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ENCLOSURE 4:  UNSPEGIFIED NEUROLOGIC ILLNESS OUTBREAK
Case investigation form

ID NUMBER:

INTERVIEWER: AGENCY:

DATE OF INTERVIEW: I I

PERSON INTERVIEWED:

lf other, Name of person

?Pat ient  ?Other

Telephone contact

Describe relationship

DEMOGRAPHIC INFORMATION

LAST NAME: FIRST NAME:

SEX; D Male D Female DATE OF BIRTH: AGE_

RACE: O White D Black O Asian O Other, specify DUnknown

ETHNICITY: O Hispanic D Non-Hispanic D Unknown

HOME TELEPHONE:  (  )

WORK/OTHER TELEPHONE: (  )

HOME ADDRESS STREET:

CITY: STATE: ZIP

E M P L O Y E D :  D Y e s  D N o  D U n k n o w n

OCCUPATION:

WORKPLACE/SCHOOL NAME:

WORI(SCHOOL ADDRESS: STREET:

STATE: ZIP:

CITY:

HOW MANY PEOPLE RESIDE IN THE SAME HOUSEHOLD?

LIST NAME(S), AGE(S), AND RELATIONSHIPS (use additional pages if necessary):

Name

Age

Relationship
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CLINICAL INFORMATION (as documented in admission history of medical record or from case/proxy interview)

CHIEF COMPLAINT:

DATE OF ILLNESS ONSET: _l_J_

Briefly summarize History of Present l l lness:

SIGNS AND SYMPTOMS

Fever

lf yes, Maximum temperature
Antipyretics taken

Headache

Stiff neck

Photophobia

Fatigue

Altered mental status
Unconscious/unresponsive

Seizures

Sensory changes

Muscle weakness

lf yes, specify:

0 Yes
D O F

D N o D Unknown

t rNo DUnknown
DNo DUnknown
ONo DUnknown

DYes
DYes
DYes
DYes
SYes
DYes
0Yes
OYes
DYes
DYes

D N o

D N o

DNo

DNo

D N o

trNo
DNo

DUnknown

DUnknown

DUnknown

0Unknown

EUnknown

DUnknown

DUnknown
DUpper Extremities OLower Extremities DBoth
OUnilateral trBilateral

Pattern of progression: Ascending_ Descending_ Unknown_
Blurred or double vision OYes ONo OUnknown
Difficulty swallowing DYes DNo DUnknown
Difficulty speaking DYes DNo DUnknown
Dry mouth 0Yes DNo DUnknown
Excess salivation DYes DNo DUnknown
Sore throat DYes ONo DUnknown
Muscle pains DYes DNo DUnknown
Nausea DYes DNo OUnknown
Diarrhea DYes ONo DUnknown
Vomit ing DYes DNo DUnknown
Shortness of breath DYes DNo DUnknown
Cough OYes DNo DUnknown
Rash OYes ONo DUnknown

l f  yes,  descr ibe:
Other abnormalitv:
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PAST MEDICAL HISTORY:

Hypertension

Diabetes

Cardiac d isease

Seizures

Other neurologic condition

DYes
OYes
DYes
DYes
DYes

DNo

DNo

D N o

D N o

D N o

DUnknown
SUnknown
DUnknown
DUnknown
DUnknown

l f  yes, describe:

Mal ignancy DYes DNo DUnknown
lf yes, specify type:

Currently on treatment:

HIV infection

Currently pregnant

DYes
0Yes
0Yes

CNo

flNo

DNo

OUnknown

DUnknown

DUnknown
Other immunocompromis ing condi t ion (e.9. ,  renal  fa i lure,  c i r rhosis ,  chronic s tero id use)

DYes D N o DUnknown
lf yes, specify disease or drug therapy:

Other underlying condition(s)

Prescription medications.

SOCIAL HISTORY:

Current alcohol abuse:

Past alcohol abuse:

Current injection drug use

Past injection drug use

Current smoker

Former smoker

Other  i l l ic i t  drug use
lf yes, specify

HOSPITAL INFORMATION:

HOSPITAL IZED:  OYes  3No

NAME OF HOSPITAL.

