
CDC EXPANDED CASE REPORT FORM: HAEMOPHILUS INFLUENZAE TYPE B 

IN CHILDREN AGE < 15 YEARS WHO HAD RECEIVED PRIMARY HIB VACCINE SERIES

STATE ID: ___ ___ ___ ___ ___ ___ ___ 


STATE: ___________________________

NETSS CASE ID: ___ ___ ___ ___ ___ ___  

1.  Immunization dates and vaccine type from all sources (shot card, health care providers):

	
	DATES OF IMMUNIZATIONS

	
	Dose 1
	Dose 2
	Dose 3
	Dose 4
	Dose 5

	DT, DTP,  DTaP

(alone, if combi-nation check Hib box)
	____/____/______

( DT

  ( DTP

    ( DTaP    
	____/____/_______ 

( DT

  ( DTP

    ( DTaP
	____/____/_______ 

( DT

  ( DTP

    ( DTaP
	____/____/_______ 

( DT

  ( DTP

   ( DTaP
	____/____/______

( DT

  ( DTP

    ( DTaP

	Hib

*See codes below:
	____/____/______ 

Vaccine Type*__ __

Lot#_____________
	____/____/_______ 

Vaccine Type*__ __

Lot#_____________
	____/____/_______ 

Vaccine Type*__ __

Lot#_____________
	____/____/_______ 

Vaccine Type*__ __

Lot#_____________
	

	Hepatitis B (alone, if combi-nation check Hib box)
	____/____/______

( Administered at birth
	____/____/_______ 


	____/____/_______ 


	
	

	Polio
	____/____/______

 ( OPV

( IPV
	____/____/_______ 

 ( OPV

( IPV
	____/____/_______ 

 ( OPV

( IPV
	____/____/_______ 

 ( OPV

( IPV
	

	MMR
	____/____/______ 
	____/____/______ 
	
	
	

	Varicella
	____/____/______ 
	
	
	
	


*Hib vaccine types (trade name-company)
   

1.  HbOC (HibTITER® Wyeth) 




6.  PRP-D (ProHIBit® Connaught) [no longer available]

2.  HbOC-DTP (Tetramune® Wyeth)



7.  PRP-OMP (PedvaxHIB® Merck)

3.  PRP-T (OmniHib® Smithkline )




8.  PRP-OMP-HepB (COMVAX® Merck)



4.  PRP-T (ActHib® Aventus Pasteur/Connaught/Merieux)

9.  Unknown

5.  PRP-T-DTaP (TriHibit® Aventus Pasteur/Connaught/Merieux)        10. Other (specify________________________________)

2.  Birthweight:    ______lbs.  ______oz.   OR    ______grams








	HOUSEHOLD INFORMATION

3.  What type of medical insurance does the family have?


( Private insurance such as through an employer or Blue Cross

( No insurance or self pay

( Medicaid

( Other, specify: ______________________________________

( Unknown

4.  Country of child’s birth:_________________________

5.  Number of children aged <18 years who stay at same address at least 2 nights a week (including case): ___ ___

6.  Number of people who stay at same address at least 2 nights a week (including case): ___ ___


7.  Is there known previous contact with a person with Hib disease within the preceding 2 months?  ( yes  ( no   

If YES, specify type of contact: _________________________________________________

	8.  SIGNIFICANT PAST MEDICAL HISTORY
If none, check here:  (   If unknown, check here:  (
[check all that apply]                                               

(  Pre-term birth (<37 weeks), specify weeks__________________     (  Ventricular hardware (VP shunt, etc)



(  Immunosuppression and/or HIV, specify____________________    ( Other, specify____________________  

( Cochlear implant                             




       

	HUMORAL IMMUNITY
9.  Was humoral immunity evaluated?  ( yes  ( no   ( unk




If yes, date most recently performed ___ ___/___ ___/___ ___ ___ ___

IgA(mg/dl)___ ___ ___

IgM(mg/dl)___ ___ ___

Total IgG(mg/dl)___ ___ ___
       


IgG1(mg/dl)___ ___ ___
IgG2(mg/dl)___ ___ ___
IgG3(mg/dl)___ ___ ___
IgG4(mg/dl)___ ___ ___

	COMPLEMENT
10.  Was complement evaluated?   ( yes  ( no   ( unk

If yes, date test most recently performed: ___ ___/___ ___/___ ___ ___ ___

CH50(ug/ml) ___ ___ ___ ___ 

C3(mg/dl) ___ ___ ___ ___ 
 

C4(mg/dl) ___ ___ ___

	WHITE CELL COUNT  

11.  Was white cell number and function evaluated?  ( yes  ( no   ( unk

If case is currently hospitalized, use date test most recently performed:         ___ ___/___ ___/___ ___ ___ ___

If case is not hospitalized, use date test performed closest to hospital discharge (for invasive Hib hospitalization):                                                                                                                            ___ ___/___ ___/___ ___ ___ ___

WBC count: ___ ___,___ ___ ___    

Diff %:   __ Neutro   __Eos   __ Basos   __ Mono   __ Other, specify____________


Nitroblue tetrazolium test:  (  positive   ( negative   ( not performed 

Opsonophagocytosis assay (%)___ ___                       Other, specify____________

	SERUM AVAILABILITY

12.  Is acute serum available?
( yes  ( no   ( unk 
12.  Is convalescent serum available?  ( yes  ( no   ( unk    

 Date: ___ ___/___ ___/___ ___ ___ ___

Date:  ___ ___/___ ___/___ ___ ___ ___

	

	


Fax this completed form to Pamela Srivastava at 404-639-2483 and mail a copy to 

Pamela Srivastava, CDC/NIP/ESD/BVPDB, 1600 Clifton Road, MS E-61, Atlanta, GA 30333




If bacterial isolates are available, please contact Scott Bernhardt (CDC Lab) at 404-639-1194
is .

Other Comments: ______________________________________________________________________________________________________
Last revised: 5/22/03


