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Name (last, first) ________________________________________________________ 

Street address ___________________________________________________________ 

City _____________________________________  State ______  Zip _______________ 

Mailing address __________________________________________________________ 

Phone ____________________________  Alt. Phone ____________________________ 

Occupation: ______________________________ 

Birthdate ____ / ____ / ____  or age ______   Sex:   Male   Female  Unknown/Other 

Ethnicity:  Hispanic   Non-Hispanic   Unknown 
 
Race:  White  African American  Native Hawaiian/Pac Islander   
  Asian  Amer Indian / AK Native  Other ___________________ 
 
Pregnant:   Yes     No      Unknown                   

PATIENT INFORMATION 

Initial report date: __________________ 

Reporter: __________________________ 

Reporter org.: ______________________ 

Reporter phone: ____________________ 

Provider name _____________________ 

Provider org.: ______________________ 

Provider phone: ____________________ 

MEDSIS Case No: __________________ 

County:  __________________________ 

 Confirmed  Probable 
 Ruled Out  Lost to follow up 

REPORT SOURCE 

Send or Fax to: 
ADHS Infectious Disease Epidemiology  
150 North 18th Ave, Suite 140  
Phoenix, Arizona 85007-3237  
(602) 364-3199 Fax  

 

Outbreak Name: 

Part of National Outbreak?   Yes    

Epi-linked to confirmed case?  Yes  MEDSISID____________ 

BOTULISM  (FOODBORNE AND WOUND) 
(This is an immediately notifiable disease) 

CLINICAL INFORMATION  

Present Illness 

Onset Date: ____/____/____         Onset Time: _____________ 

Type of botulism suspected:      Foodborne     Wound     Other: ______________       

Hospitalized?     Yes     No      Unknown                   

 Hospital: _______________________________________ 

    Date of Admission: ____/____/____                                    Date of Discharge: ____/____/____ 

 Admitted to ICU?     Yes     No      Unknown                   Date Admitted: ____/____/____ 

 Was patient on a ventilator?    Yes     No      Unknown     

 Attending or consulting physician:__________________________________    Phone: ________________________ 

Outcome of case:  Recovered/Survived     Died     Unknown        If died, date of death: ____/____/____ 

Vital signs upon presentation: 

 Temperature (F): _________  Heart rate: ____________ 

 Blood pressure: ____/____   Respiratory rate: __________ 

Do you know anyone else ill with similar symptoms?     Yes     No      Unknown    (If YES, then list all ill contacts in the contacts 
section) 
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CLINICAL INFORMATION CONTINUED 

Symptom History 
 

Abdominal pain? 

Nausea? 

Vomiting? 

Diarrhea? 

Blurred vision? 

Diplopia (double vision)? 

Dizziness? 

Slurred speech? 

“Thick tongue”? 

Change in sound of voice? 

Hoarseness? 

Dry mouth? 

Difficulty swallowing? 

Shortness of breath? 

Fatigue? 

Paresthesia? (numbness) 

 

Altered mental state? 

Extraocular palsy? 

Ptosis (droopy eyelid)? 

Facial paralysis? 

Impaired gag reflex? 

Respiratory difficulty 

Other__________________ 

 

 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Site: _____________________________________________________ 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

Onset Date: ____/____/____     Onset time: __________   AM    PM 

 Adult Botulism Name (Last, First):_____________________________________________ 

YES      NO      UNKNOWN 

                            

                            

                            

                            

                            

                            

                            

                             

                            

                            

                            

                            

                            

                              

                            

                            

 

                            

                            

                            

                            

                            

                            

                            

Physical Exam Findings 
Pupils:    Dilated?    Yes       No       Unknown   Constricted?   Yes      No     Unknown 

 Fixed?    Yes      No      Unknown   Reactive?    Yes       No       Unknown 

Abnormal deep tendon reflexes?     Yes           No           Unknown 

        If Yes, where?        Biceps/triceps          Brachial     Patellar          Ankle         

Weakness or paralysis?     Yes          No          Unknown           If Yes, then:     Date ____/____/____; Time ____:____ 

 Upper extremities?      Yes        No         Unknown Bilateral?   Yes        No         Unknown 

                             Is weakness or paralysis:   Upper distal       Upper proximal 

               Lower extremities?        Yes        No         Unknown Bilateral?   Yes        No         Unknown 

                             Is weakness or paralysis:   Lower distal       Lower proximal 

               Describe the progression of the weakness:      Ascending        Descending        Unknown  

Sensory deficits?    Yes           No           Unknown    Describe: _____________________________________________________ 

 Exam date: ____/____/____        Exam time:___________  AM        PM       
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DIAGNOSTIC TESTS 

A) Was a lumbar puncture (spinal tap) done?    (Should be normal in botulism, myasthenia gravis; protein may be elevated in Guillain-
Barre)         Yes           No           Unknown 

Date performed: ____/____/____ 

WBC (/μl): ____________     RBC(/μl): ____________       Protein (mg/dl): ___________    Glucose (mg/dl): ___________ 

B) Was a tensilon test (edrophonium chloride) done? (Negative in botulism and Guillain-Barre, positive in myasthenia gravis. After ad-
ministration of Tensilon the patient’s eye signs (ptosis & extraocular abnormalities) markedly decrease)   Yes    No     Unknown 

               Date performed: ____/____/____ 

               Result:      Positive           Negative           Equivocal 

C) Was electromyography (EMG) done? (Botulism: action potential diminished after a single supramaximal stimulus, facilitation with 
repetitive stimuli at 20-50/sec; Myasthenia Gravis: similar to botulism. In Guillain-Barre: slowed nerve conduction, whereas there is nor-
mal conduction in botulism)      Yes           No           Unknown 

