Suspicious Substance Data Collection Questionnaire

Please Print

This information will be kept confidential

Today's Date:  _____/_____/_____ 
Medical Record Number: 


First Name  
Middle Initial _____ Last Name 


Gender (M/F)  
Date of Birth _____/_____/ 
Age 

Event Date:  _____/_____/_____ Event Location   

Where were you when the event occurred?  

(For instance, Room Number, Parking Area 2 Red, NW corner of 3rd floor, etc.  Please be specific) 
Did you enter the immediate area after the event occurred?       (<6.5 ft from where event occurred)   
 YES      NO       (circle one) 

Description of Situation:  

Home Address
Apt or Lot #


Home City
Zipcode 


Home County  

Home State


Work (Business) Name  

Work Address  


Work City 

Work State 


Occupation:  

Please list phone numbers including area code (### / ### - ####)
Home Phone  

Work Phone  


Pager  

Cell Phone 


Alternate or Emergency contacts: [person(s) who will always know how to contact you on short notice]

Contact 1 

Contact 1 Phone 


Contact 2 

Contact 2 Phone 


Have you had significant illnesses since the event causing you to seek medical care?     YES      NO            If yes, when? ___/___/___

Details / to include lab tests performed:  


Treatment given:   

Antibiotic given?  YES  NO  UNKNOWN  If yes, name:  
Start date ___/___/___ Stop date ___/___/___

Current clinical status as reported by patient: (circle one)   Improved   No Change   Worsened   Back to NORMAL
Physician's Name 

Physician's Phone 


Are you ill now, or have you had any of the following symptoms or ailments since the event? YES   NO
(circle one). 
Check all symptoms that apply.

	Symptoms
	Yes
	Symptoms
	Yes
	Symptoms
	Yes

	Fever
	
	Itchy skin
	
	Vomiting blood
	

	Upset stomach (nausea)
	
	Trouble swallowing
	
	Black scab on skin
	

	Headache
	
	Skin lesions
	
	Sore throat
	

	Dry cough
	
	Trouble breathing
	
	Neck pain
	

	Sore muscles
	
	Sweating excessively
	
	Other (list):
	

	Bloody diarrhea
	
	Pain or tightness in the chest
	
	
	

	Stomach pain
	
	Extreme tiredness
	
	
	


Have you ever been vaccinated for anthrax?      YES        NO        If yes, when? ___/___/___

Details:


Are you allergic to any medicine(s)? YES   NO   UNKNOWN  If yes, what medicines(s) are you allergic to? 

Did or will person receive prophylaxis as result of exposure?  YES   NO    UNKNOWN    If yes, drug:  

Start date ___/___/___ Stop date ___/___/___

Please list any other information that (you or investigator) think might be important or relevant to this investigation:

Thank you for your information.  This information will be used to contact you with important health information, if necessary.  Your personal information will be kept confidential.  [19 CSR 20-20.020 (8)]
Do you have any questions?
If you develop a flu-like illness or new skin lesions in the next 60 days, please contact your doctor immediately. Please call the Missouri Department of Health & Senior Services at 800-392-0272 or your local public health agency to report your illness. 

Medical Evaluation if done

	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:
	
	


Current diagnosis or primary syndrome: ( Mediastinitis or mediastinal lymphadenitis  ( Meningitis  ( Fever with respiratory disease

( Fever with hemorrhagic enteritis  ( Cutaneous lesion:  
  ( Other: 

Antibiotic(s) given?  YES  NO  UNKNOWN  If yes, antibiotic:  
 Start date ___/___/___ Stop date___/___/___ 

Other treatment: 

Current clinical status of patient: (circle one)     Improved     No Change     Worsened     Back to NORMAL               

Please list any other information that might be important or relevant to this investigation:  

DHSS Use Only
Event ID 
 Form Completed by  
 Entry Date ___/___/___

Status of Report:   Pending      Closed     (circle one)   Event location, County 
City 
District 

Follow-up:
Did the patient need follow-up regarding pending environmental testing or pending clinical specimens? YES   NO   UNKNOWN.    If yes, was the individual contacted?  YES  NO.  The individual was told the following:  


The person was told to BEGIN or CONTINUE or DISCONTINUE or antibiotics are NOT NECESSARY, or the question is N/A.

Person initiating follow-up:  
  Date: ____/____/____ 

To be separated from questionnaire and given to person being interviewed.

What are the symptoms of anthrax?

Symptoms of disease vary depending on how the disease was contracted, but symptoms usually occur within seven days.

· Cutaneous: Most anthrax infections occur when the bacterium enters a cut or abrasion on the skin. Skin infection begins as a raised itchy bump that resembles an insect bite, but within 1-2 days develops into a vesicle and then a painless ulcer, usually 1-3 cm in diameter, with a characteristic black necrotic (dying) area in the center. Lymph glands in the adjacent area may swell. 
· Inhalation: Initial symptoms may resemble a common cold. After several days, the symptoms may progress to severe breathing problems and shock. 

· Intestinal: The intestinal form of anthrax may follow the consumption of contaminated food and is characterized by an inflammation of the intestinal tract. Initial signs of nausea, loss of appetite, vomiting, and fever are followed by abdominal pain, vomiting of blood, and severe diarrhea. 

Common symptoms associated with Anthrax.

	Fever
	
	Sore throat
	Upset stomach (nausea)
	
	Sweating excessively

	Headache
	
	Dry cough
	Stomach pain
	
	

	Extreme tiredness
	
	Trouble swallowing
	Vomiting blood
	
	Itchy skin

	Sore muscles
	
	Trouble breathing
	Bloody diarrhea
	
	Black scab on skin

	Neck pain
	
	Pain or tightness in the chest
	
	
	Skin lesions


How is anthrax diagnosed?

Anthrax is diagnosed by isolating B. anthracis from the blood, skin lesions, or respiratory secretions or by measuring specific antibodies in the blood of suspected cases. 

Is there a treatment for anthrax? 

Doctors can prescribe effective antibiotics for anthrax. To be effective, treatment should be initiated early. 

Who should be vaccinated against anthrax?

Because anthrax is considered to be a potential agent for use in biological warfare, the Department of Defense recently announced that it would begin systematic vaccination of all U.S. military personnel. Among civilians, the Advisory Committee for Immunization Practices (ACIP), recommends anthrax vaccine be given to individuals who come in contact in the workplace with imported animal hides, furs, wool, animal hair (especially goat hair), and bristles; and for individuals engaged in diagnostic or investigational activities which may bring them into contact with anthrax spores. The vaccine should only be administered to healthy men and women from 18 to 65 years of age since investigations to date have been conducted exclusively in that population. Because it is not known whether anthrax vaccine can cause fetal harm, pregnant women should 

If you develop a flu-like illness or new skin lesions in the next 60 days, please contact your doctor immediately. Please call the Missouri Department of Health & Senior Services at 800-392-0272 or your local public health agency to report your illness. Be sure to identify yourself as person associated with the following event:


