NYS Enteric Complaint Intake Form		    Updated 10/5/18

New York State Enteric Illness Complaint Form

	Origin of Complaint

	Date of complaint*:____/____/_______
	Time complaint was received:_________ AM/PM

	County receiving complaint:_________________
	Owning county:______________


	

	Interviewee Information

	Interviewee:
	☐ Ill person
	☐ Surrogate
	☐Unknown
	
	

	If surrogate, relation to ill person:
	☐ Parent
	☐ Child
	☐ Spouse
	☐ Other

	        Surrogate name: First_______________________
	Last: ________________________________

	        Surrogate phone number: ____________________
	Surrogate occupation: __________________

	        Surrogate email: ___________________________
	Language spoken: _____________________




	Ill Person Demographics

	Ill person’s name: First*__________________________
	Last: ____________________________________________

	Date of birth: ___/___/_____
	Age:______
	Sex:____
	Email: ___________________________________________

	Primary phone: (       )                     home/cell/work
	Primary phone: (   __    )                     __home/cell/work

	Occupation:____________________________________
	Occupational setting:_______________________________

	Address:_______________________________________
	State:_______
	Zip:______________________________

	Ethnicity: ☐ Hispanic
	☐ Non-Hispanic
	☐ Unknown/did not disclose

	Race:
	☐ American Indian/Native American
	☐ Asian
	☐ Black/African American

	
	☐ Native Hawaiian/Other Pacific Islander
	☐ White
	☐ Other

	Language spoken:________________________________
	
	




	Illness Information

	Date of illness onset: __/__/_____              Duration of days:______

Did you have any of the following symptoms?
	
	

	Y
	N
	DK
	
	
	
	
	

	☐	☐	☐	Diarrhea
	Date of onset:___/___/_____
	Time of onset: ______AM/PM
	Duration (days):____

	
	
	
	
	Type of diarrhea:
	☐ Mucus
	☐ Watery
	☐ Bloody
	☐ Unknown

	☐	☐	☐	Vomiting
	Date of onset:___/___/_____
	Time of onset: ______AM/PM
	Duration (days):____

	☐	☐	☐	Abdominal pain
	
	
	
	

	☐	☐	☐	Nausea
	
	
	
	

	☐	☐	☐	Malaise
	
	
	
	

	☐	☐	☐	Numbness
	Location of numbness: _______________________________
	
	

	☐	☐	☐	Tingling
	Location of tingling: _________________________________
	
	

	☐	☐	☐	Itching
	Location of itching: __________________________________
	
	

	☐	☐	☐	Fever
	Highest temp: ________ °F/°C
	
	

	☐	☐	☐	Other symptoms
	Specify: ___________________________________________
	
	






	Clinical Information

	Y
	N
	DK
	
	
	

	☐	☐	☐	Did you visit the doctor/other healthcare provider for this illness?
	Date of visit: ____/____/____

	☐	☐	☐	Were you hospitalized because of this illness?
	

	
	
	
	       Admission date:___/___/_____
	Discharge date: __/___/_____
	

	Physician name:_____________________________
	Facility: __________________
	

	☐	☐	☐	Were clinical specimens taken?
	
	

	
	
	
	       If yes, specimen type (check all that apply):
	☐ Blood
	☐ Stool
	☐ Urine
	☐ Vomit

	☐	☐	☐	If necessary, are you willing to provide a stool sample?



	Suspect Food/Beverage Information

	Date of incident: ___/___/______
	Time of incident: ________ AM/PM

	Name of establishment: ____________________________
	

	Address of establishment: __________________________
	City:_______________ 
	State: _____
	Zip: ________

	Did you dine in or take out with this establishment?
	☐ Dine in
	☐ Take out

	If the complainant has a suspected food or beverage:
	

	    What is the suspect food/beverage of complaint? ______________________________________________________

	     Are there any leftovers?
	☐ Yes
	☐ No
	☐ Unknown
	
	

	             If yes, where are they now? __________________________________________________________________

	How many people were in the party? _______________
	How many became ill? ______________________

	Did the people in this party have any other meals/activities in common? ☐ Yes    ☐ No    ☐ Don’t know
                If yes, explain:




	Suspect Product Information

	Brand name/product identity: ______________________________________________________________________

	Product size/description: __________________________________________________________________________

	Lot #/barcode: __________________________
	

	Date of purchase: ___/___/_____
	Place of purchase: _________________________________

	Do you still have the product?    ☐ Yes    ☐ No    ☐ Don’t know

	      If yes, are you willing/able to send a picture of the product?  ☐ Yes    ☐ No    ☐ Don’t know



	Other Exposures

	During the 7 days before illness onset: Exposure window = ___/___/_____ to ___/___/_____

	Travel History
	

	Y
	N
	DK
	
	

	☐	☐	☐	Did you travel or live outside the United States during the 7 days before illness began?

