Appendix C4


[image: image1.wmf] 


SARS-CoV Assessment, Classification and Reporting Instructions
STEPS:

1. ASSESS EXPOSURE CRITERIA
2. ASSESS CLINICAL CRITERIA
3. DETERMINE CASE CLASSIFICATION
4. REPORT TO BERKELEY CITY HEALTH DEPARTMENT (Contact Information Below) 

5. OBTAIN DISCHARGE APPROVAL

1. ASSESS EXPOSURE CRITERIA (check off boxes and write result):














(Possible/Likely)
	___ Possible exposure to SARS-CoV
	
	___ Likely Exposure to SARS-CoV


	One or more of the following exposures in the 10 days before onset of symptoms:

· Travel to a foreign or domestic location with documented or 
suspected recent transmission of SARS-CoV (for current list 
www.cdc.gov/ncidod/sars/travel.htm)
 or

· Close contact
 with a person with mild to moderate or severe 
respiratory illness and with history of travel in the 10 days 
before onset of symptoms to a foreign or domestic location 
with documented or suspected recent transmission. 
	
	One or more of the following exposures in the 10 days before onset of symptoms:

· Close contact2 with a confirmed case of 
SARS-CoV disease or

· Close contact2 with a person with mild-moderate or severe respiratory illness for whom a chain of transmission can be linked to a confirmed case of SARS-CoV disease in the 10 days before onset symptoms


2. ASSESS CLINICAL CRITERIA (check off boxes and write result): 













      (Early, Mild-to-Moderate, Severe)

	___ Early Illness 
	___ Mild-to-Moderate Respiratory Illness
	___ Severe Respiratory Illness

	· Presence of two or more of the following features: fever (might be subjective), chills, rigors, myalgia, headache, diarrhea, sore throat, rhinorrhea
	· Temperature of >100.4º F (>38º C)
, AND 

· One or more clinical findings of lower respiratory illness (e.g.  cough, shortness of breath, difficulty breathing, or hypoxia

	· Meets clinical criteria of mild-to-moderate respiratory illness

· One or more clinical findings:

· Radiographic evidence of pneumonia, or
· Acute respiratory distress syndrome


3. CASE CLASSIFICATION (please write in result): 











(SARS RUI-1, RUI-2, RUI-3, RUI-4, Probable Case, Active Surveillance [A.S.])
	
	Clinical criteria for degree of illness

	
	Early
	Mild to Moderate
	Severe

	Epidemiologic Criteria
	Unknown
	-
	-
	SARS RUI*-1

	
	Possible
	Active Surveillance
	SARS RUI-2
	SARS RUI-3

	
	Likely
	SARS RUI-4
	SARS RUI-4
	Probable case of SARS-CoV 


4. REPORT:

___Notify Berkeley City Health Department [BCHD] prior to patient discharge 
___Complete SARS Report Form 

BCHD:
During business hours call (510) 981-5300 and/or FAX (510)981-5345. After hours, weekends, and holidays call Communications Center at (510) 981-5900 and ask for the Public Health Officer on call.

5. OBTAIN DISCHARGE PLAN APPROVAL from the Health Officer or designee
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	Date of Report:
	
	
	
	Time of Report:
	:
	 FORMCHECKBOX 
 AM


 FORMCHECKBOX 
 PM
	

	
	MM
	DD
	Year
	
	
	
	

	1. Reporting Clinician 
	Name:
	

	
	
	
Last Name




First Name

	Hospital or Clinic Name: 

	City: 


	Phone: (     ) 



	Pager: (     ) 



	Other: (    ) 



	 FORMCHECKBOX 
 Phone  FORMCHECKBOX 
 Fax

	2. Patient Information
	Name:
	
	DOB:
	
	
	

	
	
	
    Last Name


First Name
	
	MM
	DD
	YY

	Age: 

	Sex:  FORMCHECKBOX 
 M  FORMCHECKBOX 
 F
	Nationality: ____________ Primary language:____________ Interpreter Needed  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

	Local Address:
	


	City: 
_____________________
	State: _____________________
	ZIP: 

	

	Phone 1: (    ) 

	Phone 2: (    ) 




	Permanent Address, if different:
	


	City: 

	State:__________________
	ZIP:________________
	Country:_______________

	3. Occupation
	Healthcare worker?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
	Occupation: __________________________________________

	If Healthcare worker: Name of Facility___________________________________ Location:   ________________________

	4. SARS Exposure History
	

	 FORMCHECKBOX 
Travel to SARS Affected Area(s)

    Specify: _______________________________________
	
	 FORMCHECKBOX 
 Close Contact to SARS Case

	DATES
	From:
	
	To:
	
	
	DATES
	From:
	
	To:
	

	
	
	MM
DD
YY
	
	MM
DD
YY
	
	
	
	MM
DD
YY
	
	MM
DD
YY

	5. Signs and Symptoms
	Date of symptom onset:
	
	
	
	

	
	
	
	MM
	DD
	Year
	

	Check signs and symptoms that apply:  FORMCHECKBOX 
 Fever, Measured Temperature: ___________

	
	
	

	Respiratory Symptoms: 
	 FORMCHECKBOX 
 Cough   FORMCHECKBOX 
 Shortness of breath
 FORMCHECKBOX 
 Difficulty breathing
 FORMCHECKBOX 
 Other Upper resp. sx: ______________

	CXR:
	 FORMCHECKBOX 
 Not performed
	 FORMCHECKBOX 
 Performed, results:
	__________________________________________________________

	6. Discharge Plan Approval
	Clinical Classification, check one (see instructions on reverse):

	 FORMCHECKBOX 

SARS RUI-1

 FORMCHECKBOX 
 
SARS RUI-2

 FORMCHECKBOX 

SARS RUI-3

 FORMCHECKBOX 

SARS RUI-4

	 FORMCHECKBOX 


Probable case  

 FORMCHECKBOX 

Active Surveillance [A.S.] 

	Need For Isolation
	

	

 FORMCHECKBOX 
 Patient has been informed of need for isolation
	Initial _________________ Date: __________________

	

Patient to be Isolated at (Address): 
	______________________________________________________ Phone: _______________


BERKELEY CITY HEALTH DEPARTMENT APPROVAL FOR DISCHARGE AUTHORIZED BY:
_______________________________________________________ Date:______________________________________________

Completed forms should be faxed to City of Berkeley Health Department (510) 981-5345

Health & Human    Services Department


(


Public Health





City of Berkeley Health Department


sars REPORT form
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