Ohio Department of Health
Ohio Confidential Reportable Disease

Use this form to submit reportable infectious diseases to your local heaith department (Do not use this form to report Hiv/AIDS)

Disease reported

QDAS number

Patient’s last name Eirst narne Middlle narme {or initial andfor saffix) | Medical record number
Address (mumber and sireet) County
City Stare ZIp Patient expired?
, ] ves [ No (7 unknown
Home telephone Work teiephone Alternate number
Birthdate (month /day /year) Age Sex Pregnant Delivery date
/ / [ mate [0 Female Olves TINoe 1 Usknown / /
Race {check afl that apply) Ethnicity {check one)} Was patient contacted?
L1 American indian or Alaskan Native [ Asian [ African American L Unknown [ dispanic £ Unknown | D ves £ Unknown
[ Native Hawafian or Pacific islander [T white  [T] Other T Mon-Hispanic [1No

Sensitive oocupation? (Check alf that apply)

Marme of facility

l:] Food handler
E:J Child care atlendee /staff

I} Direct patient-care

1 tong-term care resicent/statf [} Not applicaile

Address of facility

Submitted by (contuct mame, fucility}

Parent, guardian, or alternate contact name Phone
Health care provider name Phone
Heaith care provider addroess
Heaith care facility name Phone
Health care facility adclress

Phone

Bate of report

/ /

Date of onset

/ /

Status

[-1 Laboratory confirmed
(1 Clinically diagnosed gist symptoms)_

Date of resuit

Laboratory name

Phong

(

Date of diagnosis

/ /

Laboratory address

Hospital actraission

/ /

Date of specimen collection

Reason tor test

Specific type of test fe.g. smear, culture, ELISA)

Haspital discharge

/ /

/ / [ Dx [ Prenatal [ Repeat pos
Specimen site ftype B i
CiBloed Isteel ICSF OUrine T Cervix O Urethra T Sputum [ Other

Date of death

/ /

Treatment (required for STD)

3 treated [ Untreated: O Will treat

O Referred to:

O Unable ta contact

O Refused treatment

Date treatment initiated

/ /

Detail drugs /dose/route

Remarks

Please submit {o!
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