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Client name: ____________[image: image1.png]

WRHA FOODBORNE ILLNESS INVESTIGATION FORM FOR COMMON EVENT / GATHERING
Prior to client interview: 

· The client should know that investigations following an event are very time sensitive and as such it may be impossible to determine definitively or ‘prove’ what caused the illness or how it was transmitted. Never the less every reasonable effort will be made to thoroughly investigate and try to determine the cause or most likely cause of illness. To do this we will need details of food and beverages consumed both from people who were ill as well as people who were not ill. 

· Information disclosed will be confidential. 

· Please thank the client for their time and cooperation and ask if they can be contacted again if more details are needed:    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	This form was completed by: (PHI / PHN) 
	       ______________________   Ph #      _____________________                               (Please print name)                                                        

	Date: 
	      /      /       (d/m/yr)


	DEMOGRAPHIC INFORMATION

	Name: 
	     

	DOB: (d/m/yr)
	     /     /     (d/m/yr)
	Sex:
	Female  FORMCHECKBOX 
 Male  FORMCHECKBOX 


	PHIN: (9 Digit Manitoba Health #):
	     

	Address:
	     

	Phone #’s:
	                 (home)                   (work)                   (cell) 

	Occupation:
	     

	Place/type of work:
	     


	Common Event/Gathering:
	Date of common event:                   (d/m/yr)

	Details:
	     


	Was there any other event/gathering in common? 
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 


	Details: 


	     


	DID YOU EXPERIENCE ANY SYMPTOMS? Yes (     No  (     

	Illness Onset: 
	     /      /       (d/m/yr)
	Time of illness onset: 
	     

	Illness Recovery Date:
	      /      /       (d/m/yr)
	# of stools in 24hr Period
	     

	Diarrhea:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	     

	Vomiting:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	     

	Nausea:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	     

	Cramps:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	     

	Fever:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Temperature: 
	     

	Bloody Stool:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	     

	Other Symptoms:
	     


	  Medical Attention Received? :  YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   *IF yes, please indicate where: 

 FORMCHECKBOX 
  Physician’s office       ________________________________ (Name of physician / location of clinic)  

                                    Date attended:       /      /       (d/m/yr)
 FORMCHECKBOX 
  Walk – In clinic         ________________________________ (Name of physician / location of clinic)  

                                            Date attended:       /      /       (d/m/yr)
 FORMCHECKBOX 
  Visiting physician service  _____________________________ (Name of physician / location of clinic)  

                                           Date of visit of medical personal:       /      /       (d/m/yr)
 FORMCHECKBOX 
  Urgent Care              ________________________________ (Name of physician)  

                                             Date attended:       /      /       (d/m/yr)
 FORMCHECKBOX 
  Hospital E.R.             ________________________________ (Name of E.R.)  

                                             Date attended:       /      /       (d/m/yr)
 FORMCHECKBOX 
  Hospitalized (over 24hrs) _____________________________ (Name of Hospital)  

                                                          Date of admission:       (d/m/yr)         Date of discharge:       (d/m/yr)


	Medical Diagnosis reported? 
	YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   *IF yes, what: 

Reported by:                                 (i.e. physician, E.R. etc)                      

	Stool testing submitted? 
	YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 
   Date stool submitted:       (d/m/yr)    
Where / submitted ( i.e. Dr’s office, E.R. etc):      


	To your knowledge was anyone else ill that you were in contact with: 
1. Prior to this event ( 3 days prior)   YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 
 

*If yes; name ill person(s)              __________________________

                                                                              (name and contact information) 
NOTE use extra investigation forms if more than one individual is identified. 

Did the above individual attend the event? YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 

Was the above individual a household contact or in close contact with someone who        attended this event? YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 
    
Symptoms:      
                                              

	To your knowledge was anyone else ill that you were in contact with: 
2. During this event    YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 
   
 *If yes; name ill person(s)          ____________________________

                                                                              (name and contact information) 

NOTE use extra investigation forms if more than one individual is identified. 

Symptoms:      


	To your knowledge was anyone else ill that you were in contact with:
3. After this event ( within 3 days of the event) YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 
   
*If yes; name ill person(s)       __________________________

                                                                              (name and contact information) 

NOTE use extra investigation forms if more than one individual is identified. 

Did the above individual attend the event? YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 

Was the above individual a household contact or in close contact with someone who        attended this event? YES  FORMCHECKBOX 
 *  NO  FORMCHECKBOX 
   Don’t Know   FORMCHECKBOX 
    
Symptoms:      



This next section below focuses on the food and beverage items at the event.   Please let the client know that as more information about the event is gathered this list may be expanded which would necessitate contacting them for updated information at a later date.
	Menu items: 

	Appetizers: 

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:       

	Entrees: 

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	Side dishes: (salads, vegetables, perogies, cabbage rolls, etc.) 

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	Desserts: (include edible party favors, dainties, etc.) 

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	Beverages: (include what was in the beverage, ice etc.) 

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      

	
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Time ingested:      


	Can you think of any food items, snacks or beverages that were at this event that are not listed here? 

YES ( List:      


At the end of this interview: 

Please thank the client for their time and cooperation and ask if they can be contacted again if more details are needed:    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
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