Facility name
(2003-xxx)
xxxx county
Name __________________________________________________
Age _____
Sex   F
 M

 resident
 staff
location (wing, unit) ______________
room # ________ 
other xxxx ________

background questions (For Residents Only)
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	Does this person have a special or restricted diet?

Do they eat solid food?

Are they ambulatory?

Would they be capable of answering questions about foods they may have eaten recently?

Is a record kept of the foods this person eats?

Do they have their own telephone?

Do they share a room?


If yes, has their roommate recently had any similar illness?


background questions (For Staff Only)
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	Does this person help to feed residents?

Does this person eat food prepared in the facility’s kitchen?

Does this person have regular physical contact with residents?

In the 3 days before onset of symptoms, did this person assist or clean up after a sick person?

Describe this person’s general duties:

	R food service
S housekeeping
T patient care
U admin/clerical
V maintenance
W ___________


SIGNS AND SYMPTOMS
Check all that apply.
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	headache

nausea

vomiting

myalgia (muscle aches)

abdominal (stomach, belly) cramps

unusual fatigue (feeling tired)

fever (if yes,  subjective or _______˚ (max.)

abnormal bloating or excess gas
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	shaking chills

any diarrhea or loose stools

if yes to diarrhea, were there 3 or more loose stools within any 24-hour period?

any blood in stools

any watery stools

other _____________________________


onset AND duration
	On what date did they start vomiting or having diarrhea (whichever came first)?
____/____/____ (m/d/y)
At what time did the vomiting/diarrhea begin? [Be as specific as possible; if necessary, estimate.]

 _______ am
 noon
 _______ pm
 midnight (end of day)
Are they still having any vomiting or diarrhea now?
 yes
 no

If no, how long did the vomiting or diarrhea last?
___ minutes
___ hours
___ days


Severity of illness
Check all that apply; provide details (names, dates, phone numbers, etc.) at right.
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	Did they/were they...
miss any work? (staff only)
if yes, how many days? _____

see any clinician?
if yes, whom?

visit an ER?
if yes, specify

give a stool specimen?
if yes, when/to whom

get admitted to hospital overnight?
if yes, how many nights? _____











