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HEPATITISB CASE INVESTIGATION - Page 1 of 7
Indiana State Department of Health
State Form 52587 (R/11-09)

DIRECTIONS- PLEASEREAD BEFOREYOU BEGIN 3. Printcopyfor faxing to ISDH
1. Typeall datainto form 4. Faxcopyto EpidemiologyResourceCenter,|SDH
2. Provideasmuchinformationaspossiblt 5. Dateformat: MM/DD/YYYY
Section 1: Demographics
First: | |
Middle: | |
Last: | |

If child, parentname(below):
First: | |

Middle:
Last:

MaidenName | |
Mother'sMaiden | |
StreetAddress | |
City: | |
State
o —

County | --SelectCounty-- |

PhoneNumber | | [ -Type-- |
Dateof Birth: | | O unknown
OR
Age: | [ | years |
SSN | |
Gender | --SelectGender-- |

Race(s): _ _ _
O Americanindianor AlaskaNative

[ Asian

[ Blackor African American
[0 Native Hawaiianor OtherPacificlslander

[ Other/Multiracial
[J Unknown
[ White
Ethnicity: [--selectEthnicity- |
Physician'sName |
PhoneNumber |
FaxNumber |
StreetAddress |
City: |
State
S —

THISFORM CONTAINS CONFIDENTIAL INFORMATION PER 410 1AC 1-2.3
“This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosureis voluntary and you will not be penalized for refusal.”
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Section 1: Demographics (continued)

Occupatior | --select-- |

EmployerName: |
PhoneNumber |
StreetAddress |

City: |
State | -Selecistate-- |
County [ --selectCounty-- |

Zip: | |

Section 2: Clinical

HealthCareProvider

Facility Type: [ —select--

!
Facility: | |
StreetAddress:| |
City: | |
State [ -selecistate-- |
Zip: | |
PhoneNumber |

Reasorfor testing(checkall thatapply)
[0 Symptomsof acutehepatitis

AbdominalPain
Dark urine
Diarrhea

onsepate [ ]

Fatigue
Fever

El DegreegF)
Jaundice

Lossof appetite
Nausea

Palestool

Unknown

Other
Specify:|

OoooOooo oo ooo

[ Evaluationof elevatediver enzymes

[0 Screeningf asymptomatipatientwith reportedrisk factors

[ Screeningf asymptomatigatientwith norisk factors(e.g.,patientrequested)

[ Blood/Plasma/Orgadonorscreening

[ Follow-uptestingfor previousHepatitisB marker

[ Prenatabcreening

] Immigrantscreening

O other
Specify:|

[0 Unknown

THISFORM CONTAINS CONFIDENTIAL INFORMATION PER 410 1AC 1-2.3
“This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosureis voluntary and you will not be penalized for refusal.”
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Section 2: Clinical (continued)

Pregnancytatusfor all femalesl2-50yearsold:
Is the patientpregnant? [OYyes [No [ Unknown

DueDate [ |

Dateof onset |:|
Dateof diagnosis |:|

Durationof symptoms |:| Days
Dateof first positivespecimercollected |:|

DiagnosticTests(checkall thatapply):

HepatitisB surfaceantigen(HBsAg): [] Positive [1 Negative [] Not Done/Unknown
Total antibodyto hepatitisB coreantigen(Total [_] Positive [] Negative [] Not Done/Unknown
anti-HBc):
IgM antibodyto hepatitisB coreantigen(IgM [] Positive ] Negative [ Not Done/Unknown
anti-HBc):
Antibody to hepatitisD virus (anti-HDV): [] Positive [J Negative ~ [[] Not Done/Unknown

Liver enzymdevelsattime of diagnosis
ALT (SGPT)results:| |

Upperlimit normal: |:|

ALT (SGOT)resuIts:|

Upperlimit normal: |:|

Patientco-infectedwith: [] HIV/AIDS
[ None
O Hcv

Waspatienthospitalizedor hepatitisB or deltahepatitis'

[JYes [INo [ unknown

AdmissionDate: I:l
DischargeDate |:|

Patient'SChartNumber | |
Facility Type: | __Select-
Facility: |
StreetAddress |
City: |
State: | -SelectState-- |
Zip: | |
PhoneNumber | |

Did patientdie from hepatitis® [dyes [dNo ] unknown

pae[ ]

THISFORM CONTAINS CONFIDENTIAL INFORMATION PER 410 1AC 1-2.3
“This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosureis voluntary and you will not be penalized for refusal.”
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Section 3: Diagnosis

Pleaseselectone:
[] AcuteHepatitisB
[ chronicHepatitisB
[] PerinataHepatitisB Infection (CompletePerinataHepatitisB Caselnvestigation

[] DeltaHepatitisinfection
[ unableto Locate

[] NotacCase

[] FalsePositive

[ other

Patienteducationcontactfollow-up, andvaccinatiorwill be doneby:
[] Local HealthDepartment [] HealthCareProvider ~ [] Other

