* CASE ACCESSION NUMBER ADDITIONAL ACCESSION NUMBERS (comMma SEPARATED) h
Manitoba

Health, Seniors and Active Living

TICK-BORNE DISEASE REPORT FORM

FOR USE WITH ANAPLASMOSIS, BABESIOSIS, AND LYME DISEASE INFECTIONS CASE FORM
*
|. "CASE IDENTIFICATION subject > client details > personal information
1. LAST NAME 2. FIRST NAME 3.DATE OF BIRTH
YYYY - MM - DD
4. ALTERNATE LAST NAME 5. ALTERNATE FIRST NAME
6. SEX 7.GENDER IDENTITY (VOLUNTARY, SELF-REPORTED) s.IF OTHER GENDER
Orevate Q MALE (O CISGENDER (SAME AS SEX AT BIRTH) () TRANSGENDER MAN IDENTITY, SPECIFY
O ntersEx O unknowN |O TRANSGENDER WOMAN O TRANSGENDER PERSON
O DECLINED O OTHER (SPECIFY IN BOX 8)
9. REGISTRATION NUMBER (FORMER MHSC) 10. HEALTH NUMBER (PHIN) 11. ALTERNATE ID
6 DIGITS 9 DIGITS SPECIFY TYPE OF ID
12. ADDRESS AT TIME OF DIAGNOSIS = [_JADDRESS IN FIRST NATION COMMUNITY 13. CITY/TOWN/VILLAGE
14. PROVINCE/TERRITORY 15. POSTAL CODE 16. PHONE NUMBER
AHA  #HAH HitH - #HH# - HiHH
17. ETHNIC ORIGIN (VOLUNTARY, SELF-REPORTED — CHOOSE ONE ONLY)
AFRICAN EUROPEAN (INCLUDES EASTERN EUROPE) (ONORTH AMERICAN INDIGENOUS 8DECLINED
ASIAN (INCLUDES MIDDLE EAST, PHILIPPINES) LATIN, CENTRAL AND SOUTH AMERICAN (INCLUDES MEXICO) OOCEANlA (INCLUDES PACIFIC ISLANDS) NOT ASKED
CARIBBEAN (ONORTH AMERICAN (INCLUDES CANADA, USA) (O UNKNOWN
18. INDIGENOUS IDENTITY DECLARATION 19. FIRST NATIONS STATUS MHSU USE ONLY
(VOLUNTARY, SELF-REPORTED) (VOLUNTARY, SELF-REPORTED)
8 FIRST NATIONS  (QMETIS () INUIT 8 STATUS 8NON-STATUS
NOT ASKED ()DECLINED NOT ASKED () DECLINED
20. ALTERNATE LOCATION INFORMATION (IF ANY)
[I. INVESTIGATION INFORMATION
21. *INVESTIGATION DISPOSITION (OFOLLOW-UP COMPLETE O unasLE To compLETE INTERVIEW () PENDING
22. *\RESPONSIBLE ORGANIZATION OwrHA O nNrRHA OpPvi QO sHss Q ieria Qv Qcsc
25. OTHER ORGANIZATIONS INVOLVED [(Owria Onrea Cemn Csh-ss [ierna Cleniwe [desc Clono
l1l. *INFECTION INFORMATION/STAGING investigation details > disease summary > update > disease event history
A. JLYME DISEASE ‘24. CASE CLASSIFICATION OvrreconFrvMED  QProBABLE (O suspecT (NOT A CASE
25. STAGING  QEARLY LOCALIZED () EARLY DISSEMINATED (QLATE (O UNKNOWN/UNDETERMINED
26. SPECIMEN COLLECTION DATE |27. DATE OF FIRST DIAGNOSIS IF | 28. LOCATION OF FIRST DIAGNOSIS
FOR CURRENT INVESTIGATION PREVIOUSLY DIAGNOSED
YYYY - MM - DD YYYY = MM SPECIFY COUNTRY OR PROVINCE IN CANADA
B. [JANAPLASMOSIS 20. CASE CLASSIFICATION OvrasconFirMeD QProBABLE (O susPecT (O NOT A CASE
30. SPECIMEN COLLECTION DATE |31. DATE OF FIRST DIAGNOSIS IF | 32. LOCATION OF FIRST DIAGNOSIS
FOR CURRENT INVESTIGATION PREVIOUSLY DIAGNOSED
YYYY = MM - DD YYYY = MM SPECIFY COUNTRY OR PROVINCE IN CANADA
c. OBABESIOSIS 33. CASE CLASSIFICATION  OuasconFrvep QOproeasle Qsuspect O NoT A cASE
34. SPECIMEN COLLECTION DATE |35.DATE OF FIRST DIAGNOSIS IF |36 LOCATION OF FIRST DIAGNOSIS
FOR CURRENT INVESTIGATION PREVIOUSLY DIAGNOSED
YYYY - MM - DD YYYY - MM SPECIFY COUNTRY OR PROVINCE IN CANADA

