
Wisconsin Novel Influenza Case Report Form – 4/26/09 
Please complete for each suspect case and fax to the 

WI Division of Public Health, Bureau of Communicable Diseases, at 608-261-4976,  
and to the local health department where the patient resides 

http://dhs.wisconsin.gov/localhealth/index.htm  
   

 
Date of report:_____________________ Date patient evaluated:_____________________ 
 
Patient name (last, first, middle) __________________________________________________ 
Street address/ City/State/Zip __________________________________________________ 
Phone  _________________________________ Cell phone__________________________ 
Date of birth ____________________________ Sex M F 
 
Clinician name/degree__________________________________________________________ 
Street address/State/Zip _________________________________________________________ 
Phone__________________________________ Facility ____________________________ 
 
Date of onset ___________________ 
 
Symptoms (circle) 
Cough Fever _______°F/C Chills Myalgia Sore Throat 
Rhinorrhea    Nasal congestion Vomiting Diarrhea 
 
Underlying illness    Yes      No      Specify: __________________________________ 
 
Radiology:  Date: _____ CXR/CT  Normal Abnormal:_____________________________ 
 
Laboratory: 
Oro-pharyngeal swab collected?  Yes     No         If yes, date collected  _____________________  

 sent to WI State Laboratory of Hygiene  sent to other lab  ________________________ 
 
Naso-pharyngeal swab collected?  Yes    No         If yes, date collected  ____________________  

 sent to WI State Laboratory of Hygiene  sent to other lab  ________________________ 
 
Current status: 
Inpatient Outpatient Home Other facility______________________________ 
 
If inpatient: 
   Dates of Hospitalization  ____________ to ______________ 
   Name of Facility __________________________ 
 
Infection Control Precautions (circle all that apply): 
 Airborne  Droplet Contact 
 Date placed in precautions _______________ 
 
Treatment: 
Antipyretics Analgesics Cough suppressants Antibiotics  _________________________ 
Antivirals  Tamiflu Relenza Other ____________________________________________ 
Other________________________________________________________________________ 
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Occupation _______________________________ 

 If student, name of school ________________________________________________ 
 
Day Care Attendee  Yes     No 
 If yes, name & location of day care ________________________________________ 
 
Travel out of Wisconsin within 7 days of onset?   Yes      No 
       If yes, location and dates of travel ______________________________________________ 
 
Known exposure to influenza case?  Yes        No 
       If yes, name of case, address, phone # ___________________________________________ 

         _________________________________________________________________________ 
 
Contact with pigs within 7 days of onset?   Yes       No      
       If yes, describe nature of contact and specify where & when 
         ______________________________________________________________________ 
 
 
 
In an emergency, clinicians may ALWAYS call the State Division of Public Health, Bureau of 
Communicable Diseases at 608-258-0099 and ask for the communicable disease 
epidemiologist on call. Clinicians man also call CDC’s Clinical Information Service at 800-
232-4636.   
Please note that these numbers are for health care providers and public health staff ONLY. 
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