DATE OF ADMISSION: _l___J_

ATTENDING PHYSICIAN:

LAST NAME:

DATE OF DISCHARGE I I

FIRST NAME:

Office Telephone: ( )_- _ Pager: ( ) Fax:  (

MEDIGAL RECORD ABSTRACTION :

MEDICAL RECORD NUMBER:

HOSPITAL NAME:

trYes
OYes
?Yes
?Yes
?Yes
?Yes
?Yes

ONo

ONo

? N O

? N O

? N O

? N O

? N O

DUnknown

DUnknown

?Unknown

?Unknown

?Unknown

?Unknown

?Unknown
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WARD/ROOM NUMBER:

ADMISSIONDIAGNOSIS(ES) :  1 )

2)

3)

PHYSICAL EXAM:

Admission Vi ta l  S igns:

Temp:_ (Oral? lRecta l  ? "F ? l  "C?) Heart  Rate:_ Resp.  Rate._ Blp.__J_

Neurologic examination:

Meningismus (neck st i f fness) :  ?Present  ?Absent  ?Not  Noted

Mental  Status:  ?Normal  ?Abnormal  ?Not  Noted

lf abnormal, level of consciousness:

? Lethargic

? Unconscious

? Other_

Motor  Exam: ?Normal  ?Abnormal  ?Not  Noted

lf abnormal, describe: (on a scale of 0/5-5/5, less than 5/5 is weak)

Agitation:

Cranial nerve function:

lf abnormal, specify:

Left Arm

Right Arm

Left Leg

Right Leg

?Present  ?Absent  ?Not  Noted

?Normal  ?Abnormal  ?Not  Noted

?Normal  ?Weak ?Not  Noted
?Normal  ?Weak ?Not  Noted
?Normal  ?Weak ?Not  Noted
?Normal  ?Weak ?Not  Noted

?Normal  ?Abnormal  ?Not  Noted

?Absent  ?Decreased ?Normal  ? lncreased
?Absent  ?Decreased ?Normal  ? lncreased
?Absent  ?Decreased ?Normal  ? lncreased
?Absent  ?Decreased ?Normal  ? lncreased

?Normal  ?Abnormal  ?Not  Noted

? Normal ?Abnormal ?Not Noted

? Normal  ?Abnormal  ?Not  Noted

Reflexes:

Left Arm

Right Arm

Left Leg

Right Leg

Sensory exam;

Respiratory status:

l f  abnormal ,  descr ibe (on a scale of  0-5,0=Absent ;  1=decreased;  2= normal ;  3,4,5=increased):

lf abnormal. describe:

Skin:

lf rash present, describe type and location:
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DIAGNOSTIC STUDIES:

Test Results of tests done on

Admission L_lJ)

Abnormal test result at any time

(specify date mm/dd/yy)

Hemoglobin (Hb)

L-J-J-)
Hematocrit (HCT)

L__J_J_)
Plate let  (p l t )

(_t_t_)

Totalwhi te b lood cel l  (WBC)

(__t_t_)

WBC differential:

t_J___J_)
% granulocytes (PMNs)

( t_J_)

% bands

L_J_J-)
% lymphocytes

L_J___J_)

Blood cultures ? positive

(specify

? negative

? pending

? not  done

? positive

(specify

? negative

? pending

? not  done

(_t-)_)
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Test Results of tests done on

Admission

Abnormal test result at any time

(specify date mm/dd/yy)

Botul inum toxin test ing--serum? positive

(specify

? negative

? pending

? not  done

? positive

(specify

? negat ive

?  pend ing

? not  done

L_t__J_)

Botulinum toxin testing--stool ? positive

(specify

? negative

? pending

? not  done

? positive

(specify

? negative

? pending

? not  done

(_t__J_)

Lumbar puncture-

cerebrospinal f luid (CSF)

analys is :

Gram stain (check all thal

appty)

Lumbar puncture-CSF

analys is :

Bacterial culture

? no organisms

? gram positive cocci

? gram negative cocci

? gram positive rods

? gram negative coccobacil l i

? gram negative rods

? acid-fast bacil l i

? fungal forms

? other

i plliti""-

(specify-)

? negative

? pending

? not  done

? no organisms

? gram positive cocci

? gram negative cocci

? gram positive rods

? gram negative coccobacil l i

? gram negative rods

? acid-fast bacil l i

? fungal forms

? other

L___J_t_)
i p?,iitt""-
(specify_)

? negative

?  pend ing

? not  done

L_J___J_)
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Test Results of tests done on

Admission

Abnormal test result at any time

(specify date mm/dd/yy)

Lumbar puncture-CSF

analys is :

Viral culture

? positive

(specify

? negative

? pending

? not  done

? positive

(specify

? negative

?  pend ing

? not  done

(_t_J_)
Lumbar puncture-CSF

analys is :