NOTE: additional travel history may be requested in cases where symptoms are consistent with late disseminated Lyme disease, as exposure may be
greater than 30 days prior.
*IDENTIFIES CRITICAL DATA ELEMENT OR SECTION TO BE COMPLETED. IF THIS DATA IS MISSING, THE FORM WILL BE RETURNED
PLEASE SUBMIT THIS INVESTIGATION FORM BY SECURED FAX TO WRHA CD CONFIDENTIAL WHEN COMPLETED
UNIT 2049402690 Page 1 of 3



CASE ACCESSION NUMBER CASE NAME OR INITIALS CASE PHIN
*
Manitoba
Health, Seniors and Active Living
IV. SIGNS AND SYMPTOMS investigation > signs and symptoms
37.SYMPTOMS 38. EARLIEST SYMPTOM ONSET DATE
OasympToMATIC  (OQSYMPTOMATIC
YYYY-MM-DD
39. CHECK ALL SIGNS AND SYMPTOMS THAT APPLY IF SYMPTOMATIC
CJANEMIA O coucH [ LIVER FUNCTION TESTS ELEVATED [ STIFF NECK (NUCHAL RIGIDITY)
[JANOREXIA O FATIGUE [JLYMPH NODES ENLARGED — GENERALIZED [JSWEATS
OARTHRITIS O FEVER [IMUSCLE PAIN (vvaLGia) [JTHROMBOCYTOPENIA
CJATRIOVENTRICULAR HEART BLOCK [0 HEADACHE [ MYOCARDITIS OTICK BITE
[OBELL'S PALSY [ JOINT PAIN (ARTHRALGIA) CINAUSEA
cHILLS [J LEUKOPENIA [ PERIPHERAL NERVE PALSY
RYTHEMA MIGRANS & |40 ERYTHEMA MIGRANS 41. SPECIFY ERYTHEMA OTHER
o s OBSERVED BY MIGRANS DATE OF ONSET
HEALTH CARE PROVIDER
CLIENT YYYY-MM-DD SPECIFY SIGNS AND SYMPTOMS
V. RISK FACTOR INFORMATION subject > risk factors
ATTACHED TICK REMOVED WITHIN 30 DAYS OF SYMPTOM ONSET OCCUPATIONAL EXPOSURE
SPECIFY TYPE AND DATE
BLOOD/ /ITISSUE DONATION (WITHIN 6 MONTHS OF SYMPTOM ONSET) OUTDOOR RECREATION (1.E. GARDENING, GOLFING, HIKING, HUNTING, MOUNTAIN BIKING, ETC.)
SPECIFY TYPE, HOSPITAL/FACILITY, AND DATE(S) YYYY — MM — DD SPECIFY
BLOOD/TISSUE RECIPIENT (WITHIN 6 MONTHS OF SYMPTOM ONSET) [ _JTRAVEL OUTSIDE CANADA (WITHIN 30 DAYS OF SYMPTOM ONSET)
SPECIFY TYPE, HOSPITAL/FACILITY, AND DATE(S) YYYY — MM — DD SPECIFY COUNTRY AND DATES YYYY - MM -DD TO YYYY — MM — DD
DTRAVEL WITHIN MANITOBA (WITHIN 30 DAYS OF SYMPTOM ONSET) DTRAVEL WITHIN CANADA (OUTSIDE MANITOBA WITHIN 30 DAYS OF SYMPTOM ONSET)
SPECIFY LOCATION AND DATES YYYY - MM —-DD TO YYYY — MM — DD SPECIFY PROVINCE AND DATES YYYY - MM—DD TO YYYY — MM — DD
||:|CONTACT WITH TALL GRASS OR WOODED AREAS |:|CAMP|NG

