
Tetanus o confirmed
o presumptive
o interstate
o no caseORPHEUS ID

 DEMOGRAPHICS

 m d y
DOB ____/____/___    if DOB unknown, AGE  ____ Sex o Female o Male  Preg    o Y  o N  o UNK

 
Language  _________________  Country of birth ______________  o refugee 
 

Worksites/school/day care center ____________________               Occupation/grade___________________ 

 PROVIDERS, FACILITIES AND LABS

o Ok to contact patient (only list once)   
Local epi_name__________________________________________________________________________ 
Date report received by LHD ____/____/____LHD completion date  ____/____/____

Reporter Name/Phone  
_________________ 
_________________ 
_________________  

Reporter Type  (circle one) 
PMD      Lab ELR 
MDx       Lab Fax 
UC         Lab Phn 
ER         Lab Other 
HCP       2nd Prov 
ICP

Reporter Name/Phone  
_________________ 
_________________ 
_________________  

Reporter Type  (circle one) 
PMD      Lab ELR 
MDx       Lab Fax 
UC         Lab Phn 
ER         Lab Other 
HCP       2nd Prov 
ICP

 Name  _________________________________________________         County__________

 
Address  __________________________________________________________________                      
 
 
Phone number ______________________    /    ____________________  
                                 home (H), work (W), cell (C), message (M)     home (H), work (W), cell (C), message (M)  

E-mail  _______________________________________________________ 
 
ALTERNATE CONTACT 

Name _________________________________  Phone(s)____________________

Street  City Zip

LAST, first, initials (a.k.a.) 

LAST, first, initials    home (H), work (W), cell (C), message (M)

Special housing
o Nursing home/   
   Asst Living 
o Homeless 
o Prison/jail  
o Foster home 
o Hospital 
o Nursing home 
o Other institution  
o Drug  treatment/ 
   shelter

o Women's shelter 
o YES house 
o Homeless shelter 
o Job Corps 
o Treatment center 
o Chemawa  
    Indian School 
o Pacific Univ.  
o No address  
   on file

Amer Indian/ 
Alaska Native  
o American Indian  
o Alaska Native 
o Canadian Inuit, Metis 
   First Nation 
o Indigenous Mexican 
     Central American 
     South American
HISPANIC or Latino/a  
o Hispanic or Latino/a 
    Central American 
o Hispanic or Latino/a 
    Mexican 
o Hispanic or Latino/a 
    South American 
o Other Hispanic 
    or Latino/a 

Native Hawaiian/ 
Pacific Islander 
o Guamanian or 
    Chamorro 
o Micronesian 
o Native Hawaiian  
o Samoan 
o Tongan 
o Other Pacific Islander

Black or  
African American 
o African American 
o African (Black) 
o Caribbean (Black)  
o Other Black

Middle Eastern 
Northern African 
o Northern African 
o Middle Eastern

White 
o Eastern European 
o Slavic 
o Western European  
o Other White

Other Categories 
o Other (please list) 
     ______________ 
o Don't know/Unknown 
o Don't want to answer/ 
    Decline

ASIAN 
o Asian Indian 
o Chinese 
o Filipino/a  
o Hmong 
o Japanese 
o Korean 
o Laotian 
o South Asian 
o Vietnamese 
o Other Asian 

 EPI-LINKAGE



CASE'S NAME

  BASIS OF DIAGNOSIS - TETANUS

CLINICAL DATA

Acute wound onset    ____/____/___    Date wound occurred   ____/____/_____

Principal anatomic site:  head   trunk   upper extremity  lower extremity   unspecified

Work related:  yes  no  unk

Environment:  home  other indoors  farm/yard  automobile   other outdoors  unk

Notes: 

 

 

HOSPITALIZATION
Hospitalized:  yes  no  unk
 if yes   Hospital Name  _____________________
    admit date   ____/____/____    ICU
 discharge date  ____/____/____

Days on mechanical ventilation ________

Outcome one month after onset
 recovered  convalescing
 died  Date expired   ____/____/____

MEDICAL CARE

Was medical care obtained for this acute injury?
 yes  no  unk 

Was tetanus toixoid (TT) or TD administered before tetanus onset?
 yes  no  unk 

If yes, TT or TD given how soon after injury
 <6 hours  7-23 hours
 1-4 days  5-9 days
 10-14 days  15+ days
 unk

Was wound debrided before tetanus onset?
 yes  no  unk 

If yes, debrided how soon after injury
 <6 hours  7-23 hours
 1-4 days  5-9 days
 10-14 days  15+ days
 unk

Principal wound type:
 puncture   compound fracture 
 stellate laceration  surgery  
 linear laceration  animal bite  
 crush   insect bite/sting
 abrasion   tissue necrosis
 burn    unknown
 frostbite   other (with cancer) 
     specify __________________

Wound properties:
 <1 cm   >1cm  unk       Depth of wound
 yes        no      unk      Wound contaminated (with dirt,  
           feces, soil etc(
 yes      no       unk      Signs of infection
 yes      no       unk      Devitalized, ischemic denervated 
           tissue present



CASE'S NAME

 INFECTION TIMELINE

Enter onset date of rash in heavy 
box. Count forwards and backwards 
to figure probable exposure and  
communicable periods.

Interviewed     yes  no Interview date(s) ________________  Interviewed by  ________________

Who   patient provider  parent  other 

 y     n     u      r 
    does the case have a history of diabetes?
 if yes, insulin-depenedent?
    does the case have a history of parenteral drug use
    was medical care obtained for this acute injury?
    was tetanus toxoid (TT/Td/Tdap) administered before tetanus onset?
    was wound debrided before tetanus onset?

 y     n     u       
   associated with known outbreak 
   close contact of confirmed or presumptive case

Nature 
    coworker   daycare
    friend     household
    infant    unborn baby
   has case been reported

Epi-link   household    sporadic   outbreak
 
Exposure type
  single  multiple    unknown  
Exposure date and time ___/___/___    ______
Outbreak  ID______________________   
Is the patient aware of anyone with a similar illness? Provide contact 
information and other relevant details. 

EPI-LINKAGE

 RISKS

EXPOSURE

days from onset:

calendar dates:

onset-21 -3

ask about
exposures in 
this window

CLINICAL COURSE
Type of tetanus disease:
 generalized  localized
 cephalic  unk   

TIG therapy given?
 yes  no  unk 
 
If yes, TIG given how soon after illness?
 <6 hours  7-23 hours
 1-4 days  5-9 days
 10-14 days  15+ days
 unk  Dosage (units) __________



CASE'S NAME

 CASE MANAGEMENT -- NEONATAL INFECTION

 ADMINISTRATION                                                                                                                                                           JULY 2019

Case report sent to OHA on ____/____/____ `  Investigation sent to OHA on ____/____/____

Completed by ________________________________  Date ______________  Phone ___________________  

 IMMUNIZATION HISTORY

Up to date for measles  yes   no   unk    
  
Vaccine                                Date                   Source choose one: ALERT / Provider / Verbal (Shot card)  
                                                          / Verbal (not  verified) 
 
_________________    ___/____/____    ________________________________________________
_________________    ___/____/____    ________________________________________________
_________________    ___/____/____    ________________________________________________
_________________    ___/____/____    ________________________________________________
_________________    ___/____/____    ________________________________________________
If you have access to ALERT, please print the vaccination history and staple to this form.

Vaccinated:  yes   no   unk 
if not vaccinated, why not?
 Religious exemption
 Medical contraindication
 Philosophical exemption 
 Previous culture/MD confirmed 
 Parental/patient refusal 
 Too young
 
 Forgot 
 Inconvenience 
 Too expensive 
 
 Concurrent illness 
 Parent/patient unaware 
 Vaccination records incomplete 
      (unavailable) 
 Other 

MATERNAL DATA

Mothers date of birth  ____/____/____
  or, if unknown, AGE ________

Mothers date of arrival in the U.S. ___/____/____
Tetanus toxoid (TT) administered to mother PRIOR 
to child's disease?   
 yes  no  unk

If yes, history of known doses only
 1 dose   2 doses
3 doses   4 doses

Years since mother's last dose  ________ 

NEONATE DATA

Child's birthplace  hospital    home  unk  
 other __________

Birth attendant(s)
 physician  nurse  licensed midwife
 unk      other _________

Other birth attendants (not previously listed:)

Comments or Notes


