               Arizona Department of Health Services                 State ID ____________

Bureau of Epidemiology and Disease Control


ACUTE HEPATITIS B and D CASE REPORT

The following questions should be asked for every case of  Acute Hepatitis B and D

Last: ______________________________________  
First: _________________________   
 Middle: _________________

Preferred  Name  (nickname):  __________________     Maiden:  _______________________________________________
Address: 
Street:  ______________________________________________________________________________________________________

City:  ________________________________________________        Phone:    (            )     -       
Zip  Code:  ______________________

SSN  #  (optional)  _______  -  ______  -  _________

State:  ____________        County:  __________________________________    Date Reported to Health Department _____/ _____  /  _________

DEMOGRAPHIC INFORMATION

	RACE (check all that apply):

Amer  Indian  or  Alaska  Native
      Asian
Black  or  African  American                       Native  Hawaiian  or  Pacific  Islander
White
                                          Other  Race,  specify ___________
	ETHNICITY:  

Hispanic .................... 

Non-hispanic ..

.....Other/Unknown

	SEX:     Male                                              PLACE  OF  BIRTH:                    DATE OF BIRTH:   _____/ _____  /  _________ 
              Female                                           USA                                         AGE:  _______  (years)    ( 00= <1yr, 99=  Unk  )

Unk                                                Other: ____________


CLINICAL & DIAGNOSTIC DATA

REASON  FOR  TESTING:  (Check  all  that  apply)
Symptoms  of  acute  hepatitis





Prenatal  screening

Screening  of  asymptomatic  patient  with  reported  risk  factors


Blood  /  organ  donor  screening

Screening  of  asymptomatic  patient  with  no  risk  factors  (e.g.,  patient  requested  )
Evaluation  of  elevated  liver  enzymes



Follow-up  testing  for  previous  marker  of  viral  hepatitis



Unknown


     Other:  specify:  _______________________

	CLINICAL DATA:
	DIAGNOSTIC TESTS: CHECK ALL THAT APPLY

	Diagnosis Date:   _____/ _____  /  _________ 
Is patient symptomatic?       Yes         NoUnk

   If yes, onset date:  _____/ _____  /  _________

Was the patient

  Jaundiced:                          Yes         NoUnk

  Hospitalized for Hepatitis  Yes         NoUnk
Was the patient pregnant?   Yes         NoUnk

  Due date:  _____/ _____  /  _________

Did the patient die from Hepatitis?

                                             Yes         NoUnk

  Date of death: :  _____/ _____  /  _________
	                                                                                                   Pos        Neg      Unk

Total antibody to Hepatitis A (total anti-HAV)                          

     Test Result Date _____________________

IgM antibody to Hepatitis A virus (IgM anti-HAV)                   
     Test Result Date _____________________

Hepatitis B surface antigen (HBsAg)                                          
     First Test Result Date _____________________

Total antibody to hepatitis B core antigen (total anti-HBC)       

     Test Result Date _____________________

IgM antibody to hepatitis B core antigen (IgM anti HBc)          
     Test Result Date _____________________ 

If IgM anti-HBc is negative, STOP. Do not use this form.

Use the Chronic Hepatitis B Case Report

Antibody to hepatitis C virus (anti-HCV)                                   
     Test Result Date _____________________ 

    Anti-HCV signal to cut-off ratio ______________

      Supplemental anti-HCV assay (e.g., RIBA)                        
HCV RNA (e.g., PCR)                                                               
     Test Result Date _____________________

Antibody to hepatitis D virus (anti-HDV)                                 
     Test Result Date _____________________

Antibody to hepatitis E virus (anti-HEV)                                  
     Test Result Date _____________________

	LIVER ENZYME LEVELS AT TIME OF DIAGNOSIS

ALT (SGPT) Result ________   Upper limit normal _______

      Date of ALT Result _____/ _____  /  _________
AST (SGOT) Result ________   Upper limit normal _______

      Date of AST Result _____/ _____  /  _________

Bilirubin   Result ___________

       Date of Bilirubin Result _____/ _____  /  _________


	


PATIENT HISTORY-ACUTE HEPATITIS B and D

	During the 6 weeks- 6 months prior to onset of symptoms was the patient a contact of a person with confirmed or suspected acute or chronic hepatitis B virus infection?

If  yes,  type  of  contact                                             Yes       No       Unk
Sexual                                                  
Household [Non-sexual]                               
Other:  _______________________________           
	Ask both of the following questions regardless of the patient’s gender. 

In the 6 months before symptom onset how many

                                                                                     0      1     2-5   >5   Unk
male sex partners did the patient have?              
female sex partners did the patient have?                  