OTHER RISK FACTOR

SPECIFY
VI. EXPOSURES (ACQUISITION EVENTS) investigation > exposure summary > acquisition event details
DTRAVEL WITHIN 30 DAYS OF SYMPTOM ONSET WITHIN OR OUTSIDE MANITOBA (COMPLETE EXPOSURE TRAVEL HISTORY BELOW)
42 *EXPOSURE START DATE 43. EXPOSURE END DATE
DTlCK BITE DURING TRAVEL
SPECIFY START DATE OF TRAVEL YYYY-MM-DD SPECIFY END DATE OF TRAVEL YYYY-MM-DD
44, EXPOSURE SETTING TYPE (OOTHER
CAMPGROUND OFARM @PARK - MUNICIPAL
OPARK — PROVINCIAL/NATIONAL OFORESTED AREA SPECIFY

45. NAME/LOCATION

SPECIFY LOCATION DESCRIPTION/PROVINCE/COUNTRY

ﬁ TRAVEL WITHIN 30 DAYS OF SYMPTOM ONSET WITHIN OR OUTSIDE MANITOBA (COMPLETE EXPOSURE TRAVEL HISTORY BELOW)

46. "FEXPOSURE START DATE 47. EXPOSURE END DATE
[ITick BITE DURING TRAVEL
SPECIFY START DATE OF TRAVEL YYYY-MM-DD SPECIFY END DATE OF TRAVEL YYYY-MM-DD
48. EXPOSURE SETTING TYPE OOTHER
CAMPGROUND OFaRM OPARK - MUNICIPAL
(O PARK — PROVINCIALINATIONAL (O FORESTED AREA SPECIFY

49. NAME/LOCATION

SPECIFY LOCATION DESCRIPTION/PROVINCE/COUNTRY

NOTE: additional travel history may be requested in cases where symptoms are consistent with late disseminated Lyme disease, as exposure may be
greater than 30 days prior.
*IDENTIFIES CRITICAL DATA ELEMENT OR SECTION TO BE COMPLETED. IF THIS DATA IS MISSING, THE FORM WILL BE RETURNED
PLEASE SUBMIT THIS INVESTIGATION FORM BY SECURED FAX TO WRHA CD
UNIT 2049402690 CONFIDENTIAL WHEN COMPLETED
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* CASE ACCESSION NUMBER

CASE NAME OR INITIALS

CASE PHIN

Manitoba

Health, Seniors and Active Living

DTRAVEL WITHIN 30 DAYS OF SYMPTOM ONSET WITHIN OR OUTSIDE MANITOBA (COMPLETE EXPOSURE TRAVEL HISTORY BELOW)