Other culture

? positive

(specify

? negative

? pending

? not  done

? positive

(specify

? negat ive

?  pend ing

? not  done

LJ___J_)
Lumbar puncture-CSF

ana lys i s :

Other test (e.9., herpes

PCR)

Please describe

L__J_t_)

Chest radiograph ? normal

? unilateral, lobar/consolidation

? bilateral, lobar/consolidation

? interstit ial infi l trates

? widened mediast inum

? pleural effusion

? other

normal

? unilateral, lobar/consolidation

? bilateral, lobar/consolidation

? interstit ial infi l trates

? widened mediast inun

? pleural effusion

? other

t_J____l_)
CT Scan of brain ? normal

? abnormal

(describe:

) ?

not done

? normal

?  abno rma l

(describe:

) ?

not done

(_t____J_)
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Test Results of tests done on

Admission

Abnormal test result at any time

(specify date mm/dd/yy)

MRI Scan of brain ? normal

? abnormal

(describe:

not done

? normal

? abnormal

(describe.

) ?

not done

L_J_)_)
Tensilon test ? normal

? abnormal

(describe:

? normal

?  abno rma l

(describe:

_)  ? not  done _) ? not  done

LJ_t_)

Electromyelogram (EMG) ? normal

? abnormal

(describe:

) ?

not done

? normal

? abnormal

(describe:

\ ?

not done

LJ_t_)
Other pertinent study results

(e.9. ,  tox in assays) (_t_t_)

NEUROLOGY CONSULTED:

Date of Exam:_/_/_

Name of neurologist: Last Name

?Yes ?No ?Unknown

First Name

Telephone or beeper number ( )
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Telephone or beeper number ( ) _ -

HOSPITAL GOURSE:

INITIAL TREATMENT:

a.  ant ib iot ics? ?Yes ?No ?Unknown

l f  yes,  check a l l  that  apply:

? Ampic i l l in
? Cefepime (Maxipime)

? Cefotaxime (Claforan)

? Ceftazidime (Fortaz, Tazicef , Tazidime)

? Ceftizoxime (Cefizox)

? Ceftriaxone (Rocephin)

? Chloramphenicol

? Gentamic in (Garamycin)

?  Pen i c i l l i n  G

? Trimethaprim-sulfamethoxazole (Bactrim, Cotrim, TMP/SMX)

? Vancomycin (Vancocin)

? other

INFECTIOUS DISEASE CONSULT:

Date:_i_/_

Name of physician: Last Name

b. antivirals

l f  yes,  check a l l  that  apply:

? Acyclovir (Zovirax)

? other

?Yes ?No ?Unknown

First Name

?Yes  ?No  ?Unknown

c.  botu l inumant i - tox in

Did patient require intensive care?

lf patient was admitted to Intensive Care Unit:

a. Length of stay in lCU, in days:_

?Yes ?No ?Unknown

?Yes  ?No  ?Unknown

b .  Was pat ient  on mechanical  vent i la t ion? ?Yes ?No ?Unknown



Cal i fornia Department of  Heal th Services (CDHS) Bioterror ism Survei l lance and Epidemiologic Response Plan

woRKrNG OR DTSCHARGE DIAGNOSTS(ES) :

1 )

2)

3)

OUTCOME:

?Recovered/discharged

?D ied

?St i l l  in  hospi ta l :  a)  improving ? b)worsening ?

? Comment

ADDITIONAL COMMENTS:

1 0
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Risk Bxposure Questions

The following questions pertain to the 2 week period prior to the onset of your illness/symptoms:

Occupation (provide information for all jobs/ volunteer duties)

I . Please briefly describe your j ob/ volunteer duties:

2. Does your job involve contact with the public?
Yes No If "Yes", specifl/

3. Does anyone else at your workplace have similar synptoms?
Yes No Unk
If "Yes", name and approximate date on onset (if known)

Knowledge of Other lll Persons
4. Do you know of other people with similar s).rrnptoms? Y / N /  U n k

(11'Yes. please complete the lollowi
Name of ill
person

Truvel*
*Travel is defined as staying ovemight (or longer) at somewhere other than the usual residence

8. Have you traveled anyrvhere in the last two weeks? Y / N / Unk

Dates of Travel: I I to ___ l___ J_
Method of Transportation for Travel:
Where Did You Stay?
Purpose ofTravel?
Did You Do Any Sightseeing on your fip?

