Date:________________	 IDEpi Zika Virus Disease Supplemental Form


Patient:    Last Name                                                                                         First Name                                                           .
	Gender:



	Race:



Date of Birth:         /          /                (if not available, age                 years)
Onset Date:           /          /             |_| Hospitalized  |_| Died            
Street Address: ________________________________________________________________________                                                                                                                                                  
City: _________________________________________________ ___   Zip Code_______________________________
Parish:_________________________________________ __________  Phone _________________________________
Ordering Physician: _________________________________________ Phone _________________________________

	Specimen	
	Date Collected
	Serology
	PCR

	|_| Serum
	
	|_| Yes |_| No
	|_| Yes |_| No 

	|_| Urine
	
	N/A
	|_| Yes |_| No 

	|_| Amniotic Fluid
	
	N/A
	|_| Yes |_| No



	 If Pregnant

	Gestational Weeks:

	Ultrasound:
	

	If yes, date:

	If yes, abnormal results?
	




	Measured Fever by patient or provider (>38C or 100F)?
	

	Subjective Fever by patient (felt warm or chills) or measured low grade fever
	

	Rash
	
	Conjunctivitis
	

	Myalgia
	
	Arthralgia
	

	Headaches
	
	Other signs/symptoms: 
	



	History of Previous Infection

	Dengue
	
	If yes, year of infection:

	Chikungunya (CHIK)
	
	If yes, year of infection:

	West Nile Virus
	
	If yes, year of infection:



	History of Vaccinations

	Yellow Fever
	
	If yes, year of vaccination:

	Japanese Encephalitis
	
	If yes, year of vaccination:

	Tickborne Encephalitis
	
	If yes, year of vaccination:


Travel History continued on page 2


	Travel History

	Country:
	Travel To Date:
	Travel From Date:

	


	
	

	Travel reason:
	

	Travel with anyone:
	

	If travel with partner, date of last unprotected sex (if pregnant):
	



[bookmark: _GoBack]Please fax this form to (504) 568-8290 before submitting to the lab. If there are any additional questions, please contact Julius Tonzel at (504) 568-8296 or 1-800-256-2748.
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