as having Laboratory-confirmed Influenza, at medical centers in the 
Designated Area.  Either the “Pediatric”  form or the “Adult”  form (whichever the case 
may be) must be completed for each patient whose records are reviewed.  The data 
collection form identified as “Adenovirus Type 14 Data Collection Instrument” found in 
Attachment 4 must be collected through review of medical records of inpatients identified 
by the Department as having Respiratory Infection with Ad14 at hospitals in the Designated 
Area. 

 
b. Additionally, the Department will identify patients with discharge diagnoses of pneumonia 

and influenza admitted to a hospital in the Designated Area between October and April.  
LPHA staff described above will review their inpatient records to determine if these 
patients were cases of Laboratory-confirmed Influenza previously unrecognized by the 
Department.    

  
4. Reporting Obligations and Periodic Reporting Requirements.  In addition to the reporting 

requirements set forth in Section 8 of Exhibit E of this Agreement, LPHA shall submit the 
following reports to Department: 

 
a. LPHA must forward a copy of each data-collection form completed under Section 3 above 

to Department’s ABCs surveillance coordinator.  LPHA staff conducting chart reviews in 
hospitals and outpatient clinics shall mail completed forms directly from the facility or 
personally transport them directly to the Department on the same day.  A copy of the 
completed form must forwarded to the Department within 60 days after the case or potential 
case is first identified by Department. 

 
b. As reasonably requested by Department from time to time, LPHA shall provide to the 

Department’s ABCs surveillance coordinator an updated list of identified potential cases of 
Invasive Infection by an ABCs Pathogen in the Designated Area, identified cases of 
Hospitalization with Laboratory-confirmed Influenza in the Designated Area, or identified 
cases of  Respiratory Infection with Ad14 hospitalized in the Designated Area for whom 
data collection is complete and those for whom it is incomplete. 

 



 

Attachment 1 
Active Bacterial Core Surveillance Case Report 

 

 
 



 

 



 

 
Attachment 2 

EIP Hospitalized Pediatric Influenza Surveillance Case Report Form 

 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

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……………………………… _______/ _______/ ________    (mm/dd/yyyy) 

2.  Name of person completing form…………………………... __________________________________________________________ 

3.  Facilities where patient received medical care for current illness  

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

a.   ______/ ______/ _______ ______/ ______/ _______ 

b.   ______/ ______/ _______ ______/ ______/ _______ 

4.  Data sources to complete form (Check all that apply)… �  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 unknown 

 �  Adenovirus negative �  Adenovirus results unknown or Not Tested  

 

 

Demographic Information  

1. Patient Name…………….…… First:  Last:  

2.  Date of birth (mm/dd/yyyy)……………………………………………………………………….. 
_______/ _______/ ________ 

3.  Sex………………………………………………………………………………………………… �  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: OR Zip: _________________ 

 County: ___________________________________ Country: _____________________________________________ 

 Phone #: (_______)  ________ - _______________ Phone2 #: (_______)  ________ - _______________ 

7.  Does patient live in an institutional setting……………...……………………………... �  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; few/several=3-5; week and a half=10) _______/ _______/ ________ 

9. Was the patient evaluated by a physician for this illness………………………………. �  Yes �  No �  Unknown 

10. Was the patient evaluated at an emergency room for this illness………………………. �  Yes �  No �  Unknown 

11. Was the patient hospitalized for this illness…………….……………………………. �  Yes �  No �  Unknown 



 

 
 

Exposure History  

General Exposure Information: 

1.  Did the patient smoked cigarettes within 30 days previous to illness onset.……..……….. �  Yes �  No �  Unknown 
2.  Did the patient receive an influenza vaccine THIS SEASON…………………………… ……… �  Yes �  No �  Unknown 
3.  Is the patient a member of the armed services or national guard; or a military contractor ... �  Yes �  No �  Unknown 
In the ONE MONTH PRIOR to illness onset, did/was the patient: 

1.  Work outside of the home …………………………...………………………………….. �  Yes �  No �  Unknown 

®®®®   If YES,  Occupation:  

®®®®   If YES,  In a healthcare setting (e.g doctor’s office, hospital, nursing home, lab) �  Yes �  No �  Unknown 
2.  Attend school or day care …………………………...………………………………….. �  Yes �  No �  Unknown 

