	Alberta Provincial 

Hospitalized Influenza and Severe Respiratory Illness (SRI)

Report Form 
	 FORMCHECKBOX 
 Initial Report
 FORMCHECKBOX 
 Updated Report

 FORMCHECKBOX 
 Final Report

	FAX initial Hospitalized Influenza report form to Alberta Health and Wellness CDC at 780-415-9609 within two weeks of the laboratory report date and final report within four weeks.  
SRI cases are reportable by FMP (i.e. direct voice communication) and the initial form submitted within one week.

	SECTION 1: CASE DEFINITION

	Confirmed Influenza Case:

 FORMCHECKBOX 
 Influenza A 

 FORMCHECKBOX 
 Influenza B
	Influenza A Strain Subtyped:

 FORMCHECKBOX 
 H1     FORMCHECKBOX 
 H3     FORMCHECKBOX 
 H5     FORMCHECKBOX 
 H7     FORMCHECKBOX 
 Other specify
 FORMCHECKBOX 
 A(H1N1)pdm09
	SRI Case:

 FORMCHECKBOX 




	SECTION 2: ADMINISTRATIVE INFORMATION

	Date case investigation opened:      

	Reported by: 
	Zone/Region reporting:  FORMDROPDOWN 


	Telephone number:        -       ext      
	Outbreak Associated EI#      

	SECTION 3: CASE INFORMATION

	PHN:      
	Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Unknown
	Lives Primarily on Reserve  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Last Name:      
	First Name:      
	Ethnicity:

 FORMCHECKBOX 
 First Nations                     FORMCHECKBOX 
 Inuit

 FORMCHECKBOX 
 Métis                                 FORMCHECKBOX 
 Caucasian
 FORMCHECKBOX 
 Latin American

 FORMCHECKBOX 
 Black
	 FORMCHECKBOX 
 Oriental
 FORMCHECKBOX 
 Other Asian                      FORMCHECKBOX 
 Unknown

 FORMCHECKBOX 
 Other Specify:      

	Address:      
	
	

	Municipality:      
	Postal Code:      
	
	

	Province/Country:      
	
	

	Birth Date:      
	Age at onset:      
	
	


	SECTION 4: CLINICAL INFORMATION

	Onset Date:      
Symptoms (check all that apply):

	 FORMCHECKBOX 
 altered level of consciousness
 FORMCHECKBOX 
 anorexia / decreased appetite
 FORMCHECKBOX 
 arthralgia
 FORMCHECKBOX 
 chest pain 

 FORMCHECKBOX 
 conjunctivitis 

 FORMCHECKBOX 
 cough


	 FORMCHECKBOX 
 diarrhea 

 FORMCHECKBOX 
 dizziness 

 FORMCHECKBOX 
 encephalitis   

 FORMCHECKBOX 
 fever / chills
 FORMCHECKBOX 
 headache 
 FORMCHECKBOX 
 malaise
	 FORMCHECKBOX 
 myalgia

 FORMCHECKBOX 
 nausea 

 FORMCHECKBOX 
 nose bleed
 FORMCHECKBOX 
 prostration

 FORMCHECKBOX 
 rhinorrhea or nasal congestion 
 FORMCHECKBOX 
 seizures

	 FORMCHECKBOX 
 shortness of breath 

 FORMCHECKBOX 
 sneezing 

 FORMCHECKBOX 
 sore throat 

 FORMCHECKBOX 
 sputum production 

 FORMCHECKBOX 
 vomiting

 FORMCHECKBOX 
 Other, specify:      

	Name of hospital:      
Municipality:      
Date of hospital admission:      
Admission diagnosis:      
	Transferred to another hospital:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

If yes, name of hospital:      
Municipality, Province:      

	Date of hospital discharge::      
	 FORMCHECKBOX 
 Recovered from influenza but remains in hospital due to other reasons

	Course of Illness/Severity:

	Admitted to ICU?
	 FORMCHECKBOX 
 Yes
	Number of days:      
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	On oxygen therapy during any of the hospital stays?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Ventilated during any of the hospital stays?
	 FORMCHECKBOX 
 Yes
	Number of days:      
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Diagnosed with pneumonia?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Diagnosed with Acute Respiratory Distress Syndrome(ARDS)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Fatal / Date of Death:
     
