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SARS CASE – ACTIVE DAILY SURVEILLANCE RECORD
Patient contact information (during isolation):
	Name: 
	
	Address:
	
	DOB:
	

	Phone #s:
	
	Case Manager:
	


Case Classification: ____ Probable SARS      ____ SARS RUI-1      ____ SARS RUI-2
              SARS RUI-3
          SARS RUI-4      
Classification changed from 



 to _______________________ on ____________
                                                                                                         



      Date

Isolation information:
Date isolation initiated __________________      Date isolation ends (last day) __________________      Date for convalescent blood sample _________________

Monitoring isolation – daily check list:
	Date
	Contact Made?
	Following isolation guidelines?
	Illness or SARS-related symptoms?
	Comments:

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________


	Date
	Contact Made?
	Following isolation guidelines?
	Illness or SARS-related symptoms?
	Comments:

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________


	Date
	Contact Made?
	Following isolation guidelines?
	Illness or SARS-related symptoms?
	Comments:

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________


	Date
	Contact Made?
	Following isolation guidelines?
	Illness or SARS-related symptoms?
	Comments:

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________

	________________

(date)

____________am/pm

(time)

Contacted by whom?

_________________
	 Yes


 phone


 in-person


 other  describe:
 No    

    if no, explain:
	 Yes

 No    

    if no, explain:
	Oral Temperature (Actual Value) 

 AM _____ 
 PM _____

Respiratory Symptoms:
 

Cough
  No   Yes
Difficulty Breathing
  No   Yes

Other? 
  No   Yes
Shortness of Breath
  No   Yes

 describe:

Diarrhea
  No   Yes
Headache
  No   Yes

Other Symptoms
  No   Yes
Body Ache
  No   Yes

 describe:
	Signature: ___________________
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