MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

ANTHRAX CASE INVESTIGATION FORM


	Today’s date: ____/____/__________
	ID :

	Patient's name
	First ____________________________       Last ____________________________

	Sex:
 Male      Female
	Age:________
Date of birth: 
	___/___/____
	Race:_________________


	Home address:
	City:                                                   Zip:

County:
	Phone :

Cell Phone:

	Employer:
	Occupation:
	Work location:

	Work address:
	City:
	Zip:

Work Phone:

	Date of Onset :  __/__/__  Was a physician consulted?   YES   (   NO   (    Name of Physician__________________________
Date seen by Physician:  __/__/__  Physician's Phone:_________________  Hospitalized?   YES  (  NO  ( 
Name of Hospital:____________________________  Hospital's Phone:________________________  Date of admission: __/__/__
Have you ever been vaccinated for anthrax?  YES  (  NO  (   If yes, when?___/___/___  Details:___________________________
Related Medical history: 




Which of the following Symptoms did Individual have? (Check all that apply)

	Symptoms
	Yes
	Symptoms
	Yes
	Symptoms
	Yes

	Fever
	
	Stomach pain
	
	Neck pain
	

	Upset stomach (nausea)
	
	Vomiting blood
	
	Itchy skin
	

	Headache
	
	Bloody diarrhea
	
	Black scab on skin
	

	Dry cough
	
	Sweating excessively
	
	Skin lesions
	

	Sore throat
	
	Extreme tiredness
	
	Describe lesion:
	

	Trouble swallowing
	
	Pain or tightness in the chest
	
	Other (list):
	

	Trouble breathing
	
	Sore muscles
	
	
	


Laboratory Tests & Results

	Test
	Date
	Results
	Test
	Date
	Results

	WBC
	
	
	Skin biopsy or wound culture
	
	

	Differential count
	
	
	Chest x-ray
	
	

	Platelets
	
	
	CT Scan
	
	

	Immunofluorescence Ab Immunohistochemical Ab
	
	IFA____________ IHCA___________
	CSF culture / gram stain
	
	

	Blood culture / Gram stain
	
	
	Nasal swab (not recommended for diagnostic purposes)
	
	

	Blood PCR
	
	
	Other:
	
	

	Treatment given?     Y   N   Unknown

If yes, describe:
	Antibiotics given?   Y    N    Unknown

If yes, give name:________________   dose: _____________

Start date_____/______/_____             Stop date: _____/______/_____

	Current clinical status 


	( Improved

( Back to normal
	( No change


	( Worsened



	Disposition
	( Discharged

( Outpatient
	( Admitted to ward
	( Admitted ICU
	( Referred to Physician

	
	( Died                      If died, date of death
	_______/ _______/ ___________

	Current diagnosis or primary syndrome
	( Meningitis

	( Mediastinitis or mediastinal lymphadenitis
	( Fever with hemorrhagic enteritis

	( Fever with severe respiratory disease
	( Other (specify) 

	( Cutaneous lesion:_____________________
	


POTENTIAL RISK FACTORS IN THE 15-60 DAYS PRIOR TO ONSET OF SIGNS/SYMPTOMS

YES
NO
UNK


(
(
(
Occupation associated with Animals or Agriculture





If yes, describe ______________________________________________________

(
(
(
Has person been exposed to Anthrax Vaccine or to Vaccinated Animals?





If yes, explain ______________________________________________________

(
(
(
Occupational or other exposure to Hides, Wool, Furs, Bone Meal or 




other Animal Products





If yes, describe ______________________________________________________

(
(
(
Contact With Animals





If yes, type of contact_________________________________________________

(
(
(
Contact with Dead Animals





If yes, type of contact_________________________________________________

(
(
(
Prior military service?





If yes, date of release __/__/__ Last duty location? _________________________

(
(
(
Work in a Laboratory





If yes, describe ______________________________________________________

(
(
(
Contact with Unusual Powders, Dusts or Aerosols





If yes, describe ______________________________________________________

(
(
(
Eaten Undercooked Meat





If yes, describe ______________________________________________________

(
(
(
Received Unusual Letters or Packages (e.g. Containing Threats or Unusual Messages)





If yes, describe ______________________________________________________

(
(
(
Has person opened mail for others?





If yes, for whom? ____________________________________________________

(
(
(
Was person present or nearby when an envelope was opened that contained powder?





If yes, describe?_____________________________________________________
(
(
(
Has the person visited the offices of a newspaper, magazine, TV, radio, or other 
media




organization?





If yes, describe ______________________________________________________

(
(
(
Does the person report recent contact with anyone who works for a newspaper,




magazine, TV, radio, or other media organization?





If yes, describe ______________________________________________________

(
(
(
Does the person report recent contact with a legislator, congressman, elected official or




recently visiting their office?





If yes, describe ______________________________________________________

(
(
(
If postal worker: ask whether he/she delivered mail to the offices mentioned above?





If yes, explain ______________________________________________________

YES
NO
UNK


(
(
(
Any Unusual Occurrences?





If yes, describe ______________________________________________________

(
(
(
Are any suspicious powders or mail available for testing?





If yes, describe ______________________________________________________

ACTIVITIES DURING THE PERIOD 15-60 DAYS PRIOR TO ONSET OF SIGNS & SYMPTOMS

Recent Travel Outside Home Town or City (locations and dates for each trip)__________________

____________________________________________________________________________________

Work (including second jobs)___________________________________________________________


_______________________________________________________________________________

Sporting Events (locations and dates)____________________________________________________


_______________________________________________________________________________

Religious Meetings (locations and dates)__________________________________________________


_______________________________________________________________________________

Recreational Events (locations and dates)_________________________________________________


_______________________________________________________________________________

Volunteer Activities (locations and dates)_________________________________________________


_______________________________________________________________________________

Other Meetings/Events/Outdoor Activities (locations and dates)_____________________________


_______________________________________________________________________________


_______________________________________________________________________________

Hobbies ___________________________________________________________________________

ASSOCIATED CASES

(
Is Patient/Family Aware of Other Persons with a Febrile, Flu-Like, and/or Respiratory Illness, or With Skin Lesion(s)?


Name(s)_______________________________________________________________________________


Address(es) or Other Locating Information_________________________________________________


______________________________________________________________________________________


Description of Illness(es)_________________________________________________________________


Date(s) of Onset (if known)_______________________________________________________________

(
Other Associated Cases


Number_______________________


Describe Association With Patient_________________________________________________________


______________________________________________________________________________________

	Comments / Follow-up:

	

	

	

	

	

	

	

	


Environmental Specimen(s), If collected
	SpecimenType
	Collection Date 
	Location
	Test Performed
	Results
	Laboratory

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Investigated by:
	Agency:______________________   Date:__/__/__              Phone:













































































