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Norovirus and Influenza
By Seyi Omaivboje, MPH

The arrival of the New Year usually coincides with peak norovirus and
influenza season. For this reason, the Hillsborough County Health
Department (HCHD) would like to provide information on these two
diseases, how they are spread, and what you can do to prevent infection.

Influenza
Influenza (the flu) is a contagious respiratory illness caused by influenza
viruses. It is spread by breathing in respiratory droplets, through sneezes
or coughs, from someone who has the flu. An infected individual can
spread the virus 1 day before symptoms begin and up to 10 days after
becoming ill. Symptoms of the flu include fever, cough, sore throat, runny
or stuffy nose, body aches and headache. Some people, such as the
elderly, young children, and people with chronic health conditions are at
high risk for serious flu complications.

2012-2013 Influenza season update
Currently, influenza and influenza-like-illness (ILI) is increasing in all
regions of Florida. The most recent spike in flu activity has been
concentrated to the north and central regions of Florida. For week 48
(Nov 25-Dec 1), Florida is reporting regional influenza activity to the
CDC. This activity level represents the statewide spread of influenza, and
is not a measure of flu intensity, morbidity, or mortality. In Hillsborough
County, the emergency department visits for ILI is higher than expected at
this time of the year when compared to previous non-pandemic flu
seasons, suggestive of an early active flu season (see graph on page 2).

Influenza season is unpredictable and how severe it is can vary widely
from one season to the next. Consequently, it is important to educate
everyone regarding prevention and infection control procedures.
These include but are not limited to:

Continued on Page 2
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Continued from Page 1

» Receiving the 2012-2013 seasonal influenza vaccine. The vaccine is one of the best measures to prevent
infection. It is not too late to receive this season’s vaccine.

» Practice respiratory etiquette. Cover your cough with a tissue or cough into your sleeve to reduce the
chances of spreading the virus to others.

» Hand washing. Frequently wash your hands with soap and warm water for at least 20 seconds.

» Stay home when sick. Influenza can spread quickly indoors, especially if people are attending daycares,
schools, and workplaces when sick. If you think you have the flu, do not risk infecting others.

Weekly percentage of ED visits for ILI, Hillsborough County
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Norovirus

‘What is norovirus?

Norovirus is a virus that commonly causes gastroenteritis outbreaks. Illness caused by norovirus infection has
several names, among them are, stomach flu and food poisoning.

What are the symptoms of norovirus?
Someone infected with norovirus usually will be sick within 12 to 48 hours after coming into contact with the virus,
and will start to feel better within one or two days. Symptoms of norovirus include nausea, vomiting, diarrhea and
stomach cramping.

How is norovirus spread?
Norovirus can be found in the stool or vomit of infected people. People can become infected with the virus in
several ways:
» Touching surfaces or objects contaminated with norovirus, and then placing their hand in their mouth
» Having direct contact with another person who is infected and showing symptoms ( for example, when
caring for someone with norovirus or sharing foods or eating utensils with them)

Continued on Page 3
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» It is possible for norovirus to spread through aerosolized vomit that lands on surfaces or open food. It is also
thought that aerosolized vomit can land in a persons open mouth, causing illness.

» Eating food or drinking liquids that are contaminated with norovirus (someone gets stool or vomit on their
hands, then touches food or drink)

You can get norovirus anytime of the year, but it is most common in the winter (December-March). Norovirus can
spread quickly in places with close living quarters, such as, long term care facilities, child care centers, schools and
cruise ships, leading to outbreaks. People who work in these types of facilities should carefully follow steps to
prevent the spread of infection when caring for children or residents who may have a norovirus infection.

How to prevent the spread of norovirus?
You can decrease your chance of becoming ill with norovirus or spreading it to others by following these
recommendations:
» Wash your hands frequently, especially after toilet visits, changing diapers and before eating or preparing
food
» Thoroughly clean and disinfect contaminated surfaces immediately after an episode of illness by using a
solution of at least 1/3cup household bleach mixed daily with 1 gallon of water. For a complete list of EPA
approved disinfectants against norovirus go to: http://epa.gov/oppad001/list g norovirus.pdf
» Immediately remove and wash clothing or linens that may be contaminated with vomit or stool. Handle
soiled items carefully (without agitating them) to avoid spreading the virus. If available, wear rubber or
disposable gloves while handling soiled clothing. Use hot water and soap to launder, and dry in hot dryer.
» If you have been ill with norovirus, avoid food preparation or contact with healthy people for a minimum of
48 hours after symptoms have resolved.

