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Caring for Health A I'écoute de notre santé




PERTUSSIS CASE MANAGEMENT

	PERSON REPORTING

	Date of report:     
/     
/       

                      YYYY
     MM          DD

Name of PHN reporting:     



Phone number:      
              ________



	DEMOGRAPHIC INFORMATION

	Personal Health #:     

Patient name:
 __     ___________________     __________________

First name
Last name Date of birth:      
/     
/     

Sex:
 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

YYYY
MM
DD

Street address:      

City:      
_    Province:       

Postal code:      
Phone numbers (home/office/cell):      


	Physician Name:      
           
Physician Address:      


Physician Phone Number (include area code):      

	PHN discussed with Physician:  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, date discussed: 

 (YYYY / MM / DD)
     /     /     

	CLINICAL AND LABORATORY INFORMATION

	Onset of symptoms (Catarrhal stage): (YYYY / MM / DD)
     /     /     
	PERIOD OF COMMUNICABILITY:
From:
     
/     
/       
 YYYY

MM

DD

To:
     
/ 
     
/       
 YYYY

MM

DD
	Type of symptoms (check all that app
 FORMCHECKBOX 
 Cough lasting ≥ 2 weeks 

 FORMCHECKBOX 
Paroxysmal cough
  FORMCHECKBOX 
 Cough ending  with inspiratory whoop
  FORMCHECKBOX 
Cough ending in vomiting or gagging, or     associated with apnea
  FORMCHECKBOX 
 Fever          FORMCHECKBOX 
  Coryza

	Onset of paroxysmal cough: (YYYY / MM / DD)
     /     /     
	
	

	Seen by physician?
  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Is case:

 FORMCHECKBOX 
Confirmed 
 FORMCHECKBOX 
Probable
	If case is confirmed, is it lab confirmed?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Culture date:
     
/     
/
     
PCR date        /       /      
                      YYYY
    MM

DD                             YYYY
MM
      DD

Is case epidemiologically linked to another case?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, name of other case:        
,       

Surname
First name

If yes, date of last contact:      
/      
/       

YYYY
MM
DD

	Treated with antibiotics?

 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No
If yes, name of antibiotic:

      
X      
days If yes, date started:
 
     /
     /       
 YYYY

MM

DD
	


	CONTACTS

	High Risk contacts include:

	· infants < 1year of age (regardless of immunization status)

	· pregnant women in the 3rd trimester

	· all household contacts IF there is an infant < 1 year of age or a pregnant woman in the 3rd trimester in the household

	· all those in a family daycare IF there is an infant < 1 year of age or a pregnant woman in the 3rd trimester in the daycare

	Does case have any high risk contacts:
	

	Less than one year old
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	

	Pregnant and in their 3rd trimester
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	

	Household contacts/home daycare if there is an infant < 1 year of age or a pregnant woman in the 3rd trimester in the household?
  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	If yes to any of the above, list on Contact Management Form and complete appropriate follow-up.
	

	NOTES

	      



Pertussis Contact Form
	Name of Index Case:      

	
	Contact
	Contact
	Contact
	Contact

	Name:
	     
	     
	     
	     

	PHIN:
	     -     -     
	     -     -     
	     -     -     
	     -     -     

	DOB:


	     /     /     
	     /     /     
	     /     /     
	     /     /     

	Gender:
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	Parent Name:

(If < 18 years)
	     
	     
	     
	     

	Phone #: 
	     -     -     
	     -     -     
	     -     -     
	     -     -     

	Doctor Name and Phone #: 


	     
     -     -     
	     
     -     -     
	     
     -     -     
	     
     -     -     

	Is the contact High Risk?*
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Reason: 

     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Reason: 

     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Reason: 

     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Reason: 

     

	Dates of contact with case:
	     /     /       to
     /     /     
	     /     /       to

     /     /     
	     /     /       to

     /     /     
	     /     /       to

     /     /     

	Occupation:


	     
	     
	     
	     

	Signs and Symptoms:


	     
	     
	     
	     

	Swab Done?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     

	Prophylaxis Recommended?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No



	Antibiotic Started?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
Name of Antibiotic:

     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
Name of Antibiotic:

     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
Name of Antibiotic:

     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, Date: 

     /     /     
Name of Antibiotic:

     

	Immunization Status
	     
	     
	     
	     


*See page 2 for High Risk Contact definition
1





2
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Please ensure all documentation is completed in iPHIS before sending to CD Unit; 

Fax to CD Unit when complete 204-940-2690

June 2017 Adapted from the BC Centre for Disease Control