50. ‘EXPOSURE START DATE

SPECIFY START DATE OF TRAVEL YYYY-MM-DD

51. EXPOSURE END DATE

SPECIFY END DATE OF TRAVEL YYYY-MM-DD

[ITick BITE DURING TRAVEL

52. EXPOSURE SETTING TYPE

CAMPGROUND FARM
PARK — PROVINCIAL/NATIONAL

OPARK - MUNICIPAL

OFORESTED AREA

(OOTHER

SPECIFY

53. NAME/LOCATION

SPECIFY LOCATION DESCRIPTION/PROVINCE/COUNTRY

VII. TREATMENT INFORMATION

investigation > prescriptions > prescription summary

54. ANTIBIOTIC NAME

SPECIFY NAME

s5. TREATMENT START DATE

SPECIFY START DATE: YYYY-MM-DD

56. DURATION

SPECIFY NUMBER OF DAYS

57. ANTIBIOTIC NAME

SPECIFY NAME

s8. TREATMENT START DATE

SPECIFY START DATE: YYYY-MM-DD

59. DURATION

SPECIFY NUMBER OF DAYS

60. ANTIBIOTIC NAME

SPECIFY NAME

61. TREATMENT START DATE

SPECIFY START DATE: YYYY-MM-DD

62. DURATION

SPECIFY NUMBER OF DAYS

VIII. *REPORTER INFORMATION TO BE FILLED BY PRACTIONER (IF NOT RESPONSIBLE REGIONAL PUBLIC HEALTH OFFICE)

63. FORM COMPLETED BY (PRINT NAME)

65. SIGNATURE

64. FACILITY NAME/ADDRESS/PHONE#

REPORTER USE ONLY

66. FORM COMPLETION DATE

YYYY-MM-DD

67. ORGANIZATION (IF APPLICABLE)
OWRHA O NRHA O PMH O SH-SS
IERHA O FNIHB OCSC

STAMP HERE

IX. * RESPONSIBLE REGIONAL PUBLIC HEALTH AUTHORITY USE ONLY TO BE FILLED BY PUBLIC HEALTH NURSE

(BOX 68-70)
68. FORM COMPLETED BY (PRINT NAME) 69. SIGNATURE 70. FORM COMPLETION DATE
YYYY-MM-DD
71. FORM REVIEWED BY (PRINT NAME) 72.FORM REVIEWED DATE RHA USE ONLY
YYYY-MM-DD
73. INVESTIGATION STATUS 74. ORGANIZATION
O oncoing O CLOSED TO THE REGION Owrra O nNrHA QPmH O sH-ss
OerHa O ive Qcsc STAMP HERE

PLEASE SUBMIT THIS INVESTIGATION FORM BY SECURED FAX TO WRHA CD UNIT 2049402690

A USER GUIDE FOR COMPLETION OF SURVEILLANCE FORMS FOR REPORTABLE DISEASES

AND INSTRUCTIONS FOR THIS FORM ARE AVAILABLE FOR DOWNLOAD AT
http://www.gov.mb.ca/health/publichealth/surveillance/forms.html

CONFIDENTIAL WHEN COMPLETED
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http://www.gov.mb.ca/health/publichealth/cdc/protocol/mhsu_8232.pdf

