THIS TOP PORTION IS CONFIDENTIAL INFORMATION - DO NOT TRANSMIT

DETACH THIS SECTION BEFORE DISTRIBUTION

Log #:__________________

	Patient Name: 


	Reported By:

	Home Phone: 


	Work Phone: 

	Address:


	City 
	State:  
	Zip:

	Physician’s Name:


	Telephone
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ENVIRONMENTAL HEALTH

FOODBORNE ILLNESS SURVEY/COMPLAINT FORM
	Log #:_____________  Date:___________  Time: _______

Household member ill w/ similar symptoms?

 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No  If yes, when

Same time   FORMCHECKBOX 
   Before   FORMCHECKBOX 
   After   FORMCHECKBOX 
    _________am/pm

How many? ______ If yes, fill out separate forms for each.


	Facility type where suspected food/beverage bought or consumed:   FORMCHECKBOX 
  Grocery      FORMCHECKBOX 
  Restaurant      FORMCHECKBOX 
  Home       FORMCHECKBOX 
  Take Out        FORMCHECKBOX 
  Other:



	Facility Name: 



	Address: 


	City: 
	State (circle or fill in): Florida

   Other: 


	Patient Birth Date:


	Sex: F   M
	Ill:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Occupation:
	Employer:

	Water Exposure Last 2 Weeks:  FORMCHECKBOX 
 Public  FORMCHECKBOX 
Private well  FORMCHECKBOX 
 Bottled  FORMCHECKBOX 
 Beach  FORMCHECKBOX 
 Pool/Spa  FORMCHECKBOX 
 Lake/River  FORMCHECKBOX 
 Reused water  FORMCHECKBOX 
 Travel  FORMCHECKBOX 



	Sewage Disposal Type (if known):

Municipal sewer  FORMCHECKBOX 
   Septic tank system  FORMCHECKBOX 

	Pets:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   If yes list:

	How many persons were in group when food/beverage was consumed? 


	How many are ill? 


	When was suspect food/beverage consumed?


	Date:
	Time:                                AM/PM

	Onset of illness?

(When did symptoms begin?)
	Date: 
	Time:         AM/PM
	Incubation:

	Duration of illness?

(How long did symptoms last?) 
	Hours:                     Days: 


	Medical treatment obtained?


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   If yes, name (where): 
	Phone:

	Medications (prior to or after illness)   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	If yes, what?  List:




	Clinical samples taken? 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   If yes, circle any that apply:

stool  /  blood  /  urine  /  vomitus?      
	Date:  

Results :  


SYMPTOMS OF ILLNESS

	Nausea
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	Abdominal Cramps
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Weakness
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Prostrated
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   

	Vomiting
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	Headache
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Fatigue
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Sweating
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   

	Diarrhea
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No 
	Chills (hot/cold)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Numbness/Tingling
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Dizziness
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   

	# within 24 hrs. _________

Specify type of diarrhea 

(circle any that apply):

watery    mucous     bloody
	Fever

Temp. o F
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
	Other symptoms (list): 




· Over –

72-HOUR FOOD/BEVERAGE HISTORY
(Begin day of illness and two days prior)

	· OBTAIN COMPLETE MENU LISTING WHERE AVAILABLE (DINE IN/TAKEOUT)



	· OBTAIN CONSUMPTION FOOD/BEVERAGE FOR ILL AND WELL WHEN POSSIBLE (if person can’t recall, check box below for each meal not recalled; if no meal eaten, check none eaten)



	· SPECIFY TIME INTERVALS EACH MEAL(S)/SNACK(S) CONSUMED (see below)




	Are there any food/beverage leftovers?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No                                                                                                       Log #


	
	Breakfast / Time
	Snack / Time
	Lunch / Time
	Snack / Time
	Dinner / Time
	Snack/Time

	Day of Illness

onset

24 hrs.

Location:


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM



	1 day prior to

illness

48 hrs.

Location:


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM



	2 days prior to

illness

72 Hrs.

Location:


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM


	No recall    FORMCHECKBOX 

None eaten   FORMCHECKBOX 

________AM/PM




	Assigned To:_______________________________________________Date/Time:_________________________

Complaint Referred to Agency:     Date/Time:___________________________AM/PM

 (circle whichever applies):

DBPR

DACS

DEP

DOE

DOC

Disposition – Check:
(  Logged for Surveillance – No Further Epi Investigation Required

 FORMCHECKBOX 
  Epi Investigation

 FORMCHECKBOX 
  Not Food Related

 FORMCHECKBOX 
  Water Related

 FORMCHECKBOX 
  Product Complaint



- Over -

