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UN Medical Services: Pandemic (H1N1) 2009 Case Report Form (Hospitalized & Fatal Cases)

(Please email completed forms to flupandemic@un.org or fax to: +1-917-367-4075)

	Case Definition:

1) Persons with lab-confirmed novel influenza A (H1N1) virus infection AND

2) Have severe disease OR have been/are hospitalized with acute, febrile respiratory illness OR have died.

	Patient Information:
Patient Last Name: ________________________ First Name, Middle Name:___________________________ Nationality:________________

Date of Birth  (dd/mm/yy):  ____/____/____ Age: ___ Sex: ⁭ M  ⁭ F   If Female, is patient pregnant?   ⁭ Yes (wks pregnant)__⁭ No   ⁭ Unkn
If Patient is Child, Guardian Last Name: ________________________ Guardian First Name:_____________________

Patient Home Address: ______________________________________________________________________________________________

Patient Phone Number:______________________________________________________________________________________________

Patient Work Dept/Div/Service:_____________________ Functional Title:______________________________ Index No:______________

	Clinical Information:
Date of onset of illness (dd/mm/yy):  ____/____/____

Date diagnosed (dd/mm/yy): ____/____/____

Signs and symptoms:  (check all that apply)

⁭ Fever >37.8 C (100 F) _______T max
⁭ Sore throat

⁭ Feverish but temperature not taken
⁭ Conjunctivitis

⁭ Cough



⁭ Shortness of breath

⁭ Headache
 

              ⁭ Diarrhea

⁭ Seizures


              ⁭ Vomiting

⁭ Other, specify:
 
                            ⁭ Rhinorrhea

Was the patient hospitalized?         ⁭ Yes     ⁭ No      ⁭ Unknown

If yes,  name and address of hospital:________________________________ 

______________________________________________________________

If yes, admission date (dd/mm/yy):____/____/____ 
 discharge date (dd/mm/yy):  ____/____/____

Was the patient admitted to the intensive case unit?  ⁭ Yes   ⁭ No   ⁭ Unkn

Did the patient require mechanical ventilation?         ⁭ Yes   ⁭ No   ⁭ Unkn

Was the patient diagnosed with pneumonia? 
            ⁭ Yes   ⁭ No   ⁭ Unkn

Was the patient diagnosed with Acute Respiratory Distress Syndrome? (ARDS)                    ⁭ Yes
 ⁭ No
⁭ Unkn

Is the patient alive?  ⁭ Yes   ⁭ No, Date of death (dd/mm/yy):  ____/____/____ 
Did the patient die as a result of this illness?  ⁭ Yes  ⁭ No ⁭ Unknown
If yes, cause of death (specify):____________________________________ 

Exposure:

Recent travel?           ⁭ Yes   ⁭ No   ⁭ Unknown
Recent ill contacts:   ⁭ Yes   ⁭ No   ⁭ Unknown
Health care worker? ⁭ Yes   ⁭ No   ⁭ Unknown
	Medical History:

Does the case-patient have any of the following?

Asthma                                   ⁭ Yes   ⁭ No   ⁭ Unknown
Other chronic lung disease
    ⁭ Yes   ⁭ No   ⁭ Unknown 

Chronic heart or circulatory disease
 ⁭ Yes ⁭ No ⁭ Unknown 
Metabolic disease (incl diabetes mellitus) ⁭ Yes  ⁭ No ⁭ Unkn
Kidney or Liver disease
     ⁭ Yes   ⁭ No   ⁭ Unknown 

Cancer in the last 12 months   ⁭ Yes   ⁭ No   ⁭ Unknown

Immunosuppressive condition (HIV infection, chronic corticosteroid  therapy, or organ transplant recipient) 


                    ⁭ Yes   ⁭ No   ⁭ Unknown

Other chronic diseases
      ⁭ Yes   ⁭ No   ⁭ Unknown 

If Yes, please specify: ______________________________
________________________________________________
Influenza Tests:

Rapid test done:  ⁭ Yes   ⁭ No   ⁭ Unknown

If yes: ⁭ Pos   ⁭ Neg   
Was influenza diagnosed by other methods? If yes, please specify:__________________________________________
Influenza PCR results:

                     ⁭ Unsubtypeable        ⁭ Pandemic (H1N1)

Laboratory Name:__________________________________

Other microbiology results:___________________________
Treatment:

Antivirals: ⁭ Yes   ⁭ No   ⁭ Unknown 

Date of first dose (dd/mm/yy):  ____/____/____ 
Type of antiviral used_______________________________

	Any other relevant information:



	Reporter Information:

Duty Station: _______________________Location: _________________________ Date reported to UNMS (dd/mm/yr):  ____/____/____  
Name of Person Reporting: Last Name: ___________________ First Name: ___________________Phone Number :___________________ 
Fax Number :__________________________________ E-Mail: _____________________________________________________________
Name of Treating Clinician (if different from Reporter)_________________________ Phone:_______________ Email: ________________


	Please forward to UNMS any available medical records (e.g. history and physical examination, microbiology, discharge summary, autopsy report) on the case.
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