Contact Tracking Form Index or Primary Case Name:

Date contacts first contacted:

_

This contact form is for use with infectious respiratory or invasive disease investigations necessitating contact investigation or follow-up.

Case Status

Name: DOB: / / Age: Sex: Relationship to case: Contacted? O Yes O No [ O Confirmed
Phone: ( ) Address: City: County: Zip:

Date of last exposuretocase: [/ |/ Description of exposure: O Probable
Currently vaccinated for this disease? O Yes O No O N/A O Unknown Ifyes, Dateofvaccine: _ / /  Vaccine name:

Symptoms of illness? 0 Yes [ No [O Unknown If yes, Dateofonset: _ / /  Symptoms: O Suspect

If applicable, received prophylaxis? O Yes ONo Ifyes,Date: [ [ If applicable, received vaccine? O Yes O No Ifyes,Date: /[

If applicable, specimen collected? O Yes O No Ifyes: Dateofcollection: __ /_/  Sentto DSHS? O Yes [ No Result: O Not a Case
Comments:

Name: DOB: / / Age: Sex: Relationship to case: Contacted? O Yes O No |[ O Confirmed
Phone: ( ) Address: City: County: Zip:

Date of last exposuretocase: ___ /[ Description of exposure: O Probable
Currently vaccinated for this disease? 00 Yes O No O N/A O Unknown Ifyes, Date ofvaccine: /| Vaccine name:

Symptoms of illness? OO Yes O No O Unknown If yes, Dateofonset: _ / /  Symptoms: [0 Suspect

If applicable, received prophylaxis? O Yes ONo Ifyes,Date: [ [ If applicable, received vaccine? O Yes ONo |Ifyes,Date: [/ [

If applicable, specimen collected? O Yes [ No Ifyes: Date ofcollection: _ / /  Sentto DSHS? O Yes [ No Result: [0 Not a Case
Comments:

Name: DOB: / / Age: Sex: Relationship to case: Contacted? O Yes O No |[ O Confirmed
Phone: ( ) Address: City: County: Zip:

Date of last exposuretocase: ___ /| Description of exposure: O Probable
Currently vaccinated for this disease? [0 Yes O No O N/A O Unknown Ifyes, Date ofvaccine: /| Vaccine name:

Symptoms of illness? OO Yes [ No [O Unknown If yes, Dateofonset: /[ Symptoms: [0 Suspect

If applicable, received prophylaxis? O Yes ONo Ifyes,Date: [ [ If applicable, received vaccine? O Yes ONo |Ifyes,Date:_ [ [

If applicable, specimen collected? O Yes [ No Ifyes: Date ofcollection: _ / /  Sentto DSHS? O Yes [ No Result: [0 Not a Case
Comments:

Name: DOB: / / Age: Sex: Relationship to case: Contacted? OO Yes O No |[ O Confirmed
Phone: ( ) Address: City: County: Zip:

Date of last exposuretocase: /| Description of exposure: [0 Probable
Currently vaccinated for this disease? O Yes O No O N/A O Unknown Ifyes, Dateofvaccine: _ / /  Vaccine name:

Symptoms of illness? OO Yes [ No [O Unknown If yes, Date ofonset: _ / /  Symptoms: [0 Suspect

If applicable, received prophylaxis? O Yes ONo Ifyes,Date: [ [ If applicable, received vaccine? O Yes ONo Ifyes,Date: /[

If applicable, specimen collected? O Yes O No Ifyes: Dateofcollection: __ /_/  Sentto DSHS? O Yes [ No Result: O Not a Case
Comments:

EAIDB Form EF59-13687 v (09/19/2011). Supplemental page (09/21/11) Please complete the appropriate disease report form on each case that meets the state case criteria for a notifiable condition.




