
County: ___________________________                                      Appendix 1H
Source Case Serial No: ______________________

Section 1-Surveillance

SARS Contact Record
Name: ____________________________________

Sex: _______________ DOB: _____________________ Race/Ethnicity: _____________________________

Pregnant: ______ Underlying Medical Conditions: ___________________________________________________________

Contact Information:

Home Address:

_____________________________________

_____________________________________

_____________________________________

Phone:   ______________________________

Cellular Phone: ________________________

Work Address:

_____________________________________

_____________________________________

_____________________________________

Phone:    ______________________________

Exposure History:

First Exposure: _______________ Last Exposure: _______________________

Frequency/Duration: ______________________________________________________

Exposure Ongoing? _______________________________________________________

Type of Exposure: ________________________________________________________

________________________________________________________________________

________________________________________________________________________

Closest Distance: ____________________________________ Exposure Timing: ____

If HCW, facility Name: _________________________________________________________

If HCW, exposure to an Aerosol Generating Procedure?  Y / N / Unk. If yes, describe: ______

_____________________________________________________________________________

Outcome:

Symptoms Present? Y / N / Unk

If Yes, Date of Onset: _________   Symptoms: ________________________ Date 

Medical Exam? _________________ If Yes, Date of Exam: ______________

MD Name: _____________________ MD Telephone No. _________________

Isolation:  Start date: __________________ End date: ___________

If Contact under Quarantine:  Start date: ________________ End date: ___________

SARS Administrative Data:

Initiating Agency: ________________________ Investigating Agency: _______________

Assigned To: ____________________________ Supervisor: ________________________

Date Notified: ______________________ Disposition: _______________ Dispo

SARS Dx. Y / N / Unk If yes, Dx. Date: __________________  HIN Serial #: _________
If HCW and/or exposed to an aerosol

generating procedure, list PPE Used:

Eye Protection: Y / N / Unk
Respiratory
   N95: Y / N / Unk
   Other mask: Y / N / Unk
Gown: Y / N / Unk
Gloves: Y / N / Unk
_______________________________

_______________________________

_______________________________

_______________________________

of Resolution: __________________

____

____

______

______

______

______

sition Date: ____________

_______________________________
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