®®®®   If YES,  Name of school or day care:  

3.  Have contact with children in day care ……………...………………………………….. �  Yes �  No �  Unknown 

®®®®   If YES,  Name of school or day care:  

4.  Have contact with anyone with a respiratory illness……………………….……………... �  Yes �  No �  Unknown 
 ®®®®   If YES,  Please fill out the information below.  Use 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 illness/ condition…………………….……………... �  Yes �  No �  Unknown 
 ®®®®   If YES,   Date admitted: _______/ _______/ ________ Date discharged: _______/ _______/ ________ 

 Describe reason for hospitalization:    
6.  Travel outside of the United States……….…………………………………………... �  Yes �  No �  Unknown 

®®®®   If YES,  List countries:  

®®®®   If YES, Departure Date: _______/ _______/ ________ Return Date: _______/ _______/ ________ 

7. Travel within the U.S but outside of his/her home state………………………………… �  Yes �  No �  Unknown 

®®®®   If YES,  List states:  

®®®®   If YES, Departure Date: _______/ _______/ ________ Return Date: _______/ _______/ ________ 

9.  Reside on a military base………….……………………………………………………. �  Yes �  No �  Unknown 
10.  Have close contact with a member of the armed services……………………………. �  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 (including pets)……….………………………. �  Yes �  No �  Unknown 
 ®®®®   If YES, SPECIFY animal(s):   

12.  Receive any immunizations……….…………….……………….…………..…….. �  Yes �  No �  Unknown 
 ®®®®   If YES,  List vaccines:  

13.  Take any medications including prescription, over the counter, or herbal remedies…. �  Yes �  No �  Unknown 
 ®®®®   If YES,  List medications:  

    

    



 

 

Past Medical History  

Prior to his/her recent illness, had the patient ever been diagnosed with any of the following conditions: 

1. AIDS/HIV-positive. ……………………………………………………..…………….. �  Yes �  No �  Unknown 

2. Any other immune compromising conditions/medications (e.g. steroids, chemotherapy) �  Yes �  No �  Unknown 

®®®®   If YES,  Condition/medication(s): ________________________________________________________ 

3. Bone marrow or solid organ transplant …………………………………….……… �  Yes �  No �  Unknown 

4. Autoimmune disease, such as lupus ………………………….………..…………….. �  Yes �  No �  Unknown 

 ®®®®   If YES,  Type of disease: ___________________________________________________ 

5. Cancer/malignancy ………………….………………………………………………. �  Yes �  No �  Unknown 

 ®®®®   If YES,  Type of cancer: ___________________________________________________ 

  Year diagnosed: _____________ 

6. Chronic lung disease …….…….………..………………………………………………. �  Yes �  No �  Unknown 

 ®®®®   If YES,  Specify:  

    

7. Asthma……………. …….…….………..………………………………………………. �  Yes �  No �  Unknown 

 ®®®®   If YES,  On Daily Therapy?………………............................................ �  Yes �  No �  Unknown 

 ®®®®   If YES,  Specify:  

8. Cardiovascular disease………..…….………..……………………………………………. �  Yes �  No �  Unknown 

 ®®®®   If YES,  Specify:  

    

13. Diabetes mellitus ……………………………………………….………………………. �  Yes �  No �  Unknown 

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

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

 ®®®®   If YES,  On dialysis………………………............................................ �  Yes �  No �  Unknown 

16. Chronic hepatitis or liver disease ………….….………………………………………. �  Yes �  No �  Unknown 

17. Any other significant conditions…… ………………………….………..…………….. �  Yes �  No �  Unknown 

 ®®®®   If YES,  Specify:  

    

    



 

 

Review of Symptoms  

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

    Date first noted: 

1.  Fever……………………………………….. �  Yes �  No �  Unknown ______/ _______/ _______ 

2. Sweats….…………………………………… �  Yes �  No �  Unknown ______/ _______/ _______ 

3. Chills/ rigors………………………………… �  Yes �  No �  Unknown ______/ _______/ _______ 

4.  Cough………………………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

 ®®®®   If YES,  With sputum production…………… �  Yes �  No �  Unknown ______/ _______/ _______ 

 ®®®®   If YES,  Bloody sputum/ hemoptysis………... �  Yes �  No �  Unknown ______/ _______/ _______ 

