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NARNC West Nile Virus Reporting Form – Human Suspect or Confirmed Positive Case

REPORTING INSTRUCTIONS

Health care providers should evaluate and test all suspected cases of encephalitis and aseptic meningitis for West Nile Virus (WNV).  Initiate this form for all suspected cases, even if all data is not known, and fax to Preventive Medicine Service (PMS), Walter Reed Army Medical Center (WRAMC).  Fax: (202) 782-0308.  Also report to your State Health Department.


After WNV laboratory results have been received, complete the rest of the form and fax the completed form to PMS, WRAMC, Fax: (202) 782-0308.  Confirmed cases of WNV must also be reported  to your State Health Department and CDC.

PATIENT INFORMATION

Last Name: _____________________ First Name:_____________________ MI:______

FMP/SSN: _________________Patient Beneficiary Category (e.g. A11):____Grade:___

Date of Birth:____________ Sex (M or F):____         Race/Ethnicity:______________________________

Place of Residence:  Address:______________________________________________________________



     City:_____________________        County:__________________________________

                                  State:_____________________     Zip Code:________________________________ 

Phone:                       Duty:_____________________       Home:__________________________________

Occupation:______________________      
Military Unit (if applicable):___________________________

CLINICAL INFORMATION

Date of onset of illness: ___/___/___

      

Clinical symptoms: (check all that apply)


__Encephalitis


__Meningitis


__Fever


__Other:__________________________________________________________

Hospitalized? Yes (Hospital:________________________________________) / No

Date of hospital admission:___/___/____
Date of discharge:___/___/____

Was patient transferred to another hospital? Yes (Hospital:_________________________) / No/ Unknown

Outcome:  Survived / Died / Unknown     Date of death:___/___/____    Was autopsy performed? Yes/No

Facility where autopsy was performed:_______________________________________________________

Date of autopsy:___/___/____
Facility phone number:_________________

Autopsy results:_________________________________________________________________________

______________________________________________________________________________________

Additional information related to this case:____________________________________________________

RISK FACTOR INFORMATION

Has patient traveled outside the U.S. in the one month prior to onset?               Yes / No / Unknown

If yes, specify when and where:____________________________________________________________

Has patient traveled outside the state in the one month prior to onset?               Yes / No / Unknown

If yes, specify when and where:____________________________________________________________

Has patient ever traveled outside the U.S.?                    

           Yes / No / Unknown

If yes, specify when and where:____________________________________________________________

Has patient had known mosquito bite(s) in the one month prior to onset?     
Yes / No / Unknown

If yes, specify when and where (geographic location):___________________________________________

______________________________________________________________________________________

Has patient had contact with ticks (attached to the skin) in the one month prior to onset?  Yes/No/Unknown

If yes, specify when and where (geographic location):___________________________________________

______________________________________________________________________________________

VACCINATION INFORMATION

Has patient received yellow fever (YF) vaccine?

Yes (Date:___/___/____) No/ Unknown

Has patient received the Japanese encephalitis (JE) vaccine?
Yes (Date:___/___/____) No / Unknown

Has patient received the Central European encephalitis (CEF) vaccine?  

Yes (Date___/___/____) No / Unknown

LABORATORY INFORMATION

Laboratory: ________________________________  Phone: (___)___-______

Date specimen collected: _________________        Date specimen tested: ____________

Specimen type(s): _________________________________________________________

Check test performed:                                         Result: (positive, negative, or equivocal)


__ELISA                                                       Result:    IgM:_______ IgG:_______


__Virus neutralization                                   Result____________

        
__RT-PCR                                                     Result_____________


__FA                                                              Result_____________


__HI                                                               Result_____________


__Plaque assay                                               Result_____________


__Other: ______________                            Result _____________

Specimens available?    Yes   No     Unknown


If yes, list: _____________________________________________

Result confirmed?           Yes    No


If yes, confirming laboratory: ______________________________


Test used for confirmation: ________________________________

Have you requested USAMRIID, CDC or another laboratory to confirm test?   Yes   No


If yes have arrangements been made?  Yes   No


Where are the specimens to be sent?_________________________________

______________________________________________________________________________________

CASE STATUS

INITIAL REPORT 

FINAL REPORT (check one)

___Suspect WNV

___Laboratory-confirmed WNV





___Laboratory-probable WNV

Date of report:___/___/____
___Laboratory-equivocal WNV





___Non-case WNV





Other diagnosis:____________________________________________





_________________________________________________________





Date of report:___/___/____

REPORTING SOURCE

Name:____________________________
Title:_______________________
Phone: (___)___-_____

Fax:(___)___-____

E-mail:___________________________________________________

Military Installation and Facility:___________________________________________________________
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