
DSHS Form #:   12/19/2011 
 

Texas Equine Neurological Disease Report 
 

D
E
M
O
G
R
A
P
H
I
C
S 

 
__________________________________    ______________________________               Urban         Rural 
                      DSHS Case #                                            County of Animal:                                   (Circle One) 
 

___________________________________________________              ___________________________ 
                                   Owner’s Name                                                                         Phone Number 
 

_____________________________________  _____________________________   ________  _____________  
                        Owner’s  Address                                                  City                                State               Zip 
 

_________________________________      __________      ________      _______________________________ 
                      Animal’s Name                                   Age                Sex                                   Breed   
 

___________________________________________________________________________________________ 
                                            Physical location where animal was pastured or stabled 
 

    _______________________________                                                         _____________________________  
                         Longitude                                                                                                        Latitude 
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Onset Date: ____________________ 
 

Observed Signs (Circle) 
 

Fever   If Yes, ____________°F 
 

Excitable 
 

Ataxic 
 

Twitching 

 

Stumbling 
 

Abnormal gait 
 

Recumbent 
 

Facial paralysis 
 

Difficulty eating/drinking 
 

Depressed 
  
 

 

Others (List): 
 
 
 

 

Clinical Diagnosis 
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Virus 
Last Vaccination Acute Sample Convalescent Sample Virus 

Isolated Date Initial or Booster  Date Titer Date Titer 
West Nile       � 
EEE       � 
WEE       � 
VEE       � 
Rabies       � 

 
Disposition (Circle One)    Survived          Died  (Date) _____________      Euthanized  (Date) _____________ 
 
Number of other equines on premise:  _________           Number of other equines ill on this premise:  _________ 
 
Veterinarian’s Name: _________________________________________________________________________              
                                                                                 
_______________________________________________             ________________             ______________ 
                           Clinic’s Name                                                                     Phone                                 FAX 
 
_______________________________________________             ________________     _____     ___________ 
                         Clinic’s Address                                                                    City                   State             ZIP 
 
E-Mail Address: _____________________________________________________________________________ 
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Did the animal travel outside of the county of residence in the 30 days prior to onset?    YES      NO    
If yes give dates and locations 
 
 
 
Did animal have permanent or long-term sequelae?   YES    NO    UNK      If YES, describe below: 
 
 

 

When complete, please fax this report to your Regional Veterinarian at: ______________ 
For questions, contact your Regional Veterinarian at: ______________ 

ZCB Reviewer:_______________________________________                       Date:_____________ 
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