IOWA DISEASE REPORTING CARD

Disease reporting is required by lowa Administrative Code [641]-1 (139A)

Fax report to (515) 281-5698 or call (800) 362-2736

FAX VERSION

DISEASE AND LABORATORY INFORMATION

DISEASE/EVENT: Laboratory:
Diagnosis date: / / Lab city/state/zip:
Onset date: / / Collection date: / /
Outcome: [Survived this illness  [IDied from this illness ]
* [ODied unrelated to this illness [JUnknown Specimen source:
Provider name: Lab test:
Provider titte: [OJARNP [ObDo [OmD ONP [OPA Result date: / /
N OPositive/detected OJundetermined
Facility name: Result:  [ONegative/undetected OEquivocal
Oother:
Address:
Phone: ( ) - City/State/Zip:
[JAbdominal pain [Jcough [JGland swelling [Osore throat Other:
Clinical sx: [Anorexia [(ODiarrhea  [JJaundice [ stiff neck . -
[CIBull's eye rash ClFever [JRash CJvomiting [J Specimen sent to UHL
PATIENT INFORMATION
Name (last, first, middle):
Address:
City: County: Zip:
Long-term care
resident: [Oyes [ONo [Ounk Facility name:
DOB: / / Age: years [Months Gender: Om OF Ounk
Pregnant? Ovyes CONo COunk Due Date: / /
Owhite [OHawaiian or Pacific Islander : Osingle
Race: [IBlack or African American [JAsian N,la,[lta! OMarried Eg&gg:’;
OAmerican Indian or Alaska Native Ounknown  Oother status: Owidowed
Ethnicity: [OHispanic or Latino [INot Hispanic or Latino [JUnknown
If minor, Parent name(s):
Phone: Home ( ) - Work ( ) - Other ( ) -
OCCUPATION INFORMATION
Job title: Facility name:
Worked after
symptom onset: [lYes [INo [Junknown Address:
Handle food: [JYes [ONo [JUnknown _
Attend or provide child care: [Yes [ONo [JUnknown Zip code:
Attend school: [Yes [No [Unknown
Workin alab setting:  [Yes [ONo [OJunknown City/State/County:
Work in a health care setting: [Yes [ONo  OUnknown
Direct patient care duties in lab Phone: _ ( ) - Type:
or health care setting: [dYes [ONo [JUnknown

Health care worker type:

HOSPITALIZATION INFORMATION

Was the case

hospitalized? [ Yes

Admission date: /

0 No [ Unknown Hospital:

/ Discharge date: / / []still hospitalized

Days hospitalized:

REPORTER INFORMATION

Reporter name:

Reporter facility name:

Reporter phone:

Date reported to IDPH:

Comments:
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