	
	
	
	      If yes, location: ________________            Departure date:__/__/____      Return date: __/__/____

	☐	☐	☐	Did you travel or live outside the New York State during the 7 days before illness began?

	
	
	
	      If yes, location: ________________            Departure date:__/__/____      Return date: __/__/____

	☐	☐	☐	Did you travel or live outside the county during the 7 days before illness began?

	
	
	
	      If yes, location: ________________            Departure date:__/__/____      Return date: __/__/____




	
	Animal Contact

	During the 7 days before illness began, did you have:

	Y
	N
	DK
	                                                      If yes….
	Y
	N
	DK
	

	☐	☐	☐	Contact with domestic animals
	☐	☐	☐	Were domestic animals ill?

	☐	☐	☐	Contact with petting zoo animals
	☐	☐	☐	Were petting zoo animals ill?

	☐	☐	☐	Contact with livestock
	☐	☐	☐	Were livestock animals ill?

	☐	☐	☐	Contact with birds
	☐	☐	☐	Were birds ill?

	☐	☐	☐	Contact with reptiles
	☐	☐	☐	Were reptiles ill?



	Water Exposure
	
	

	During the 7 days before illness, what were your primary sources of drinking water?

	☐ Municipal
	☐ Bottled water
	☐ Pond/lake/river
	☐Private well
	☐ Other

	          If private well, how was it treated? ☐ Filtration    ☐ Disinfection     ☐ Not treated    ☐ Unknown

	Did you drink water from a pond, lake, stream, spring, or other recreational water in the 7 days before illness?
          ☐ Yes    ☐ No    ☐ Don’t know



	Additional Exposures

	During the 7 days before illness began, did you…

	Y
	N
	DK
	

	☐	☐	☐	Attend a mass gathering, such as a graduation, concert, amusement park, festival, fair, etc.?

	☐	☐	☐	Visit a daycare facility?

	☐	☐	☐	Have exposure to diapered kids or adults?

	☐	☐	☐	Have exposure to an ill person either at home or outside of the home?

	☐	☐	☐	Visit a nursing home?

	☐	☐	☐	Any other exposures of note? Specify: _________________________________________





	Other Contacts

	Were there other people in your party?  ☐ Yes    ☐ No    ☐ Don’t know

	     If yes, please list below:

	
	1) Name: ________________________________
	Did s/he become ill? ☐ Yes    ☐ No    ☐ Don’t know

	
	    Associated meal/location:___________________
	Phone: _____________
	Email: ________________

	
	2) Name: ________________________________
	Did s/he become ill? ☐ Yes    ☐ No    ☐ Don’t know

	
	    Associated meal/location:___________________
	Phone: _____________
	Email: ________________

	
	3) Name: ________________________________
	Did s/he become ill? ☐ Yes    ☐ No    ☐ Don’t know

	
	    Associated meal/location:___________________
	Phone: _____________
	Email: ________________

	
	4) Name: ________________________________
	Did s/he become ill? ☐ Yes    ☐ No    ☐ Don’t know

	
	    Associated meal/location:___________________
	Phone: _____________
	Email: ________________

	
	5) Name: ________________________________
	Did s/he become ill? ☐ Yes    ☐ No    ☐ Don’t know

	
	    Associated meal/location:___________________
	Phone: _____________
	Email: ________________



	
5 Day Food/Beverage History
Please try to remember what you may have eaten in the 5-day period before you started feeling sick. (If a meal was eaten out, specify where.)

	Day 1 	, 	/ 	/ 	 (Day of onset)

	Breakfast:
	Lunch:
	Dinner:
	Snacks/other:

	Day 2 	, 	/ 	/ 	 (1 day before onset)

	Breakfast:
	Lunch:
	Dinner:
	Snacks/other:

	Day 3 	, 	/ 	/ 	 (2 days before onset)

	Breakfast:
	Lunch:
	Dinner:
	Snacks/other:

	Day 4 	, 	/ 	/ 	 (3 days before onset)

	Breakfast:
	Lunch:
	Dinner:
	Snacks/other:

	Day 5 	, 	/ 	/ 	 (4 days before onset)

	Breakfast:
	Lunch:
	Dinner:
	Snacks/other:



	Administrative: Complaint Status

	Date investigation started: ____/____/_______

	Type of investigation (check all that apply):  ☐ Contact with facility  ☐ Complaint investigation

	☐ Environmental assessment   ☐Onsite investigation   ☐Closed facility   ☐ Other:________________

	Name of Investigator:__________________________________________________________________

	
*Complaint status: ☐Invalid complaint    ☐Resolved    ☐Needs investigation    ☐Open    ☐Closed

	
Date of first intervention: ____/____/______         Date complaint resolved or closed: ___/____/__________






Additional Comments:
2