5. Wheezing…………………………………… �  Yes �  No �  Unknown ______/ _______/ _______ 

6. Shortness of breath/difficulty breathing…….. �  Yes �  No �  Unknown ______/ _______/ _______ 

7. Chest pain…………………………………… �  Yes �  No �  Unknown ______/ _______/ _______ 

8. Runny nose………………………………….. �  Yes �  No �  Unknown ______/ _______/ _______ 

9. Sore throat………………………………….. �  Yes �  No �  Unknown ______/ _______/ _______ 

10.  Ear pain…………………………………… �  Yes �  No �  Unknown ______/ _______/ _______ 

11. Red or draining eyes………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

12. Muscle aches………………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

13. Joint pain/ swelling.……………………….. �  Yes �  No �  Unknown ______/ _______/ _______ 

14. Enlarged/ swollen lymph nodes……...……. �  Yes �  No �  Unknown ______/ _______/ _______ 

15. Rash………………………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

16. Stiff neck…………………………………... �  Yes �  No �  Unknown ______/ _______/ _______ 

17. Head ache…………………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

18. Seizures……………………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

19. Vomiting…………………………………... �  Yes �  No �  Unknown ______/ _______/ _______ 

 ®®®®   If YES,  With blood………………………… �  Yes �  No �  Unknown ______/ _______/ _______ 

20. Diarrhea……………………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

 ®®®®   If YES,  With blood…………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

21. Dark or bloody urine………………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

22. Yellow skin/eyes (jaundice)………………. �  Yes �  No �  Unknown ______/ _______/ _______ 

23. Any other significant symptoms…………... �  Yes �  No �  Unknown  

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

  

24. Date of symptom resolution……………….. ______/ _______/ _______  

    

 



 

 

Physical signs  

Please note the following physical signs recorded from physical exam at admission (or outpatient or ED visit, for non-hospitalized cases): 

1.  Recorded temperature………………………  _______________ �  F     �  C  

2.  Reported temperature………………………  _______________ �  F     �  C  

3.  Systolic blood pressure……………………..   _______________/ ___________  

4.  Room air oxygen saturation……………….. ______________%   

5.  Wheezes or rhonchi..…..…....…………...… �  Yes �  No �  Unknown  

6.  Rales or crackles..…..…....………………… �  Yes �  No �  Unknown  

7.  Signs of respiratory distress (eg. Grunt, flare, 
retractions, etc)………………………….. �  Yes �  No �  Unknown  

8.  Respiratory rate …….……………………… _______________   

9. Lymphadenopathy………………………….. �  Yes �  No �  Unknown  

 ®   If YES, check all location(s): �  Postauricular �  Submandibular �  Cervical  

 �  Axillary �  Inguinal �  Mediastinal  

10. Rash…… �  Yes �  No �  Unknown  

 ®   If YES, check all types noted: �  Macules/papules �  Morbilliform �  Petechiae/purpura  

 �  Vesicles/bullae �  Ulcers/sores �  Peeling/desquamation  

 �  Eschar �  Erythroderma   

 ®   If YES, check all sites involved: �  Head/neck �  Trunk �  Extremities  

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:  

    

 



 

 

Imaging studies  

At any point during this acute illness, did the patient receive any of the following imaging studies. 

IF YES, Please include a copy of the imaging report. 

1.  First  chest x-ray or CT scan performed. ……………………………….…………..….. �  Yes �  No �  Unknown 

 ®   If YES, Date first performed: ______/ _______/ _______  

  Overall impression: �  Normal �  Abnormal �  Unknown  

 ®®®®   If abnormal findings, check all that apply:    

  �  Single lobar infiltrate �  Multi-lobar infiltrate �  Complete opacification �  Interstitial infiltrate 

  �  Pleural effusion �  Patchy �  Ground Glass �  Airspace 

 ®®®®   Check all alveolar spaces with any abnormality: 

 �  Left upper lobe �  Left lingula �  Left lower lobe 

 �  Right upper lobe �  Right middle lobe �  Right lower lobe 

 ®®®®   Summarize findings: 

  

  

2. Another chest x-ray with significantly different findings …………….…………..…….. �  Yes �  No �  Unknown 

 ®   If YES, Date performed: ______/ _______/ _______  

  Overall impression: �  Normal �  Abnormal �  Unknown  

 ®®®®   If abnormal findings, check all that apply:    