               Date performed: ____/____/____   Nerve Stimulated: ______________  Stimulated Frequency: ______________ 

 Amplitude:    Increase       Decrease          Facilitation:   Yes           No          

D) Was rapid repetitive stimulation conducted?    Yes           No           Unknown 

               Hertz: _______________  Results: ______________________________________________________________________ 

E) Was computed tomography (CT) done?    Yes           No           Unknown 

              Date Performed: ____/____/____  Findings: ________________________________________________________________ 

F) Was magnetic resonance imaging (MRI) done?   Yes           No           Unknown 

              Date performed: ____/____/____  Findings: _________________________________________________________________ 

 Adult Botulism Name (Last, First):_____________________________________________ 

LABORATORY INFORMATION 
Is physician requesting antitoxin?     Yes           No           Unknown    If yes, then: 

 Has CDC been contacted?     Yes           No           Unknown 

 CDC contact: _________________________________    Phone: _________________________ 

Was antitoxin given?     Yes           No           Unknown     If yes, route?    I.V.     I.M.   Both       Unknown 

 Date antitoxin arrived: ____/____/____ Date antitoxin administered: ____/____/____   Time: ____:____ 

 Amount: ______________ 

 

Serum for toxin   Collection Date: ____/____/____        Positive       Negative       Not done 

Stool for toxin   Collection Date: ____/____/____        Positive       Negative       Not done  

Stool  culture  Collection Date: ____/____/____        Positive       Negative       Not done 

Wound aspirate ________ Collection Date: ____/____/____        Positive       Negative       Not done 

Food _______________ Collection Date: ____/____/____        Positive       Negative       Not done 

Other_______________ Collection Date: ____/____/____        Positive       Negative       Not done 

Toxin Type:     A          B        E           Other: _____  

Physician’s differential diagnosis: 

1)        2) 

3)       4) 



 

 4  Adult Botulism Name (Last, First):_____________________________________________ 

EXPOSURE HISTORY 
(Exposure Period is within 7 days of illness onset) 

A) Home-canned or home-bottled food?     Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

B) Commercial-canned food?    Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

 Brand/lot#/expiration date:_____________________________________________   Where purchased:_________________ 

C) Unpasteurized products (milk, juice, cheese)?   Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

 Brand/lot#/expiration date:_____________________________________________   Where purchased:_________________ 

D) Sausage or other preserved meats?   Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

 Brand/lot#/expiration date:_____________________________________________   Where purchased:_________________ 

E) Preserved/Fermented Fish?     Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

 Brand/lot#/expiration date:_____________________________________________   Where purchased:_________________ 

F) Items stored in oil?  (spice flavored oils)   Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

 Brand/lot#/expiration date:_____________________________________________   Where purchased:_________________ 

G) Baked potato stored in foil?      Yes      No     Unknown  Date consumed: ____/____/____ 

 Type of food: _____________________________________ Any leftover for testing?      Yes      No     Unknown 

 Brand/lot#/expiration date:_____________________________________________   Where purchased:_________________ 

 

H) Sustain a wound or trauma?     Yes      No     Unknown  Date sustained: ____/____/____ 

 Was wound/trauma contaminated?    Yes      No     Unknown Type:    Puncture     Fracture     Laceration 

 Site of wound/trauma: ______________________________________________________________________________ 

I) Inject drugs intravenously?      Yes      No     Unknown  Date injected: ____/____/____ 

 Is sample available for testing?    Yes      No     Unknown  

 Type of drug: ______________________________________________________________________________ 

 

J) Was patient on any of the following medications in the 30 days prior to onset? 

 Phenothiazine?      Yes      No     Unknown 

 Aminoglycoside?       Yes      No     Unknown 

 Anticholinergic?      Yes      No     Unknown 



 

 5  Adult Botulism Name (Last, First):_____________________________________________ 

 CONTACT MANAGEMENT/CASE FINDING 

(Contacts ill with similar symptoms or contacts who might have been exposed to same foods) 

Name     Age Relationship  Phone Number  Onset Date 

FOR PUBLIC HEALTH DEPRTMENT USE ONLY 

Reported by: (Check all that apply) 

      Hospital Physician/ICP      Clinic/Doctor’s Office       Hospital Lab    State Lab       General Public       Other _________ 

    What is the date they reported to public health?  ____/____/____ 

Case investigated by: ___________________________________________ Investigation start date: ____/____/____ Time: _______ 

Agency: _____________________________________________________  Phone: __________________________________ 

How was person likely exposed? 
  Food    Environmental   Drug use      Other 
 
Where did the exposure likely occur? _______________________ 
 
No risk factors/exposures could be identified 
Patient could not be interviewed/LTF 
Case is part of known outbreak 
       Outbreak Name: ___________________________________ 
       NORS ID: __________________________________ 
Epi-linked to confirmed case? 
        MEDISIS ID of confirmed case: _______________________ 






ADHS Foodborne Disease Epidmiologist notified
Environmental health notified
 Initiate trace-back investigation 
Referral of suspect food to regulatory agency 
Restaurant inspection
Education provided to case/contacts/facilities
Follow-up on contacts who may have been exposed 
 
 
Other: ___________________________________________  
 

      ___________________________________________ 

ACTIONS TAKEN (IF APPLICABLE): 

NOTES 
 

INVESTIGATOR(S): ____________________________________________ DATE: ___/___/___            DATE CLOSED: ___/___/___ 

Additional Remarks: 

———————————————————————————————————————————————————————————- 

———————————————————————————————————————————————————————————- 
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