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Manitoba Health, Healthy Living and Seniors  

West Nile Virus Human Case Investigation Form 

This form is to be completed within FIVE business days after receipt of a positive lab result for all WNV cases (Asymptomatic, 
Non Neurological, and Neurological)  

Reporting Process:  Please forward this information by fax to (204) 940-2690 
PLEASE NOTE WHETHER THIS IS AN: □□ IInniittiiaall  rreeppoorrtt  □□  UUppddaattee  ttoo  pprreevviioouuss  rreeppoorrtt

PATIENT INFORMATION 
Given Name ____________________________________________________  PHIN (9 digits)  _________________________________________ 
Surname _______________________________________________________  MH Number (6 digits)  ____________________________________ 

Birth Date _________________________________________ (YYYY/MM/DD) Country of Birth:    □□   Canada  □□ Other (specify):

Sex:       □□   M □□ F □□ Unknown __________________________________________________________________________________________________________ 

Status First Nations    □□  Yes  □□ No □□ Unknown  _  Year of arrival in Canada ___________________ 

Occupation______________________________________________________  

Has the patient been advised that general (non-identifiable) information regarding their case may be reported in a public announcement? □□  Yes  □□  No 

PLACE OF RESIDENCE (Civic Address) 
Street Address___________________________________________________________   City/Town       ___________________________________ 

Province          ___________________________________________________________    Postal Code   ___________________________________ 

Municipality or First Nations Reserve   

_____________________________________________________________________________________________ 

CLINICAL INFORMATION 
Chronic health conditions?  

______________________________________________________________________________________________________ 

Currently pregnant  □□  Yes     □□    No    □□    Unknown

Currently breastfeeding     □□    Yes     □□    No    □□    Unknown 

If pregnant or breast feeding advise regional Medical Officer of Health ASAP 

IMMUNIZATIONS (Used to interpret lab results: potential for cross reactivity)

Has individual ever been vaccinated against:  Japanese Encephalitis  □□ Yes      □□ No     □□ Unknown

Yellow Fever       □□ Yes      □□ No     □□ Unknown

Other arboviruses □□ Yes      □□ No     □□ Unknown

WNV EPISODE 
Physician name ___________________________________________ 

Physician telephone:   (_______) - ________ - __________________ 

Symptom onset date ___________________________ (YYYY/MM/DD) 

Was lumbar puncture performed?     □□ Yes      □□ No     □□ Unknown

If yes, was CSF suggestive of neurologic disease? □□ Yes     □□  No     □□  Unknown 

Previously diagnosed with West Nile Virus?    □□  Yes     □□  No     □□  Unknown 

If yes, date of previous diagnosis ___________________________ (YYYY/MM/DD) 

Did individual receive/donate blood/plasma/cells/tissues/organs in the 12 weeks prior to symptom onset? 

□□ No   □□  Donated   □□  Received   □□  Donated and Received     □□    Unknown

Date of donation/receipt  ___________________________ (YYYY/MM/DD) 

If donated or received, has Canadian Blood Services, Hema-Quebec, or the appropriate organization been notified?  □□  Yes     □□  No     □□  Unknown 

Date of notification ___________________________ (YYYY/MM/DD) 

If donated, was there a history of fever and/or headache in the week prior to donation?      □□  Yes    □□  No    □□  Unknown
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SYMPTOMS (CHECK ALL THAT APPLY) 

□□ Fever □□ Respiratory failure □□ Joint pain

□□ Headache □□ Enlarged lymph nodes □□ Stiff neck

□□ Rash □□ Muscle pain □□ Change in level of consciousness

□□ Respiratory symptoms □□ Muscle weakness □□ GI Symptoms

Other ____________________________________________________________________________________________________ 

NEUROLOGICAL MANIFESTATIONS (CHECK ALL THAT APPLY) 
□□ Encephalitis □□ Acute demyelintating syndrome □□ Peripheral neuropathies

□□ Encephalomylitis □□ Movement disorders □□ Polyradiculopathy

□□ Poliomyelitis syndrome/Flaccid Paralysis □□ Parkinsonism (or like) conditions □□ Optic neuritis

□□ Guilain-Barre syndrome □□ Sensory deficits □□ Stupor/convulsions

Other _____________________________________________________________________________________________________ 

CURRENT STATUS 

□□ Asymptomatic □□ Home, full recovery □□ Hospital, stable □□ Unknown

□□ Deceased □□ Home, other □□ Hospital, other □□ Unsure
Was individual seen in the emergency room only?  □□ Yes   □□ No   □□ Unknown        Was individual ever hospitalized?   □□ Yes   □□ No   □□ Unknown  
If yes, which hospital ________________________________________________________ 

Date of death if individual is deceased ______________________________ (YYYY/MM/DD) 

MODE OF TRANSMISSION 
Most likely mode of transmission:  □□    Mosquito bite □□ Other

If other, specify type of transmission and activity involved 

____________________________________________________________________________ 

Does individual ever use personal insect repellant when outside/outdoors?        □□    Always   □□ Most of the time □□ Sometimes □□ Never

TRAVEL AND RESIDENCE HISTORY 
In the past 12 months have you lived or traveled outside Canada?     □□  Yes  □□ No □□ Unknown

Country (include state, if travel was in the USA) Travel dates 

MOST LIKELY LOCATION OF EXPOSURE 
Other than place of residence, are there additional likely locations of exposure to mosquitoes within the 15 days prior to the onset of symptoms, such as 
locations where you spent a lot of time outdoors especially between dusk and dawn?   

Take into account all outdoor activities, amount of time spent doing these activities between dusk and dawn, and location where you spent the majority 
of the 15 days prior to the onset of symptoms. (ATTACH ADDITIONAL PAGES IF NECESSARY) 

Exposure location 1 Exposure location 2 Exposure loccation 3 

Street address 

City/Town 

Prov/Territory 

Country 

Dates of travel/activity 
Activities: 
Types/ duration/Time of day 
Presence of mosquitos noted? 
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TO BE COMPLETED BY REGIONAL MEDICAL OFFICER OF HEALTH: 

Case Classification (CHECK ONE) 

Please consult the online WNV Public Health Investigation Protocol for an explanation of these categories. 

□□ West Nile Virus Asymptomatic Infection

□□ West Nile Virus Non-Neurological Syndrome

□□ West Nile Virus Neurological Syndromes

□□ Unknown   Comments: __________________________________________________________________________________ 

Is this a CBS identified case?  □□ Yes     □□  No

If yes, date of donation:  ___________________________  (YYYY/MM/DD) 

Most likely exposure 
Based on all exposure information, please indicate a final determination as to one most likely location of exposure.   
Most likely exposure would be where the individual spent the most days outdoors between dusk and dawn within the 15 day incubation 
period. (CHECK ONE) 
□□ Place of Residence □□ Exposure location 1 □□ Exposure location 2 □□ Exposure location 3 □□ Unknown

Did exposure most likely occur outside Manitoba?  □□ Yes     □□  No

Reviewed by __________________________________________________________________ 
(Print name) 

Signature      __________________________________________________________________ 

Date        ______________________________ (YYYY/MM/DD) 

REPORTING INFORMATION

Initial Investigation Date                      ___________________________ (YYYY/MM/DD) 

Investigation Form Submission Date  ___________________________ (YYYY/MM/DD) 

Form completed by (please print)       

______________________________________________________________________________________________  

Position 

_____________________________________________________________________________________________________________________ 

Organization/Health Unit/Regional Health Authority 

___________________________________________________________________________________ 

Telephone:   (_______) - ________ - _______________
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