	 FORMCHECKBOX 
 Died from disease              FORMCHECKBOX 
 Influenza contributed to death (secondary cause)

 FORMCHECKBOX 
 Died from other causes


	Patient Name: 
	Last Name:      
	First Name:      

	SECTION 5: MEDICAL AND VACCINE HISTORY

	Treatment:
List prescribed medications used to treat patient prior to and/or while hospitalized:

	Antivirals:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Date of first dose of antiviral:      
	Antiviral used:  FORMDROPDOWN 


	If applicable, date second round of antivirals commenced:      
	Antiviral used:  FORMDROPDOWN 


	Prophylaxis:

	Did the patient receive any antiviral medications as prophylaxis?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Date of first dose of antiviral:      

	Did the patient receive the 2010/2011 seasonal influenza vaccine?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Did the patient receive the 2011/2012 seasonal influenza vaccine? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Date of immunization:      

	Did the patient receive the pandemic (H1N1) 2009 vaccine?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown


	Did the patient receive pneumococcal vaccine in the past?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Year of most recent dose:     

	SECTION 6: UNDERLYING CONDITIONS (check all that apply)
	 FORMCHECKBOX 
 None identified

	Co-infection:
	 FORMCHECKBOX 
 iGAS   FORMCHECKBOX 
 IPD   FORMCHECKBOX 
Other, specify:      

	Anemia or Hemoglobinopathy: 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Neurodevelopmental Condition:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Asthma:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown 
	Obesity: 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	COPD:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Weight:      
	Height:      

	Other Chronic Lung Disease:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Other Chronic Conditions:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	If yes, please specify:      
	If yes, please specify:      

	Chronic Heart Disease:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Smoker (current):
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Chronic Hepatic Disease:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Pregnancy:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Chronic Renal Disease:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	If yes, weeks of gestation:      

	Diabetes:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Pregnancy Loss:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Immune Suppressed:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown
	Post Partum (<6 weeks):
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown


	SECTION 7: EXPOSURES

	In the 7 days prior to symptom onset, did the case:

	1. Travel outside Alberta?

   If yes, please specify municipality/province/country:      
   Date of departure from municipality/province/country:      
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown



	2. Have close contact* with a person with ILI** who recently traveled outside Alberta?

   If yes, please specify municipality/province/country:      
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown



	3. Have close contact* with a confirmed case of influenza?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown

	Was the case:

	 FORMCHECKBOX 
 A student or staff at a school/educational facility?

	Facility Name:      
	Municipality, Province:      

	 FORMCHECKBOX 
 Exposed to a person who is part of a cluster of influenza?
	

	Location of cluster:  FORMCHECKBOX 
 Acute care facility  FORMCHECKBOX 
 Long-term care facility  FORMCHECKBOX 
 School-based  FORMCHECKBOX 
 Community-based

	Facility Name:      
	Municipality, Province:      

	 FORMCHECKBOX 
 A health care worker exposed to a confirmed case of influenza?

	Work location of case:  FORMCHECKBOX 
 Acute care facility  FORMCHECKBOX 
 Long-term care facility  FORMCHECKBOX 
 School-based  FORMCHECKBOX 
 Community-based

	What PPE was used?  FORMCHECKBOX 
 Surgical Mask  FORMCHECKBOX 
 n95 mask  FORMCHECKBOX 
 Face shield  FORMCHECKBOX 
 Eye protection  FORMCHECKBOX 
 None

	 FORMCHECKBOX 
 A laboratory employee working directly with emerging or re-emerging pathogens?

	 FORMCHECKBOX 
 A farm worker/professional with direct contact with live swine/poultry?
*Close contact: having cared for, lived with, or had direct contact with respiratory secretions or body fluids of another person.

**ILI: acute onset of respiratory illness with fever and cough and one or more of the following: sore throat, shortness of breath, arthralgia, myalgia, or prostration.  In children < 5 years, GI symptoms may be present.  Fever may not be prominent in the elderly or young children.

	Comments:      
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