For more information on norovirus and influenza, please visit:

Norovirus

http://www.cdc.gov/norovirus/resources.html

http://doh.state.fl.us/environment/medicine/foodsurveillance/norovirus.htm

Influenza

http://www.cdc.gov/flu/about/season/index.htm

http://www.doh.state.fl.us/disease ctrl/epi/htopics/flu/index.htm

http://www.doh.state.fl.us/disease ctrl/epi/htopics/flu/Influenza General Public Fact Sheet.pdf
L
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Reportable Disease Surveillance Data
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HEPATITIS E. NON-A, NON-B, ACUTE 0 0 0 0.0 0 1
HEPATITIS G 0 0 0 0.0 0 0
HEPATITIS UNSPECIFIED, ACUTE 0 0 0 0.0 0 0
HIV INFECTION 355 346 318 339.7 276 308
INFLUENZA-ASSOCIATED PEDIATRIC MORTALITY 0 0 0 0.0 0 0
INFLUENZA-A, NOVEL OR PANDEMIC STRAINS 321 7 7 111.7 0 0
LEAD POISONING 77 249 199 175.0 180 321
LEGIONELLOSIS 8 7 12 9.0 11 8
LEPTOSPITOSIS 0 0 0 0.0 0 0
LISTERIOSIS 2 2 3 2.3 3 1
LYME DISEASE 11 4 8 7.7 7 9
MALARIA 2 5 7 4.7 7 7
MEASLES 0 0 0 0.0 0 0
MENINGITIS, GROUP B STREP 0 0 0 0.0 0 0
MENINGITIS, H-FLU 0 0 0 0.0 0 0
MENINGITIS, LISTERIA MONOCYTOGENES 0 0 0 0.0 0 0
MENINGITIS BACTERIAL CYPTOCOCCAL 28 28 21 25.7 21 4
MENINGITIS, STREP, PNEUMONIAE 0 0 0 0.0 0 0
MENINGOCOCCAL DISEASE 1 1 1 1.0 1 B
MERCURY POISONING 0 1 0 0.3 0 0
MUMPS 2 1 1 1.3 1 0
NEUROTOXIC SHELLFISH POISONING 0 0 0 0.0 0 0
PERTUSSIS 25 30 31 28.6 29 117
PESTICIDE RELATED ILLNESS 0 4 16 6.7 15 4
POLIO, PARALYTIC 0 0 0 0.0 0 0
PSITTACOSIS 0 0 0 0.0 0 0
Q FEVER 0 0 0 0.0 0 0
RABIES ANIMAL 5 4 2 3.7 2 5
ROCKY MOUNTAIN SPOTTED FEVER 0 4 1 1.7 0 1
RUBELLA 0 0 0 0.0 0 0
SALMONELLOSIS 337 302 353 330.7 322 322
SHIGELLOSIS 21 134 377 177.3 371 36
SMALLPOX 0 0 0 0.0 0 0
STAPH AUREUS, COM. ASSOC. MORTALITY 2 0 0 0.7 0 3
STAPH AUREUS, VISA/VRSA 0 0 1 0.3 0 2
STREP DISEASE, INVASIVE GROUP A 14 17 17 16.0 15 14
STREP PNEUMO, INVASIVE DRUG RESIST. 54 60 54 56.0 50 26
STREP PNEUMO, INVASIVE SUSCEPTIBLE 35 45 46 42.0 44 23
SYPHILIS, CONGENITAL 3 7 3 4.3 NA NA
SYPHILIS, EARLY 135 82 91 103 NA NA
SYPHILIS, INFECTIOUS 100 118 124 114 NA NA
SYPHILIS, LATENT 181 145 134 153 NA NA
TETANUS 0 1 0 0.3 0 0
TOXOPLASMOSIS 0 4 1 1.7 1 1
TUBERCULOSIS 84 86 46 72 NA NA
THPHOID FEVER 0 1 0 0.3 0 0
TYPHUS FEVER, ENDEMIC (MURIN) 2 0 2 0.7 2 0
VARICELLA 28 48 47 41.0 39 43
VIBRIO ALGINOYTICUS 1 2 5 2.7 5 5
VIBRIO CHOLERA NON-01 0 0 0 0.0 0 1
VIBRIO FLUVIALIS 2 0 0 0.7 0 0
VIBRIO HOLLISAE 1 0 0 0.3 0 0
VIBRIO PARAHAEMOLYTICUS 2 4 1 23 1 4
VIBRIO VULNIFICUS 0 4 2 2.0 2 3
VIBRIO, OTHER 1 2 0 1.0 0 1
WEST NILE 0 0 0 0.0 0 1
YELLOW FEVER 0 0 0 0.0 0 0
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(/HAN) This 1s an official
CDC HEALTH UPDATE