  �  Single lobar infiltrate �  Multi-lobar infiltrate �  Complete opacification �  Interstitial infiltrate 

  �  Pleural effusion �  Patchy �  Ground Glass �  Airspace 

 ®®®®   Check all alveolar spaces with any abnormality: 

 �  Left upper lobe �  Left lingula �  Left lower lobe 

 �  Right upper lobe �  Right middle lobe �  Right lower lobe 

 ®®®®   Summarize findings: 

  
 



 

 

Medications and Blood Products  

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

1. Immune modulating, immune suppressive or anti-inflammatory agents (e.g steroids,  �  Yes �  No �  Unknown 
azathioprine, methotrexate) ...… 

   

2. IVIG………………………………………………………………………………………….. �  Yes �  No �  Unknown 

3. Cidofovir……………………………………………………………………………………... �  Yes �  No �  Unknown 

4. Cefotaxime………..………………………………………………………………………….. �  Yes �  No �  Unknown 

5. Azithromycin……………………………………………………………………………….. �  Yes �  No �  Unknown 

6. Other important medications or products…..……………………………………………….. �  Yes �  No �  Unknown 

 ®®®®   If YES,  Specify:  

    

Severity and Outcomes of illness  

At any time during the current illness, did the patient require or have: 

1.  Admission to intensive care unit �  Yes �  No �  Unknown 

®®®®   If YES,  Date admitted: _______/ _______/ ________ Date discharged (if applicable): _______/ _______/ ________ 

2.  Supplemental oxygen �  Yes �  No �  Unknown 

®®®®   If YES,  Date started: _______/ _______/ ________   

3.  Mechanical ventilation �  Yes �  No �  Unknown 

®®®®   If YES,  Date started: _______/ _______/ ________ Date stopped: _______/ _______/ ________ 

 Maximim FiO2 ____________________ Maximum PEEP: ____________________ 

4.  Vasopressor medications (e.g. dopamine, epinephrine) �  Yes �  No �  Unknown 

®®®®   If YES,  Date started: _______/ _______/ ________ Date stopped: _______/ _______/ ________ 

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: _______/ _______/ ________ Contact Name/Phone:  

 Summarize findings:   

    

    



 

 

Hematology and Serum Chemistries  

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

 First recorded Other significant values   

 
Date 1: 

____ /_____ / ______ 
Date 2: 

____ /_____ / ______ 
  

White blood cell count (WBC) ___________ cells/mm3 ___________ cells/mm3   

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 (Plt) ____________ 103/mm3 ____________ 103/mm3   

Prothrombin time (PT) ______________sec ______________sec   

INR ______________ ______________   

Sodium (Na) ____________ mEq/L ____________ mEq/L   

Potassium (K) ____________ mEq/L ____________ mEq/L   

Calcium ____________ mEq/L ____________ mEq/L   

Chloride (Cl) ____________ mEq/L ____________ mEq/L   

Bicarbonate (HCO2) ____________ mEq/L ____________ mEq/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 ____________ mg/dL  
 
 

Pleural Fluid Results:  

If pleural fluid was obtained, please note results: 
 

     

     
 
 



 

 
 

Culture results  

  Culture type Result  

Specimen type* Date (Check one) (Check one) If positive: 

  Bacterial Viral Fungal No 
growth 

Positive Organism 1 Organism 2 Organism 3 

          

          

          

          

          

          

          

          

*Specimen type:  Blood, bronchoalveolar lavage (BAL), cerebrospinal fluid (CSF), nasopharyngeal swab/aspirate, pericardial fluid, peritoneal fluid, pleural fluid, 
sputum, synovial fluid, tissue (specify site), throat/oropharyngeal swab, stool or urine 

 



 

 

Diagnostic Tests for Infectious Diseases   

If any diagnostic tests for infectious diseases were performed (e.g. antibody tests/serology, antigen detection, PCR, special stains) 

Specimen type* Date Test performed Results Interpretation 

�  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 (BAL), cerebrospinal fluid (CSF), nasopharyngeal swab/aspirate, pericardial fluid, peritoneal fluid, pleural fluid, acute serum, convalescent serum, paired sera, 
sputum, synovial fluid, tissue (specify site), throat/oropharyngeal swab, stool or urine 

 
 

 


