
WRHA Generic Enteric Illness Questionnaire

This questionnaire has been developed as a tool to guide enteric case investigations for pathogens without a specific questionnaire assigned to them.
· It is intended to help to identify possible sources of exposure and detect outbreaks in a timely fashion.

· This questionnaire is to be used in addition to the regular communicable disease investigation that is documented in iPHIS.

· The PHN is to complete the questionnaire with the client, ideally in a face to face interview.

WHEN COMPLETED PLEASE FAX QUESTIONNAIRE TO THE CD UNIT AT 204-940-2690
	DEMOGRAPHIC  INFORMATION

	Name: 
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	DOB:
	     

 FORMTEXT 
     
	Sex:   Female  FORMCHECKBOX 
    Male  FORMCHECKBOX 


	PHIN # (9 Digit Manitoba Health #):     
	Present Address:
	     

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

	Occupation: Place/type of work or volunteer work:(Note: any high risk situations / contact with food handling; health care or day care providers / contact your C.D. coordinator.)
	     

	Where were you born? 
	 FORMCHECKBOX 
Canada  FORMCHECKBOX 
Unknown  FORMCHECKBOX 
Other:       

	What year did you come to Canada? :       


	ILLNESS  INFORMATION

	Lab report date:      
	Specimen date: 
	     

	Organism / serotype:      

	Specimen type:      

	Illness Onset: 
	                                  (d/m/yr)
	Time: 

     

	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 

	

	Body aches:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	

	Other Symptoms:
	     

	Medical Attention Received?: 
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Date: 

                    (d/m/yr)

	Where medical care sought: ( Note physician’s office, Quick Care, Walk-In etc ) 

	Hospitalization? : 
	YES  FORMCHECKBOX 

NO   FORMCHECKBOX 

	Admission date:                   (d/m/yr)                             

Discharge date:                    (d/m/yr)
ER visit only:                                  (d/m/yr)     


	Name of Physician:
	     

	Physician Phone:
	     

	Stool Specimens Submitted?:
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	Date: 

                       (d/m/yr)

	Medical diagnosis reported?: 
	     

	Antibiotic use?
	     


	RECENT EXPOSURE INFORMATION 
(Refer to Manitoba Health protocols to determine incubation period of the organism which determines the exposure period) 

	Drinking water source: 
	     

	Recreational water: 

(lakes, rivers, streams, ponds, cottage country, pools, hot tubs, spray parks, wading pools)
	Details: (dates, location) 
     


	Details: 
(Mode of travel i.e. camping, hiking,  backpacking, city, rural areas ) 
	     

	Recent Travel : 

· Rural Manitoba 
	YES  FORMCHECKBOX 
    
	NO  FORMCHECKBOX 

	Destination(s) 
     

	Departure date: 

                              
Return date:  
                             

	· Outside of Manitoba 
	YES  FORMCHECKBOX 
    
	NO  FORMCHECKBOX 

	Destination(s)

	Departure date: 

     
Return date: 
     

	· Outside of Canada 
	YES  FORMCHECKBOX 
    
	NO  FORMCHECKBOX 

	Destination(s)

	Departure date: 

     
Return date: 
     

	Any food items brought back?

	YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 

If yes please list items: 

     

	Contact with friends or family who have travelled: YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 
Dates & destination(s) of contact’s travel: (d/m/yr)        
Destination:      
If yes to above question describe the travel type: (backpacking, all-inclusive resorts etc. )
     


	Animal Contact:

(farms, zoos, pet stores, friends’ pets, wildlife, agricultural fairs, aquariums) 
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	

	Details:

(Dates, location type of animal) 
	     

	Contact with pet food or raw food diets

	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	Don’t Know   FORMCHECKBOX 

	

	Details:
	     



	FOOD HISTORY  
(Note: review  food history for the duration of the incubation period depending on the organism,  add additional days as necessary)


	1 day prior to symptom onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	2 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	3 days prior to Illness Onset:
	                   (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	4 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	5 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	6 Days prior to Illness Onset:                           (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	7 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	8 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	9 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     

	10 Days prior to Illness Onset: 
	                      (d/m/yr)

	Meal
	Time
	Food and Drinks Consumed
	Location

	Breakfast:
	     
	     
	     

	Lunch:
	     
	     
	     

	Supper:
	     
	     
	     

	Other:
	     
	     
	     


	Common Event/Gathering: (Parties, pot lucks, showers, weddings, socials, community events)
     
	Details: (Name of event, location, date of exposure, foods eaten) 
     

	Restaurants:(Take out, cafeteria, bakery, deli, food carts / trucks,  kiosk)  
                        
	Details: (Name of food service / restaurant, location, date of exposure, foods eaten) 
     

	Groceries consumed during the incubation period: (Grocery stores as well as ethic / specialty food stores, market gardens)  
     

	Details: (Name, location, date of visit, items purchased) 
     

	Have you consumed the following: 

Unpasteurized milk?

	YES FORMCHECKBOX 
    NO  FORMCHECKBOX 

If yes where was this milk obtained?      

	History of others ill?: YES FORMCHECKBOX 
    NO  FORMCHECKBOX 
          
If yes to above question describe contact with this case (Sexual contacts, household contacts. close non-household contacts) :       


	Sexual exposures: (The client may not be aware that many enteric infections can be spread through sexual activities i.e. oral anal contact)     YES FORMCHECKBOX 
    NO  FORMCHECKBOX 

Comments:      



	Completed By:
	     

	Date: 
	                            (d/m/yr)
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