HEALTH ALERT NETWORK

Distributed via Health Alert Network
December 20, 2012, 11:55 ET (11:55 AM ET)
CDC HAN-0338-2012-12-20-U-N

Update: Multistate Outbreak of Fungal Infections among Persons Who
Received Injections with Contaminated Medication

Summary

New information from diagnostic imaging of patients exposed to contaminated methylprednisolone acetate (MPA') from the New England Compounding
Center (NECC) in Framingham, Mass., demonstrates the need for assertive clinical evaluation of these patients for the possibility of an unrecognized, localized
spinal or paraspinal infection. This Health Alert Network (HAN) notice provides updated guidance and information about the ongoing multistate outbreak of
fungal infections as follows:

» CDC and state partners have analyzed new preliminary data based on recent Magnetic Resonance Imaging (MRI) studies among patients who had
spinal or paraspinal injection with contaminated MPA from NECC. These findings demonstrate that among patients with no previous evidence of
infection, and with new or worsening symptoms at or near the site of their injection, more than 50% had findings suggestive of a localized spinal or
paraspinal infection, including epidural abscess, phlegmon, arachnoiditis, discitis, or vertebral osteomyelitis.

+ This new information suggests that some patients who received spinal or paraspinal injections with implicated MPA from NECC may currently have an
unrecognized, localized spinal or paraspinal infection.

* CDC is therefore re-emphasizing the guidance from the November 20 HAN advisory that recommended clinicians remain vigilant for evidence of
fungal infection in these patients and use an assertive approach for clinical management and follow-up of these patients. CDC continues to recommend
MRI with contrast of the symptomatic area(s) in patients with new or worsening symptoms at or near their injection site following spinal or paraspinal
injection of implicated MPA.

+ In addition, CDC is recommending that clinicians should consider obtaining an MRI with contrast of the injection site in patients with persistent but
baseline symptoms because the presentation of these spinal or paraspinal infections can be subtle and difficult to distinguish from a patient’s baseline
chronic pain.

Background

CDC continues to work closely with state public health departments in response to a multistate outbreak of fungal meningitis and other infections among
patients exposed to contaminated MPA! from one of three lots distributed by NECC. As of December 18, 2012, a total of 620 cases, which includes 39 deaths,
have been reported in 19 states. CDC continues to post up-to-date information online, including case count, distribution by state, as well as clinician and patient
guidance, at http://www.cdc.gov/hai/outbreaks/meningitis.html (http://www.cdc.gov/hai/outbreaks/meningitis.html) . Since early October, CDC has advised
clinicians to closely monitor and evaluate patients who received injections of contaminated MPA from NECC.

On November 20, 2012, CDC issued a HAN notification (CDC HAN-00335-2012-11-20-ADV-N; http://emergency.cdc.gov/HAN/han00335.asp
(http://emergency.cdc.gov/han/han00335.asp) ) that described preliminary information about epidural abscess and other clinical syndromes diagnosed in patients
exposed to implicated MPA from NECC. The HAN advisory also noted that CDC has been receiving increasing reports of spinal or paraspinal localized
infection (e.g., epidural abscess, phlegmon, discitis, vertebral osteomyelitis, or arachnoiditis). The notification further recommended that physicians obtain an
MRI with contrast of symptomatic area(s) in patients with new or worsening symptoms at or near the injection site.

