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WebSurv ID Number: 











                                                        





         Name (Last, First, MI)





         Date of birth         Age         Sex
                                                                                                                                                                                            FORMCHECKBOX 
Female  FORMCHECKBOX 
 Male

        Race







         Hispanic
          FORMCHECKBOX 
 White
      FORMCHECKBOX 
 Black                     FORMCHECKBOX 
 American Indian/Alaskan Native         FORMCHECKBOX 
  Yes        FORMCHECKBOX 
 No        FORMCHECKBOX 
 Unknown
          FORMCHECKBOX 
 Asian
      FORMCHECKBOX 
 Pacific Islander    FORMCHECKBOX 
 Other:                               ​               

        Country of Origin:                                                                                                  Date of Arrival in United States: 

         
        Street Address 



City


        County                              State              Zip 

                                                                                                                                                                                                                              
         Symptoms (check all that apply):

  
        
  FORMCHECKBOX 
 Abdominal pain
       FORMCHECKBOX 
 Diarrhea

 FORMCHECKBOX 
 Uticaria
  FORMCHECKBOX 
  Fever
  FORMCHECKBOX 
 Dry Cough       
  FORMCHECKBOX 
Productive cough
       FORMCHECKBOX 
  Dyspnea

 FORMCHECKBOX 
 Malaise
  FORMCHECKBOX 
 Sweats 
  FORMCHECKBOX 
 Malaise
  FORMCHECKBOX 
 Shortness of breath
       FORMCHECKBOX 
 Hemoptysis
 FORMCHECKBOX 
 Chest pain
  FORMCHECKBOX 
 Vomiting       FORMCHECKBOX 
 Headache

  FORMCHECKBOX 
 Seizures

       FORMCHECKBOX 
 Eosinophilia   
                FORMCHECKBOX 
 Other:                                                                                                                                                                                                                


         Type of Paragonimiasis:   
 FORMCHECKBOX 
Pulmonary 
 FORMCHECKBOX 
 Extrapulmonary  (If extrapulmonary, please specify site of infection):



            Site of infection:   FORMCHECKBOX 
 Brain 

 FORMCHECKBOX 
 Subcutaneous tissue 





                               FORMCHECKBOX 
 Muscle 

 FORMCHECKBOX 
 Omentum & Mesentery







  FORMCHECKBOX 
 Retroperitoneum     FORMCHECKBOX 
 Adrenal Gland







  FORMCHECKBOX 
 Ovary 

 FORMCHECKBOX 
Epididymis 







  FORMCHECKBOX 
 Liver 

 FORMCHECKBOX 
 Spleen






 
  FORMCHECKBOX 
 Kidney
                FORMCHECKBOX 
Other:                                                                      


         

         Chest X-ray:   FORMCHECKBOX 
 Normal 
 FORMCHECKBOX 
 Abnormal (If abnormal please list findings:)







 FORMCHECKBOX 
 Peribronchial inflammation 

 FORMCHECKBOX 
 Pleural effusion 







 FORMCHECKBOX 
 Inflitrates (unilateral or bilateral)       FORMCHECKBOX 
 Cysts /cavities 







 FORMCHECKBOX 
 Nodules/masses 


 FORMCHECKBOX 
 Other:                                             
        Patient Name:                                                                                                                                                                                             

          Microscopic Examination:   FORMCHECKBOX 
  Stool 
 FORMCHECKBOX 
 Sputum
 FORMCHECKBOX 
 Other:                                                                    
Results:   FORMCHECKBOX 
Positive for cysts 
 FORMCHECKBOX 
 Negative for cysts
 FORMCHECKBOX 
 Unknown 


          Serology:     FORMCHECKBOX 
  Positive EIA 
 FORMCHECKBOX 
 Complete Fixation 

 FORMCHECKBOX 
 IgG Titer  
 Result:                                   
 FORMCHECKBOX 
 IgM Titer       Result:                                      
 FORMCHECKBOX 
 Other:                                                                          

          COMPLICATIONS:   FORMCHECKBOX 
 Pneumonia        FORMCHECKBOX 
 Bronchitis      FORMCHECKBOX 
 Bronchiectasis
    FORMCHECKBOX 
 Hydropneumothorax

  FORMCHECKBOX 
 Encephalopathy (cerebral involvement)
 FORMCHECKBOX 
 Other:                                                                         

          Recent Travel:   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
    FORMCHECKBOX 
 Unknown    If yes, was travel:   FORMCHECKBOX 
 Instate        FORMCHECKBOX 
 Outstate     FORMCHECKBOX 
 Out of country








Location:                                                                                          
          

           Recreational water exposure:  
 FORMCHECKBOX 
 River 

 FORMCHECKBOX 
 Stream 






 FORMCHECKBOX 
 Pond 

 FORMCHECKBOX 
 Lake






 FORMCHECKBOX 
 Ocean

 FORMCHECKBOX 
 Other:                                                                                        


Name of body of water:                                                                                                                                                     


Location:                                                                                                                                                                               
            
            Consumption of:    FORMCHECKBOX 
 Raw Crayfish
 FORMCHECKBOX 
 Freshwater Crab
     FORMCHECKBOX 
 Snails

            Treated with:   FORMCHECKBOX 
 Praziquantel
    FORMCHECKBOX 
 Triclabendazole
 FORMCHECKBOX 
 Itraconazole   
           FORMCHECKBOX 
 Other:                                                                                                                                                                     

    Treatment start date:                                           

            For extrapulmonary paragonimiasis, was surgical excision of lesions performed?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown 


        Form completed by:                                                                                                                     Date completed:                               
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