RASH ILLNESS INVESTIGATION – Arizona Department of Health Services


	Patient’s (Last)                        (First)

Name                                       
	Phone No.

 (   )     -     
	DOB

            /   /    
	Case No.     
Date    /   /    
Reported   /   /    
Reported to     
By      
Date   /   /    

	Street Address      
	Age    
	 FORMCHECKBOX 
Male      FORMCHECKBOX 
Female
	

	City      
	County      
	State    
	Zip     
	Race:         FORMCHECKBOX 
Unknown    

 FORMCHECKBOX 
White    FORMCHECKBOX 
Hispanic

 FORMCHECKBOX 
Black    FORMCHECKBOX 
Other

 FORMCHECKBOX 
Nat American

 FORMCHECKBOX 
Asian/Pac. Isl
	

	Diagnosis     
	
	

	Date Onset

___/___/___
	Date Diagnosis

___/___/___
	Patient Occupation or School      
	
	

	Physician or Other Reporting Source

     
	Phone No. 

(      ) ___ - ____
	Ethnicity  FORMCHECKBOX 
Unknown    

 FORMCHECKBOX 
Hispanic 

 FORMCHECKBOX 
Non- Hispanic 
	Date Reported to ADHS

   /   /    

	Street Address

     
	City

     
	State

     
	Zip

     
	FOR STATE USE ONLY

ID No.      
	Part of Outbreak?

 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

Outbreak Name

                             

	Date:    MMR     /   /    
MR   /   /     

Rubella   /   /       

Measle Imm.    /   /    
	Exemption

 FORMCHECKBOX 
Medical

 FORMCHECKBOX 
Personal

 FORMCHECKBOX 
Religious
	 FORMCHECKBOX 
Preventable

 FORMCHECKBOX 
Non-Preventable

 FORMCHECKBOX 
 Lab.  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	Age at Imm.     
Med. Document Record

     FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	
	Laboratory

	Signs and Symptoms
	Drawn by      

	
	
	Date Onset
	Duration
	Description
	TEST:             Date:         Result: +/(/?

	Fever
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	   /   /    
	     
	Highest Temp:     
	Acute Measles    /   /    
	    

	Cough
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	   /   /    
	     
	 FORMCHECKBOX 
wet   FORMCHECKBOX 
dry   FORMCHECKBOX 
hacky
	Conv. Measles    /   /    
	    

	Coryza
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	   /   /    
	     
	
	Acute Rubella     /   /    
	    

	Conjunctivitis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	   /   /    
	     
	
	Conv. Rubella     /   /    
	    

	Rash: First appeared-

Mark location with #1, progressed to 2 to 3 etc.
	Date Start    /   /    
	Days Total

     
	Throat Cult.        /   /    
	    

	
	
	
	Other Lab           /   /    
	    

	LOCATION
	COLOR
	APPEARANCE
	
	Met Clinical Criteria    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Face    
	 FORMCHECKBOX 
Pink
	 FORMCHECKBOX 
Maculoapular
	Medical Facilities Visited
	Date/Time
	Staff FU
	Pts. FU

	Neck    
	 FORMCHECKBOX 
Red
	 FORMCHECKBOX 
Punctate
	     
	     
	     
	     

	Ears    
	 FORMCHECKBOX 
Dark red
	 FORMCHECKBOX 
Blisters
	
	
	
	

	Chest    
	Other      
	 FORMCHECKBOX 
Confluent
	     
	     
	     
	     

	Back    
	TEXTURE
	 FORMCHECKBOX 
Discreet
	
	
	
	

	Abd.    
	 FORMCHECKBOX 
Rough
	 FORMCHECKBOX 
Individual
	
	
	
	

	Arms    
	 FORMCHECKBOX 
Raised
	 FORMCHECKBOX 
Lacy
	Hospital name      
	Hospitalized   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Legs    
	 FORMCHECKBOX 
Under Skin
	 FORMCHECKBOX 
Itch
	
	

	Palms    
	 FORMCHECKBOX 
Smooth
	 FORMCHECKBOX 
Blotchy
	Adm. Date    /   /    
	Disch. Date    /   /    
	No. Days

     
	Respiratory Isolation

   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Soles    
	 FORMCHECKBOX 
Bumpy
	Other      
	
	
	
	

	OTHER SYMPTOMS/COMPLICATIONS
	Complication from Measles  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Reason:      