In the last two reporting periods (December 3-17), states have reported to CDC a total of 80 new cases, most of which are spinal/paraspinal infections.

Preliminary Data on Spinal/ Paraspinal Infections
CDC and state health department partners continue to receive data from states about patients under the care of physicians who are acting on CDC’s diagnostic
recommendations.

+ In Michigan, Tennessee, and North Carolina, MRI testing was recently done on 128 patients who had no previous evidence of infection and had new or
worsening symptoms at or near the site of their spinal or paraspinal injection. Of these, 67 (52%) had findings suggestive of localized infection,
including epidural abscess, phlegmon, arachnoiditis, discitis, or vertebral osteomyelitis.

* Furthermore, of 109 different patients reporting persistent but baseline symptoms at or near the site of their spinal or paraspinal injection, 15 (14%)
also had abnormal MRI findings suggestive of infection. These preliminary data are from a single hospital and may not be generalizable to all exposed
patients. An additional 27 (25%) of these patients had non-specific enhancement of soft tissue or other paraspinal structures; the clinical significance of
such findings is unclear and may represent either early infection or non-infectious process.

Additional Diagnostic Guidance
These data suggest that some patients who received spinal or paraspinal injections with implicated MPA from NECC may currently have an unrecognized,



localized spinal or paraspinal infection. CDC is therefore re-emphasizing the need for clinicians to remain vigilant for evidence of fungal infection in these
patients. Additional guidance for evaluating patients and for obtaining MRI testing is as follows:

+ Patients:

o Patients who have received an epidural injection from one of the three implicated lots of MPA' and who have continued, worsening, or new
symptoms at or near the site of their spinal injection should seek evaluation by their medical provider for the possibility of a localized infection
such as an epidural abscess. This includes patients who initially received epidural steroid injections for pain and continue to have
persistent baseline pain.

¢ Clinicians:

o As a part of continued monitoring of patients who received an injection with implicated MPA, clinicians should consider re-evaluating patients
for signs and symptoms suggestive of infection, including continued, worsening, or new symptoms at or near the site of their injection.

o When deciding whether to obtain an MRI, clinicians should take into account the preliminary data presented above and obtain a careful history
of the patient’s past and current symptoms.

m In general, clinicians should obtain an MRI with contrast of the symptomatic area(s) in patients who received a spinal or paraspinal
injection with implicated MPA and have new or worsening symptoms at or near the site of their injection.

m Clinicians should consider obtaining an MRI with contrast of the symptomatic area(s) in patients with persistent but baseline
symptoms following spinal or paraspinal injection of the implicated MPA because the presentation of these spinal or paraspinal
infections can be subtle and difficult to distinguish from a patient's baseline chronic pain.

m Clinicians should also consider reviewing MRI results with a neuroradiologist because of potential difficulties in interpreting imaging
results for these patients.

CDC’s previous Interim Treatment and Diagnostic Guidance for Central Nervous System and Parameningeal Infections Associated with Injection of
Contaminated Steroid Products (http://www.cdc.gov/hai/outbreaks/clinicians/guidance _cns.html (http://www.cdc.gov/hai/outbreaks/clinicians/guidance_cns.html) )
continues to apply.

In November, CDC established a Clinicians Consultation Network telephone service to assist physicians who are directly involved in the treatment of patients
associated with this outbreak and may have clinical questions. To access the Clinicians Consultation Network service, physicians should call 1-800-CDC-INFO
(1-800-232-4636) (http:/www.cdc.gov/cdc-info/) . A CDC-INFO agent will verify your role as a healthcare provider and help connect you to the service.
Operating hours are the same as those for CDC-INFO, 8:00 am to 8:00 pm Monday through Friday (Eastern Time), except federal holidays.