                                                                                       Yes        No       Unk
unprotected sex?                                                             

Was the patient EVER treated for a sexually-             Yes        No       Unk
  transmitted  disease?                                                   
  If yes, what is the date of  the most recent treatment ?  ______

During  the  6 weeks- 6 months prior to onset of symptoms did patient

                                                                                      Yes        No       Unk
inject drugs not prescribed by a doctor?                       
use street drugs but not inject?                                     


	During  the 6 weeks- 6 months prior to onset of symptoms,   

   Did  the  patient-                                                                    Yes         No      Unk
     undergo hemodialysis?                                                         
     have an accidental stick or puncture with a  needle
        or  other  object  contaminated  with  blood?                    
     receive blood or blood products [transfusion]?                    
        if yes, when?   ____/____/______
     have other exposure to someone else’s blood?                    
        specify:  ____________________________________

During the 6 weeks - 6 months prior to onset of symptoms

  Was the patient employed in a medical or dental field          Yes         No      Unk
      involving  direct  contact  with  human  blood?                  
           If yes, frequency of direct blood contact? 

                   Frequent (several times weekly)          Infrequent

Was the patient employed as a public safety worker 

     (fire  fighter,  law  enforcement  or  correctional               Yes        No      Unk
      officer) having  direct  contact  with  human  blood?         

            If yes, frequency of direct blood contact? 

                   Frequent (several times weekly)          Infrequent

                                                                                                Yes        No      Unk
Did the patient receive a tattoo?                                                

      where  was  the  tattooing  performed?  (select  all  that  apply) 

commercial parlor  /  shop              

         correctional facility          

         other  ________________
	During  the  6 weeks- 6 months prior to onset of symptoms

   Did the patient have any part of their body pierced        Yes        No       Unk
       (other  than  ear)?                                                         
           if yes, where  was  the  piercing  performed?  (select  all  that  apply)

commercial parlor  / shop              

              correctional facility          

              other  ________________

                                                                                            Yes        No       Unk
Did the patient have dental work or oral surgery?              
Did the patient have surgery? (other than oral surgery) ?   

Was the patient- Check all that apply 

   hospitalized?                                                                     
   a resident of a long term care facility ?                             
   incarcerated for longer than 24 hours ?                             
          if  yes,  what  type  of  facility  (check  all  that  apply) 

                 prison .              .jail ........ juvenile  facility

	
	During his/her lifetime, was the patient EVER                     Yes        No       Unk
         incarcerated for longer than 6 months?                         
              If yes, what year was the most recent 

                            incarceration ? ._____________________

                            for  how  long  ? .____________________ months


	VACCINATION HISTORY
	

	                                                                                              Yes         No      Unk
Did  the  patient  ever  receive  hepatitis  B  vaccine?           
                                                                                                1            2          3+
     If  yes,  how  many  shots?                                               
When  was the last shot received?     ____/____/_____
	                                                                                                Yes         No      Unk
Was  the  patient  tested  for  antibody  to  HBsAg 

     (anti-HBs)  within  1-2  months  after  the  last  dose?      

If yes, was the serum anti-HBs 10mIU/ml?               
           (answer ‘yes’ if the laboratory  result  was 

             reported as ‘positive’ or ‘reactive’)


SUPPLEMENTARY INFORMATION


FOR USE BY LOCAL HEALTH DEPARTMENTS TO DETERMINE THE PATIENT’S MOST PROBABLE SOURCE OF INFECTION

Patient’s Name _____________________
Home phone ______________
Employed by _______________________
Work phone ___________________

Report physician’s name, address, and phone # ___________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

If patient was hospitalized for hepatitis, give name of hospital _______________________________________________________________________________


FURTHER INFORMATION FOR ADMITTED RISK FACTORS AND SOURCES LISTED ON PREVIOUS PAGES

IF APPLICABLE:

1. Name, address and phone # of child care center _________________________________________________________________________________________

2. Name and address of school, grade, classroom attended ___________________________________________________________________________________

3. Name, address, and phone # of known hepatitis B contacts ________________________________________________________________________________

     ___________________________________________________________________________________  Relationship ________________________________

4.

 CONTACTS REQUIRING PROPHYLAXIS FOR HEPATITIS B

	Name
	Date of Birth
	Relationship to Case
	HBIG
	Vaccine

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


5.  If transfused, NOTIFY BLOOD CENTER! Name of Blood Center ________________________________________________________________________

a. number of units of whole blood, packed RBC or frozen RBC received ____________________________________________________________

b. specify type of blood product (e.g., albumin, fibrinogen, factor VIII, etc) ___________________________________________________________

6. IF DONOR, name, address, and phone # of donor or plasmapheresis center ____________________________________________________________________

     ________________________________________________________________________________________________________  Date  ___________________

7. Name, address, and phone # of dialysis center ____________________________________________________________________________________________

8. Name, address, and phone # of dentist or oral surgeon ____________________________________________________________________________________

9. If other surgery performed, name, address, and phone # of location __________________________________________________________________________

       ________________________________________________________________________________________________________________________________

10. Name, address, and phone  of  acupuncturist or tattoo parlor ________________________________________________________________________________

11. Is patient currently pregnant? ___________  If yes, give obstetrician’s name, address and phone # _________________________________________________

       ________________________________________________________________________________________________________________________________

a. estimated date and location of delivery _______________________________________________________________________________________

COMMENTS _________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

INVESTIGATOR’S NAME AND TITLE ________________________________________________________________________________________________

DATE OF INTERVIEW  ____________________________________