	 FORMCHECKBOX 
Allergies
	 FORMCHECKBOX 
Nausea
	Hosp has mandatory MR policy  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	 FORMCHECKBOX 
Photophobia
	 FORMCHECKBOX 
Vomiting
	High-risk   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	Other      

	 FORMCHECKBOX 
Koplic Spots
	 FORMCHECKBOX 
Diarrhea
	Prog.  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	Record Rev.  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	 FORMCHECKBOX 
Lymph Enlargement
	 FORMCHECKBOX 
Earache
	Lab-work done  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	No. susceptible     
	No. Exp      

	 FORMCHECKBOX 
Arthritis/ Arthralgia
	 FORMCHECKBOX 
Pneumonia
	No. Excluded     
	From (date)    /   /    
	To (date)    /   /    

	 FORMCHECKBOX 
Sore Throat
	 FORMCHECKBOX 
Encephalitis
	Other      
	
	

	 FORMCHECKBOX 
Headache
	 FORMCHECKBOX 
Death
	Previous Med.:
	Date Start: 

	 FORMCHECKBOX 
Tongue Coated
	 FORMCHECKBOX 
Dehydration
	1)     
	   /   /    

	Additional Info:      
	2)     
	   /   /    

	
	3)     
	   /   /    

	
	4)     
	   /   /    


	Confirmed 


Probable



Wk. Rep to Imm


Wk. Rep. To MMRW

Serology Pos.

Serology Neg. Serology Pend.

Not Done

Indeterminate

Unknown

Virus Isolation


	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

     

 FORMTEXT 
     
     

 FORMTEXT 
     
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


	Known Exposure to others with rash illness?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	Travel 14 days prior to rash?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Date exposed:    /   /      Case #      
	
	Date left:     /   /    
	Date arrived   /   /    

	
	
	Date returned:     /   /    
	Country     

	Name:     
	
	State     
	City     

	Possible transmission settings:     
	
	

	
	
	Previous lab evidence of immunity?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	Documented evidence of prior dx by M.D.?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	
	
	U.S. Citizen   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unknown

	
	
	If no, give country     

	Source ID        FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	Import  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  
	Import spread   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


	Family Contacts

	Name
	DOB/AGE
	Imm. Hist

(mm/dd/yy)
	Referred for IMM/ISG?
	Date Received
	2 week FU 

s & s due date     
	School/Employer

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     

	     
	     
	   /   /    
	 FORMCHECKBOX 
 IMM    FORMCHECKBOX 
 ISG
	  /  /    
	     
	     


A. When calling contact people, determine if they can complete all recommendations with exposed group.  If yes, continue with form.  If not able, the go to page 2 and obtain identifying information on all contacts.

B. If contact person can follow recommendation – request they obtain name, birth date and immunization history of all contacts and have this information given to you.

	Date
	Event Attended
	Contact Person & Phone
	Date Notified of Expo.
	Total No. Expo.
	Plan
	Date F.U. Due
	Done

	  /  /    
	     
	     
	  /  /    
	     
	     
	  /  /    
	 FORMCHECKBOX 


	  /  /    
	     
	     
	  /  /    
	     
	     
	  /  /    
	 FORMCHECKBOX 


	  /  /    
	     
	     
	  /  /    
	     
	     
	  /  /    
	 FORMCHECKBOX 


	  /  /    
	     
	     
	  /  /    
	     
	     
	  /  /    
	 FORMCHECKBOX 


	  /  /    
	     
	     
	  /  /    
	     
	     
	  /  /    
	 FORMCHECKBOX 


	  /  /    
	     
	     
	  /  /    
	     
	     
	  /  /    
	 FORMCHECKBOX 



Given Information

Incubation Period       How Disease Spreads       Days Communicable       Case Isolation       Medical Facility Protocol       Patient Care       Laboratory Testing     
Name of Interviewer     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Communicable





Rash





Prodromal





Incubation Period





SCHEMATIC DEPICTING THE CLINICAL COURSE OF MEASLES








-14 –13 –12 –11 –10 –9 –8 –7 –6 –5 –4 –3 –2 –1 0 +1 +2 +3 +4 +5 +6 +7





Date


Rash +4 days is probable end of communicable period





Date of 


Rash Onset





Date


Rash –4 days is probable start of infectious period





Date


Rash-14 days is probable exposure date
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