CDC continues to work with state health departments and others to gather data from existing and newly reported cases of fungal infection. This information will
be used to inform updates to existing guidance. Healthcare professionals with patients under their care should check CDC’s website
(http://www.cdc.gov/hai/outbreaks/clinicians/index.html (http://www.cdc.gov/hai/outbreaks/clinicians/index.html) ) for the most up-to-date clinical guidance because
information is subject to change.

"' NECC lots of methylprednisolone acetate (PF) 80mg/ml:

Methylprednisolone Acetate (PF) 80 mg/ml Injection, Lot #05212012@68, BUD 11/17/2012
Methylprednisolone Acetate (PF) 80 mg/ml Injection, Lot #06292012@26, BUD 12/26/2012
Methylprednisolone Acetate (PF) 80 mg/ml Injection, Lot #08102012@51, BUD 2/6/2013

The Centers for Disease Control and Prevention (CDC) protects people's health and safety by preventing and controlling diseases and injuries; enhances health
decisions by providing credible information on critical health issues; and promotes healthy living through strong partnerships with local, national, and
international organizations.

Categories of Health Alert Network messages:

Health Alert - Requires immediate action or attention; highest level of importance

Health Advisory - May not require immediate action; provides important information for a specific incident or situation
Health Update - Unlikely to require immediate action; provides updated information regarding an incident or situation
HAN Info Service - Does not require immediate action; provides general public health information

##This message was distributed to state and local health officers, public information officers, epidemiologists, HAN coordinators, and clinician organizations##

Additional Resources

* HAN Archive By Year (/HAN/dir.asp)

* HAN Types (/HAN/hantable.asp)

» Sign Up for HAN E-mail Updates (/HAN/updates.asp)
* HAN Jurisdictions (/HAN/hanjuris.asp)

* Page last reviewed: December 20, 2012

» Page last updated: December 20, 2012

* Content source: CDC Emergency Risk Communication Branch (ERCB), Division of Emergency Operations (DEO), Office of Public Health
Preparedness and Response (OPHPR) (http://www.cdc.gov/phpr/)
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Hillsborough County Health Department
Disease Reporting Telephone Numbers
AIDS, HIV - (813) 307-8011 (DO NOT FAX)
STD - (813) 307-8022, Fax — (813) 307-8027

FLORIDA DEPARTMENT OF

TB Control — (813) 307-8015 X 4758, Fax — (813) 975-2014
All Others — (813) 307-8010, Fax — (813) 276-2981

After Hours Reporting All Diseases — (813) 307-8000

FLORIDA
DEPARTMENT OF HEALTH

HILLSBOROUGH COUNTY HEALTH DEPARTMENT

Section 381.0031 (1,2), Florida Statutes, provides that “Any practitioner, licensed in Florida to practice medicine, osteopathic medicine, chiropractic, naturopathy, or
veterinary medicine, who diagnoses or suspects the existence of a disease of public health significance shall immediately report the fact to the Department of Health.”
The DOH county health departments serve as the Department’s representative in this reporting requirement. Furthermore, this Section provides that “Periodically the
Department shall issue a list of diseases determined by it to be of public health significance...and shall furnish a copy of said list to the practitioners...."

Reportable Diseases/Conditions in Florida Practitioner® Guide 11/24/08

AIDS, HIV — (813) 307-8011

DO NOT FAX

+

+

Acquired Immune Deficiency Syndrome
(AIDS)

Human Immunodeficiency Virus (HIV)
infection (all, and including neonates born to
an infected woman, exposed newborn)

STD — (813) 307-8027
FAX (813) 307-8027

Chancroid
Chlamydia
Conjunctivitis (in neonates < 14 days old)
Gonorrhea

Granuloma inguinale

Herpes Simplex Virus (HSV) (in infants up to
60 days old with disseminated infection with
involvement of liver, encephalitis and
infections limited to skin, eyes and mouth;
anogenital in children < 12 years old)

Human papilloma virus (HPV) (associated
laryngeal papillomas or recurrent respiratory
papillomatosis in children < 6 years old;
anogenital in children < 12 years)

Lymphogranuloma venereum (LGV)
Syphilis

Syphilis (in pregnant women and neonates)