1 1If yes, specify:
Yes!  No !
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Did Anyone Travel With You? Yes ! No n
If yes, specify:
Are they ill with similar symptoms? Yes ! No ! Unk !

lnformation for Additional Trips during the past two weeks:

t z
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Transportation
Have you used the following types of transportation in the 2 weeks prior to onset?

31.  Bus Yes! No n Unk !
Frequency of this type of transportation: n Daily ! Weekly n Occasionally n Rarely
Bus Number: Origin:
Any connections? Yes ! No n (Specify: Location Bus# )
Compa:ry Providing Transportation : Destination:

32. TrainMetro Yes tl No tl Unk tl
Frequency of this type of transportation: n Daily ! Weekly ! Occasionally tl Rarely
Route Number: Origin:
Any connections? Yes E No n (Specify: Location Route # )
Company Providing Transportation: Destination:

33. Airplane Yes n No ! Unk !
Frequency of this type of transportation ! Daily ! Weekly ! Occasionally tJ Rarely
Flight Number: Origin:
Any connections? Yes tJ No n (Specify: Location Flight #_-)

Destination:Company Providing Transportation :

34. Boat/F'erry Yes t I No ! Unk tl
Frequency of this type of transponation: ! Daily tl Weekly {l Occasionally ! Rarely
Ferry Number: Origin:
Any corurections? Yes I No ! (Specifu: Location Ferry # )
Company Providing Transportation: Destination:

35. Van PooVShuttle Yes ! No Ll Unk n
Frequency of this type of transporlation: t-J Daily ! Weekly ! Occasionally I Rarely
Route Number: Origin:
Any connections'/ Yes tl No ! (Speciff: Location Route #__*___-)
Compa:ry Providing Transporation: Destination:

Food & Beverage

36. During the 2 weeks before your illness, did you eat at any of the followngfood establishments or
private gatherings with food or beverages? (If 'J'es", circle establishment(s); describe below)

Restaurant, fast-food or deli Y/N/Unk Grocery store or salad-bar Yi N/Unk
Cafeteriaat school, hospital, other Y/N /Unk Plane, boat, train, other Y/N/Unk

1 4
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Concert, movie, otherentertainment Y /N/Unk Gas station or24-hr store Y/N/Unk
Sport ingeventorsnackbar Y/N/Unk Street-vendedfood Y/N/Unk
Outdoor farmers market or swap meetY /N / Unk Beach, park or outdoor event Y /N / Unk
Drnnerparfy,barbecue orpotluck Y/N/Unk Otherfoodestablishment Y/Ni Unk
Birthday party or other celebration Y / N / Unk Other private gathering Y / N / Unk
If "YES" for any in question #36, provide date, time, location and list of food items consumed:

Date/Time: Location:
Food/drink consumed:
Others also ill?: Y /N / Unk (explain):

If "YES" for a:ry in question #36, provide date, time, location and list of food items consumed:
Date/Time: Location:
Food/drink consumed:
Others also ill?: Y /N / Unk (explain):

If "YES" for any in question #36, provide date, time, location and list of food items consumed:
Date/Time: Location:
Food/dr ink consumed:
Others also ill?: Y / N / Unk (explain):

If "YES" for any in question #36, provide date, time, location and list of food items consumed:
Date/Time: Location:
Food/drink consumed:
Others also ill?: Y / N / Unk (explain):

37 . During the 2 weeks before your illness, did you consume any free food samples from. . . . . . . . ?

Grocerystore Y/N/Unk
Race/competition Y/N/Unk
Publicgathering? Y/N/Unk
Privategathering? Y/N/Unk

If "YES" for any in question #34, provide date, time, location and list of food items consumed:
Date/Time: Location fName and Address):
Food/drink consumed:
Others also ill?: Y /N / Unk (explain):

lf "YES" for any in question #34, provide date, time, location and list of food items consumed:
Date/Time: Location (Name and Address):
Food/drink consumed:
Others also ill?: Y / N / Unk (explain):

t c
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38. During the 2 weeks before your illness, did you consume any of the following products?