	Last name: 
	First name: 
	Date of birth: 
	Alternate Last name: 
	Alternate first name: 
	Sex: Off
	Gender identity: Off
	other gender identify: 
	registration number: 
	PHIN: 
	alternate ID: 
	address at time of diagnosis: 
	address in FN community: Off
	city town village: 
	province territory: 
	postal code: 
	phone number: 
	ethnic origin: Off
	indigenous declaration: Off
	FN status: Off
	alternate location info': 
	investigation disposition: Off
	responsible organization: Off
	other orgs involved wrha: Off
	other orgs involved nrha: Off
	other orgs involved SH: Off
	other orgs involved IE: Off
	other orgs involved FNI: Off
	other orgs involved CSC: Off
	other orgs involved DND: Off
	other orgs involved pmh: Off
	Lyme Case Classification: Off
	Lyme Staging: Off
	Infection Info - Lyme: Off
	Lyme Location of first diagnosis: 
	Lyme Date of First Diagnosis: 
	Lyme Spec Collection Date: 
	Anaplasmosis Classification: Off
	Anaplasmosis Spec Collection Date: 
	Anaplasmosis Date of First Diagnosis: 
	Anaplasmosis Location of first diagnosis: 
	Babesiosis Case Classification: Off
	Babesiosis  Spec Collection Date: 
	Babesiosis  Date of First Diagnosis: 
	Babesiosis  Location of first diagnosis: 
	ADDITIONAL ACCESSION NUMBERS COMMA SEPARATED: 
	CASE ACCESSION NUMBER: 
	Symptoms 2: Off
	Earliest Symptom Onset Date: 
	Infection Info - Anaplasmosis: Off
	Anemia: Off
	Anorexia: Off
	Arthritis: Off
	Atrioventricular Heart Block: Off
	Bells Palsy: Off
	Chills: Off
	Cough: Off
	Fatigue: Off
	Fever: Off
	Headache: Off
	Joint Pain: Off
	Leukopenia: Off
	Liver Function: Off
	Lymph Nodes: Off
	Muscle Pain: Off
	Myocarditis: Off
	Nausea: Off
	Peripheral Nerve Palsy: Off
	Stiff Neck: Off
	sweats: Off
	thrombocytopenia: Off
	tick bite: Off
	Infection Info - Babesiosis: Off
	Erythema Migrans 2: Off
	Erythema Migrans Observed by: Off
	Specify Erythema Migrans date of onset: 
	Other 2: 
	Other 22: Off
	Erythema Migrans: Off
	Attached Tick removed within 30: Off
	Occupational Exposure Date: 
	Occupational Exposure: Off
	Occupational Exposure Type: 
	Outdoor Rec: Off
	Outdoor Rec Type: 
	Blood/Tissue Donation: Off
	Blood/Tissue Donation Type: 
	Blood/Tissue Donation Hosp: 
	Blood/Tissue Donation Date: 
	Blood/Tissue Recipient: Off
	Blood/Tissue Recipient Hosp: 
	Blood/Tissue Recipient Date: 
	Blood/Tissue Recipient Type: 
	Travel Outside Canada: Off
	Travel Outside Canada From: 
	Travel Outside Canada To: 
	Travel Outside Canada Country: 
	Travel Within MB: Off
	Travel within MB Location: 
	Travel Within MB From: 
	Travel within MB to: 
	Travel within Canada Location: 
	Travel Within Canada From: 
	Travel within Canada to: 
	Travel Within Canada: Off
	Contact with tall grass: Off
	Other Risk Factor 2: Off
	Other Risk Factor Spec: 
	camping 2: Off
	Exposure Setting Type: Off
	Trave within 30 days 1: Off
	Exposure Start Date: 
	Exposure End Date: 
	Tick Bite During Travel: Off
	Exposure Setting Type Other: Off
	Exposure setting type 2: 
	Name/Location: 
	Exposure Setting Type 2: Off
	CASE NAME OR INITIALS: 
	CASE PHIN: 
	Trave within 30 days 2: Off
	Exposure Start Date 2: 
	Exposure End Date 2: 
	Tick Bite During Travel 2: Off
	Exposure Setting Type Other 22: Off
	Exposure setting type 22: 
	Name/Location 2: 
	Trave within 30 days 3: Off
	Exposure Start Date 3: 
	Exposure End Date 3: 
	Tick Bite During Travel 3: Off
	Exposure Setting Type 3: Off
	Exposure Setting Type Other 33: Off
	Exposure setting type 333: 
	Name/Location 3: 
	Antiobiotic Name 1: 
	Treatment Start Date 1: 
	Duration 1: 
	Antiobiotic Name 2: 
	Treatment Start Date 2: 
	Duration 2: 
	Treatment Start Date 3: 
	Duration 3: 
	Antiobiotic Name 3: 
	form completed by: 
	cility name address phone: 
	reporter signature: 
	form completion date: 
	organization: Off
	form completed by RHA: 
	signature RHA: 
	form completion date RHA: 
	form reviewed by RHA: 
	form review date RHA: 
	investigation status: Off
	organization RHA: Off