TB CONTROL - (813) 307-8015 x 4758
FAX (813) 975-2014

Tuberculosis (TB)

CANCER - Tumor Registry Database

+

Cancer (except non-melanoma skin cancer,
and including benign and borderline
intracranial and CNS tumors)

Epidemiology (813) 307-8010
FAX (813) 276- 2981

Any disease outbreak

Any case, cluster of cases, or outbreak of a
disease or condition found in the general
community or any defined setting such as a
hospital, school or other institution, not
listed below that is of urgent public health
significance. This includes those indicative
of person to person spread, zoonotic spread,
the presence of an environmental, food or
waterborne source of exposure and those
that result from a deliberate act of terrorism.

Amebic encephalitis
Anaplasmosis
Anthrax

Arsenic poisoning

Botulism (foodborne, wound, unspecified,
other)

Botulism (infant)

Brucellosis

California serogroup virus (neuroinvasive
and non-neuroinvasive disease)

Campylobacteriosis
Carbon monoxide poisoning
Cholera

Ciguatera fish poisoning (Ciguatera)

Congenital anomalies
Creutzfeldt-Jakob disease (CJD)
Cryptosporidiosis
Cyclosporiasis

Dengue

Diphtheria

Eastern equine encephalitis virus disease
(neuroinvasive and non-neuroinvasive)

Ehrlichiosis
Encephalitis, other (non-arboviral)

Enteric disease due to:
Escherichia coli, 0157:H7
Escherichia coli, other pathogenic
E. coli including entero- toxigenic,
invasive, pathogenic, hemorrhagic,
aggregative strains and shiga toxin
positive strains

Giardiasis (acute)

Glanders

Haemophilus influenzae (meningitis and
invasive disease)

Hansen's disease (Leprosy)
Hantavirus infection
Hemolytic uremic syndrome
Hepatitis A

Hepatitis B, C, D, E, and G

Hepatitis B surface antigen (HBsAg)
(positive in a pregnant woman or a child up
to 24 months old)

Influenza due to novel or pandemic strains

Influenza-associated pediatric mortality (in
persons < 18 years)

Lead Poisoning (blood lead level 2 10pug/dL);
additional reporting requirements exist for
hand held and/or on-site blood lead testing
technology, see 64D-3 FAC

Legionellosis

Leptospirosis

Listeriosis

Lyme disease

Malaria

Measles (Rubeola)

Meliodiosis

Meningitis (bacterial, cryptococcal, mycotic)

Meningococcal disease (includes meningitis
and meningococcemia)

Mercury poisoning

Mumps

Neurotoxic shellfish poisoning
Pertussis

Pesticide-related illness and injury
Plague

Poliomyelitis, paralytic and non-paralytic

ﬁ&
!
!
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*Reporting requirements for laboratories differ. For specific information on disease reporting, consult Rule 64D-3, Florida Administrative Code (FAC).

Psittacosis (Ornithosis)

Q Fever

Rabies (human, animal)
Rabies (possible exposure)
Ricin toxicity

Rocky Mountain spotted fever
Rubella (including congenital)

St. Louis encephalitis (SLE) virus disease
(neuroinvasive and non-neuroinvasive)

Salmonellosis
Saxitoxin poisoning (including paralytic
shellfish poisoning)(PSP)

Severe Acute Respiratory Syndrome-
associated Coronavirus (SARS-CoV) disease

Shigellosis

Smallpox

Staphylococcus aureus, Community
Associated Mortality

Staphylococcus aureus (infection with
intermediate or full resistance to
vancomycin, VISA, VRSA)
Staphylococcus enterotoxin B (disease due
to)

Streptococcal disease (invasive, Group A)
Streptococcus pneumoniae (invasive
disease)

Tetanus

Toxoplasmosis (acute)
Trichinellosis (Trichinosis)
Tularemia

Typhoid fever

Typhus fever (disease due to Rickettsia
prowazekii infection)

Typhus fever (disease due to Rickettsia
typhi, R. felis infection)

Vaccinia disease

Varicella (Chickenpox)

Varicella mortality

Venezuelan equine encephalitis virus
disease (neuroinvasive and non-
neuroinvasive)

