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ARIZONA DEPARTMENT OF HEALTH SERVICES
Pesticide Poisoning Surveillance and Reporting Program

150 N. 18th Avenue, Suite 430

Phoenix, AZ  85007

PESTICIDE POISONING SURVEILLANCE REPORT (602-364-3118/800-367-6412)
	*Patient's Name       

	*Phone      
	*Date of Birth      


	*Street Address      

	*City      
	*Zip Code      


	*Sex

       FORMCHECKBOX 
 Male

       FORMCHECKBOX 
 Female
	*Race/Ethnicity

 FORMCHECKBOX 
 White, Non Hispanic Origin     
 FORMCHECKBOX 
 Hispanic
                                                   FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 Black, Non Hispanic Origin

 FORMCHECKBOX 
 Native American

 FORMCHECKBOX 
 Other      ______________

	*Date Onset      
	*Date Diagnosis      
	*Occupation      

	Physician's Name (or person making report if other than physician)

     

	Phone 
     

	Name and Address of Facility

     

	City
     
	Zip Code
     


	Health Care Facility:
     

 FORMCHECKBOX 
 Dr. Office/Clinic


 FORMCHECKBOX 
 Urgent Care (ER)

                           FORMCHECKBOX 
 Hospitalization

	Name of Pesticide(s) (if known)

     


	SYMPTOMS OF POISONING     (PLEASE CHECK ALL THAT APPLY)

 FORMCHECKBOX 
 Abdominal Cramps

 FORMCHECKBOX 
 Tachycardia

 FORMCHECKBOX 
 Blurred Vision

 FORMCHECKBOX 
 Disorientation

 FORMCHECKBOX 
 Restlessness

 FORMCHECKBOX 
 Eye Irritation

 FORMCHECKBOX 
 Chest Pain

 FORMCHECKBOX 
 Incontinence

 FORMCHECKBOX 
 In-coordination

 FORMCHECKBOX 
 Twitching

 FORMCHECKBOX 
 Dizziness

 FORMCHECKBOX 
 Salivation

 FORMCHECKBOX 
 Convulsion

 FORMCHECKBOX 
 Apprehension

 FORMCHECKBOX 
 Sweating   

 FORMCHECKBOX 
 Anorexia

 FORMCHECKBOX 
 Headache

 FORMCHECKBOX 
 Lacrimation

 FORMCHECKBOX 
 Bradycardia

 FORMCHECKBOX 
 Miosis

 FORMCHECKBOX 
 Cyanosis

 FORMCHECKBOX 
 Diarrhea

 FORMCHECKBOX 
 Paralysis

 FORMCHECKBOX 
 Respiratory

 FORMCHECKBOX 
 Other 

 FORMCHECKBOX 
 Fatigue


 FORMCHECKBOX 
 Nausea


 FORMCHECKBOX 
 Vomiting

  FORMCHECKBOX 
 Muscular Fasciculation



	Laboratory Results:

Were Tests Performed?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Date(s)     /     /     
Cholinesterase:

 FORMCHECKBOX 
 Plasma

Level in units:      ______

Normal range used:      _________________




 FORMCHECKBOX 
 Red Blood Cell
Level in units:      ___________

Normal range used:      ________

Levels are:

 FORMCHECKBOX 
 Elevated


 FORMCHECKBOX 
 Normal


 FORMCHECKBOX 
 Depressed

What Treatment Administered:


 FORMCHECKBOX 
 Atropine
 FORMCHECKBOX 
 Pralidoxime

 FORMCHECKBOX 
 Other     _________________

Date(s)      /     /     
Urine Metabolites:
Level in units:      ___     Urine pH:      _____     
Normal range used:     ________

Date(s)      /     /     
Adipose tissue tested:     FORMCHECKBOX 
 Yes
       FORMCHECKBOX 
 No
    Level in units:      ___
Normal range used:     ________

Date(s)      /     /     
Other test performed:
Type:      _____________________
Results:     _________________

_______________________________________________________________________________________________________________________________________

	*Reason for believing the illness is caused by or related to documented exposure to a pesticide:  (check all that apply)

 FORMCHECKBOX 
 Symptoms generally appropriate for pesticide related illness


 FORMCHECKBOX 
 Symptoms appropriate for implicated pesticide

 FORMCHECKBOX 
 Evidence of temporal relationship between exposure and illness

 FORMCHECKBOX 
 Supporting laboratory evidence

 FORMCHECKBOX 
 Results of treatment consistent with pesticide illness


 FORMCHECKBOX 
 Supporting patient history

 FORMCHECKBOX 
 













Other      __

_______________________________________________________________________________________________________________________________________

	DIAGNOSIS:

 FORMCHECKBOX 
 Definite




 FORMCHECKBOX 
 Probable




 FORMCHECKBOX 
 Possible

 FORMCHECKBOX 
 Multiple chemical sensitivity  (MCS)


 FORMCHECKBOX 
 Illness not likely to be related


 FORMCHECKBOX 
 Intentional




 * Information is required by Arizona law - A.R.S. 36-606
