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	Alberta Health & Wellness

West Nile Virus 
Enhanced Surveillance Report Form 
	NDR #      
AHW Case Count 

	Please PRINT OFF completed forms and FAX to Communicable Disease Control at 780-644-7092

	SECTION 1: CASE INFORMATION

	Last Name:      
	First Name: 

	PHN:      
	Birth Date (yyyy/mm/dd):      
	Age at diagnosis: 

	Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Unknown 

	SECTION 2: PREGNANCY INFORMATION/BREASTFEEDING 

	In the (3) weeks prior to date of symptom(s) onset, was case pregnant?
	 FORMCHECKBOX 
 Yes 

Due Date:      
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Has the prenatal medical provider been notified?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	In the (3) weeks prior to date of symptom(s) onset, was case breastfeeding?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown


	SECTION 3: TRAVEL HISTORY

	Did the case travel more than 100 km distance (1 hour drive on highway roads) from his/her residence in the three (3) weeks before onset of symptoms?  
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	If Yes, please provide travel dates and location:

	1. Town/City:      
	Prov/Terr/State/:      
	Departure Date:       
	Return Date:      

	2. Town/City:      
	Prov/Terr/State/:      
	Departure Date:       
	Return Date:      

	3. Town/City:      
	Prov/Terr/State/:      
	Departure Date:       
	Return Date:      

	For AHW use only: Is case related to travel to WNv endemic area?  
	 FORMCHECKBOX 
 Yes  
Travel location:       
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown


	SECTION 4: BLOOD/PLASMA/ORGAN(S)/TISSUE DONORS and RECIPIENTS

	Blood, plasma or blood components 
	DONATED in past 8 weeks?
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	
	RECEIVED in past 8 weeks?
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Organs or tissues
	DONATED in past 8 weeks?
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	
	RECEIVED in past 8 weeks?
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	For any ‘Yes’ response in Section 4: has the Alberta Public Health Notification to Canadian Blood Services form been completed and sent?  
	 FORMCHECKBOX 
Yes  
	 FORMCHECKBOX 
No  
	 FORMCHECKBOX 
 Unknown

	SECTION 5: CLINICAL INFORMATION

	Onset Date:      

	Fever (≥ 38°C or ≥ 100°F)
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Headache
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Muscle pain
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Joint pain
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Confusion or unusual forgetfulness
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Blurred vision or deterioration in eyesight
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Weakness
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Stiff neck
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Rash
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Enlarged glands
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	GI symptoms (e.g., nausea, vomiting, diarrhea etc.)
	 FORMCHECKBOX 
 Yes  
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Other signs/symptoms (Please specify):      



	West Nile virus-related Neurological Syndrome

This section to be completed by a physician or MOH/designate in consultation with client’s physician only if the patient/client is classified as having Neurological Syndrome
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Viral meningitis
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Viral encephalitis
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Acute Flaccid Paralysis 
(please specify):
	Poliomyelitis-like Syndrome
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	
	Guillain-Barré-like Syndrome (GBS)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	
	Other, please specify:       
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Movement disorders (e.g., tremors, myoclonus)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Parkinsonism (e.g., cogwheel rigidity, bradykinesia, postural  instability)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Rhabdomyolysis
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Peripheral neuropathy
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Polyradiculopathy
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Optic neuritis
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Ocular Motor Disorder
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Acute Demyelinating Encephalomyelitis (ADEM)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Facial muscle weakness
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Other, please specify:       


	SECTION 6: ADMINISTRATIVE INFORMATION

	Date Report to AHW (yyyy/mm/dd):      

	Reported by:      
	Zone/Region reporting:  FORMDROPDOWN 


	Telephone number:    -   -     ext      

	COMMENTS:       
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