Vitamins Y / N / Unk Specifr (Include Brand Name):
Herbal remedies Y / N / Unk Speci$' (Include Brand Name):

Diet Aids Y / N / Unk Specify (Include Brand Name):

Nutritional Supplements Y / N / Unk Specifu (Include Brand Name):
Other Ingested non-food Y / N / Unk Specify (Lrclude Brand Name):

39. During the 2 weeks before your illness, did you consume any unpasteurized products (ie milk, cheese,
fruit juices)?
Date/Time:

YA{runk If yes, speciff name of item
Location (Name and Address):

Others also ill?: Y / N / Unk (explain):

40. During the 2 weeks before your illness, did you purchase food from any intemet grocers? YNrunk
If yes, specifo date / time of delivery Store/Site:
Items purchased:

41. During the 2 weeks before your illness, did you purchase any mail order food? YNrunk
lf yes, specify date/time of delivery Store ourchased from:
ltems purchased:

42. Please check the routine sources for drinking water (check all that apply):
'/ Commrurity or Muicipal ? Well (shared) ? Well (private famil,

? Bottled water (Speci$, Brand: ) ? Other (Specify: )

Aerosolized water

43. During the 2 weeks prior to illness, did you consume water from any of the following sources (check all
that apply):

/ Wells ? Lakes ? Streams ? Springs ? Ponds ? Creeks ? Rivers
? Sewage-contaminatedwater
? Stfggt-Vgnded beVefag9S ( Prepared with water antl sold by street vendors)

? ICe pfepafed Wi Unfiltefgd Watef (Prepared with water that is not fiom a municipal water supply or that is not bottled or boiled)

? Unnasteurized milk
? Other (Speci[,:

If "\aE,S" for any in question f43, provide date, time, location and tlpe of water consumed:
Date/Time: Location (lllame and Address):
Type of water consumed:
Others also ill?: Y /N / Unk (explain):

1 6
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44. During the 2 weeks prior to illness, did you engage in any of the following recreational activities
(check all that apply):

? Swimming in public pools (e.g., community, municipal, hotel, motel, club, etc)
? Swrnming in kiddie/wading pools
? Swimming in sewage-contaminated water
? Swimming in fresh water, lakes, ponds, creeks, rivers, springs, sea, ocean, bay (please circle)
? Wave pools ? Water parks ? Waterslides ? Surfing
? Rafting ? Boating ? Hot tubs (non-private) ? Whirlpools (non-private)
? Iacuzzis (non-private) ? Other (Speciff:

If "\aES" for any in question ll44,provide date, time, location and trype of activity:

Date/Time: Location (Name and Address):
Type of water consumed:
Others also ill?: Y /N /Unk (explain):

Date/Time: Location (Name and Address):
Type of water consumed:
Others also ill?: Y /N i Unk (explain):

45. During the 2 weeks prior to illness, were you exposed to aerosolized water from any of the following
sources (check all that apply):

? Air conditioning at public places ? Respiratory devices* ? Vaporizers*
? Humidifien* ? Misters* ? Whirlpool spas* ? I{ot tubs*
? Spa baths* ? Creek and ponds ? Decorative fountains*
? Other (please explain)
* Non-private (i.e., used at hospitals, spas, salons, etc.)

If "\aES" for any in question #45, provide date, time, and location of exposure to aerosolized water:

Date/Time: Location (Name and Address):
Explanation of aerosolized water:
Othen also ill: Y / N / Unk (explain):

If "\aES" for any in question f45, provide date, time, and location of exposure to aerosolized water:
Date/Time: Location (Name and Address):
Explanation of aerosolized water:
Othen also ill: Y / N / Unk (explain):

1 7
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Recreation*
*Recreation is defined as non-work related activities

46. In the past two weeks, did you parlicipate in any outdoor activities? Y / N / Unk
(If '!es", list all and provide location)

47. Do you recall any insect or tick bites during these outdoor activities? Y i N / Unk
(f "yes", list all and provide location)

48. Did you participate in other indoor recreational activities (i.e. clubs, crafts, etc that do not occur ir a
pr iva tehome)?Y/N/Unk

(List all and provide location)

Vectors

49. Do you recall any insect or tick bites in the last 2 weeks? Y / N / Unk
Date(s) of bite(s): Bitten by u Mosquito n Tick u Flea tl Fly u Other:
Where were you when you were bitten?

50. Have you had any contact with wild or domestic animals, including pets? Y / N / Unk
Type of Animal: Explain naflre of contact:
Is / was the animal ill recently: Y / N / Unk Symptoms:
Date / Time of contact: Location ofcontact:

51. To your knowledge, have you been exposed to rodents/rodent droppings in the last 2 weeks?
Y / N / Unk If yes, explaitr type of exposure:
Date/Time of exposure:

Location where exposure occurred:

1 8




