
SUSPECTED BOTULISM REPORTING FORM


Arizona Department of Health Services
Date


               

1.
Attending (or reporting) Physician's Name




                                

Physician Address                                                                   Phone number

                   

2.
Name of patient                                                     Age           Date of Birth       /    /       Sex M / F      

Address                                                                Phone number 


                                

Name of hospital                                                    Hospital phone number 

                   

3.
Onset of symptoms (Use a separate form for each patient)
Date                       Hour

     






Don’t





Don’t

4.
Symptoms

Yes
No
Know



Yes
No
Know
a)
Abdominal pain
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


k) Dyspnea
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
     

b)
Nausea

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


l) Fatigue
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
   

c)
Vomiting

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


m) Dry mouth
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
   

d)
Diarrhea

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


n) Sore throat
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
    

e)
Blurred vision
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


o) Urinary retention











 FORMCHECKBOX 
    
 FORMCHECKBOX 

  FORMCHECKBOX 
   

f)
Diplopia

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


p) Constipation
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
    

g)
Photophobia
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


q) Dizziness
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
   

h)
Dysphagia

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


r) Paresthesias
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
    

i)
Dysphonia

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Where                


j)
Muscle weakness




s) Convulsions
 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 
    

i) Upper extremities
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 

t) Other




ii) Lower extremities
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



iii) Symmetrical
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



iv) Where started                                   

                                                


                            

Don't






Don’t

5.
Signs

Yes
No
Know




Yes
No
Know

a)Ptosis


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


i) Sensory Findings 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

b)Extraocular palsy
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Specify






c)Pupils






j) Ataxia            

 FORMCHECKBOX 
     
 FORMCHECKBOX 

 FORMCHECKBOX 



i) Dilated
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


i) Symmetrical

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

     

ii) Constricted
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


k) Nystagmus 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
   
iii) Mid-position
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 

l) Deep Tendon Reflexes
iv) Reactive
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



i) Normal
 FORMCHECKBOX 
  
 FORMCHECKBOX 

 FORMCHECKBOX 
 
 

v) Equal

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 


ii) Hypoactive
 FORMCHECKBOX 

 FORMCHECKBOX 
 
 FORMCHECKBOX 

 

d)Decrease corneal reflex 




iii) Hyperactive
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 





   
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


  
iv) Symmetrical
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 
e)Facial paralysis
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


m) Respiratory impairment  
 
 
i) Symmetrical
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

f) Decreased gag reflex 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


n) Tracheostomy
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

g) Decreased ability to protrude tongue


o) Vital capacity

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


p) Abnormal mental status FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


h) Weakness or paralysis of the extremities

q) Fever


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
    


i) Upper     
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 
ii) Lower
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 

iii) Symmetrical
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


6.
Laboratory Results

a) Lumbar puncture
Yes FORMCHECKBOX 
  
   No FORMCHECKBOX 
        

Date

RBC's
WBC's
Cells
Protein

Glucose

Other

b)
Tensilon test

Comments                                                                                                                   

c)
Electromyogram (EMG):

Nerve 

Stimulus

Date
 
Stimulated
Frequency
Amplitude
Facilitation

                
                    
                      
    nl
 
Yes FORMCHECKBOX 
 No FORMCHECKBOX 
  

                
                    
                      
    nl

Yes FORMCHECKBOX 
 No FORMCHECKBOX 
  


Relevant history
7.
Does patient have a wound? Yes FORMCHECKBOX 
 No FORMCHECKBOX 
   

If yes, where?                                       When sustained?



                                                         

How treated?



                                                                                                                       

8.    Did patient take antibiotics, anticholinergic, or phenothiazines during the last week?


Yes FORMCHECKBOX 
 No FORMCHECKBOX 
 Don't Know FORMCHECKBOX 
               

If yes, which drugs?


                                   
9.
Is the patient an intravenous drug user?  Yes FORMCHECKBOX 
 No FORMCHECKBOX 
 Don't Know FORMCHECKBOX 
           

If yes, specify



                                                       

10.
Did the patient eat any suspect foods?  Yes FORMCHECKBOX 
 No FORMCHECKBOX 
 Don't Know FORMCHECKBOX 
   

If yes, please describe 



                                                        
Please FAX or communicate this information to:

Epidemiology and Disease Control

Office of Infectious Disease Services

(602) 364-3676 (regular hours) or (480) 303-1191 (after hours answering service)

FAX (602) 364-3199 


This report is authorized by A.A.C. R9-6-202, 203, 305.  



To be completed by the DHS person taking the initial call:

1.
CDC Duty Officer consulted:                                                       Phone: 


                             
2.
Tentative diagnosis  


                                                                                                              

3.
Recommendations by EIS Officer:
Induce emesis
Yes FORMCHECKBOX 

No FORMCHECKBOX 
 

Purgation
Yes FORMCHECKBOX 

No FORMCHECKBOX 
         

Antitoxin
Yes FORMCHECKBOX 

No FORMCHECKBOX 
          

Antibiotics
Yes FORMCHECKBOX 

No FORMCHECKBOX 
          

Surgery

Yes FORMCHECKBOX 

No FORMCHECKBOX 
          

Other

Yes FORMCHECKBOX 

No FORMCHECKBOX 
                          

4.
Antitoxin given?
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Type          
Route 

               

Amount                                                     
Date 

                                    

Immediate hypersensitivity reactions?
Yes FORMCHECKBOX 

No FORMCHECKBOX 
          

Comments                                                                                                                              

5.
a)
Circle laboratory specimens requested:  
 FORMCHECKBOX 
Serum   FORMCHECKBOX 
Stool   FORMCHECKBOX 
Food(s)  







   
 FORMCHECKBOX 
Wound Tissue    FORMCHECKBOX 
Wound Aspirate

b)
How sent                                         
Date sent 

     
Thru State Lab  FORMCHECKBOX 
      Direct to CDC  FORMCHECKBOX 
                    
c)
Billing number 


                                                                                                             

6.
State Epidemiologist notified:
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Date

                                                     
OIDS Office Chief notified:
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Date

                                                      
OEH Office Chief notified:
Yes FORMCHECKBOX 

No FORMCHECKBOX 

Date

                                                      
7.
Additional comments                                                                                                                

8.
Final diagnosis: 



                                                                                                                      

If the patient ate suspect foods:                                     

                  Suspect Food(s)


Brand Name

Lot #

Where Purchased

1.                                         

                       

                
  

              

2.                                         

                       

                
  

             

3.                                         

                       

                
  

              

Describe method of preparation of item(s) for serving

If home-canned, describe technique of canning

Incubation Period                     

Name of person completing form: 
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