Specify | |

Section 4: Acute Risk Factors

Duringthe 6 weeks- 6 monthsprior to onsetof symptoms:

1. Live, work, or visit a nursinghomeor long-termcareresidentiafacility?
[OYes [ONo [Junknown
Facility Name: Facility Address: ContactName: ContactPhone:

2. Regardlessf patient'sgendedist the numberof sexualpartners:
Males: Females:

|:| I:l I None [] unknown

3. Did the patientinjectdrugsnot prescribedy doctor(streetdrugs,steroids,hormones,vitamins,salonigjections)?

[JYes [No [ Unknown

4. Did the patientusestreetdrugsbut notinject?
[] Yes I No [] Unknown
5. Did the patientundergchemodialysis?
[OJYes [No []Unknown
Date ]
6. Did the patient have an accidental stick or puncture with aneedle or other object (razor,clippers) contaminated with blood?
[OYes [No [ Unknown
Date ]
7. Did the patientreceiveblood or blood productg(transfusion)?

[dYes [No [ Unknown
pae[ ]

8. Did thepatientreceiveany|V infusions/bloodransfersand/orinjectionsin anoutpatientsetting?

[OYes [ONo [ Unknown
Date |

THISFORM CONTAINS CONFIDENTIAL INFORMATION PER 410 1AC 1-2.3
“This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosureis voluntary and you will not be penalized for refusal.”
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HEPATITIS B CASE INVESTIGATION - Page 5 of 7
Indiana State Department of Health
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Section 4: Acute Risk Factors (continued)

9. Did the patienthaveany outpatientproceduregi.e. endoscopyg¢olonoscopyetc.)?
[OYes [No [ Unknown

Type: Facility Location: Date:

10. Did the patienthaveexposurgo someoneelse'sblood?
[JYes [No [ Unknown
Specify: | |
Date: | |

11.Did thepatienthavedentalwork or oral surgery?
[Odyes [ONo [ Unknown

Provider:l |

Date: | |

12.Did the patienthavesurgery(otherthanoral surgery)?
[OJyes [No [ Unknown
Surgeon:l |

Date: | |

13. Wasthepatienthospitalizedovernightfor anyreason?
[Oyes [ONo  []Unknown

Hospital:l

Date: | |

14.Wasthepatienteverincarceratedor longerthan24 hours?

[OYes [No [ Unknown
Facility Name: Facility Address: ContactName: ContactPhone:

15. Did the patienthaveany partof his/herbody pierced(otherthanear)
[OJYes [No []Unknown

Whereperformed | |

Date: | |

16.Did the patienthaveanearpierced?
[JYes [No [ Unknown

Whereperformed |

Date: | |

THISFORM CONTAINS CONFIDENTIAL INFORMATION PER 410 1AC 1-2.3
“This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosureis voluntary and you will not be penalized for refusal.”
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Section 4: Acute Risk Factors (continued)

17.Did the patienthaveatattooplacement?
[Oyes [OJNo []Unknown

Whereperformed | |

Date: | |

18. Wasthe patienteveremployedasa healthcarevorkerwith directcontactwith humanblood®
[OJYes [No [ Unknown

Frequencycontactingblood: | |

19. Wasthe patienteveremployedasa public safetyworker (fire fighter, law enforcementcorrectionabfficer) havingdirectcontactwith
humanblood?

[OYes [No [ Unknown

Frequencycontactingblood: | |

20. Wasthe patientevera contactof a persorwith confirmedor suspecte@cuteor chronichepatitisB infection”

[OYes [No [ Unknown

Name: Relationship: Phone: Date:

Section 5: Lifetime Risk Factors

1. Wasthe patientevertreatedfor a sexuallytransmitteddisease?
[OYes [No [ Unknown

LastTreatmenDate: |:|

2. Wasthepatienteverincarceratedor longerthan6 monthsduration?
[OYes [INo []Unknown

Lengthof Incarceratior | |

Date: | |

Section 6: Vaccine Information

1. Did the patienteverreceivehepatitisB vaccine?
[JYes [No [ Unknown

Date: VaccineType: Manufacturer: Lot Number: Physician/Institution:

2. Wasthe patienttestedfor hepatitisB antibody(anti-HBs)within 1-2 monthsafterlastdose?
[OJYes [No [ Unknown

THISFORM CONTAINS CONFIDENTIAL INFORMATION PER 410 1AC 1-2.3
“This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosureis voluntary and you will not be penalized for refusal.”
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Section 7: Comments

Interviewee |--Se|ect--

Specify:

Interviewee'sName

Submittedby Agency

Investigator

City:
State:

Zip:
PhoneNumber

--SelectState-- |

I
I
I
I
StreetAddress: | |
I
I
I
I
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