Vibriosis (Vibrio infections)

Viral hemorrhagic fevers (Ebola, Marburg,
Lassa, Machupo)

West Nile virus disease (neuroinvasive and
non-neuroinvasive)

Western equine encephalitis virus disease
(neuroinvasive and non-neuroinvasive)
Yellow fever

Report immediately 24/7 by phone
upon initial suspicion or laboratory
test order

Report immediately 24/7
by phone

Report next business day

Other reporting timeframe




FLORIDA DEPARTMENT OF HEALTH — PRACTITIONER DISEASE REPORT FORM

(Please complete the following information to report the suspect or diagnosis of a disease which is reportable under Florida Administrative Code 64D-3.)

| Patient Information: l

5 T I T S N

[ Please check here if you would
like more copies of the form

| [ | [ ]
Last Name Area Code + Phone Number
I O 1 N e A 1 T O 0 I O Y
First Name Mi Date of Birth (MMDDYYYY) Social Security Number (no dashes)

|:| Hispanic
Ethnicity:
nicity |:| Non-Hispanic
|:| Unknown

) O [
ddres Gender: D hidls
DFemale

[ 18 T T 1 e I 1
|:| White ‘:l Other: _______

ity [Disease Specific Information: | gL sl
Date of Onset: | | | | [ l ‘ Disease Fatal? I:l Yes I:l No Race: [] Biack
I:l Asian

Patient
|:]Yes D No  Discharge Date:l [ l 1 I | |
I:l American Indian/AlaskaNative

Hospitalized?
Hospital Name: D Native Hawaiian/Pacific Islander

Pregnancy Status:
D Not Pregnant

D Pregnant

Number of Months_

Medicaid Number or Insurance:

D Unknown

Disease or Condition Reporting: For HIV/AIDS
and HIV exposed newborns please report

per forms indicated in F.A.C. 64D-3. [J Enteric disease due to Escherichia [] Legionellosis [0 Severe acute respiratory
Report immediately upon: coli O157:H7 [0 Leptospirosis syndrome (SARS)E* ¥
¥ = Initial suspicion 24/7 by phone [J Enteric disease due to other path-[] Listeriosis & [0 Shigellosis
B -oi is 2417 by ph ogenic Escherichia coli ;55 [0 Lyme disease [0 Smallpox =y
e = [ Giardiasis (acute) O LymphogranulomaVenereum [ Staphylococcus aureus, intermediate
O Anthrax JB0Y ] Glanders S8 ¥ (LGY) or full resistance to vancomycin Jg*
O Botulism, foodborne ;0¥ [J Gonorrhea 0 Malaria [0 Staphylococcus enterotoxin B2E
[0 Botulism, infant O Granuloma inguinale [0 Measles (Rubeola) S5* ¥ [0 Streptococcal disease, invasive
O Botulism, other/wound/unspecified #B*® [ Haemophilus influenzae, meningitis [ Melioidosis &* ¥ Group A
[ Brucellosis ;5 ¥ and invasive disease Jf*¥ [J Meningitis, bacterial, cryptococcal, [ Streptococcal pneumoniae, invasive
[ California serogroup virus disease [0 Hansen's disease other mycotic disease
[0 Campylobacteriosis [0 Hantavirus infection " [0 Meningococcal disease g* ¥ O Syphilis
1 Chancroid [0 Hemolytic uremic syndrome,f8* [1 Mercury poisoning [ Syphilis, pregnancy or neonate J&"
] Chlamydia [J Hepatitis, acute ASE O Mumps [ Tetanus
[ Cholera 8" ¥ [0 Hepatitis, acute B,C, D,E, G [0 Neurotoxic shellfish poisoning [0 Toxoplasmosis, acute
[ Ciguatera fish poisoning [0 Hepatitis, chronic B, C O Pertussis S&* O Trichinellosis (Trichinosis)
[ Clostridium perfringens epsilon toxin [0 Hepatitis B surface antigen [ Pesticide-related illness and injury [J Tuberculosis (TB)
[0 Conjunctivitis, in neonatal <14 days positive in pregnant woman or [ Plague S ¥ O Tularemia S8 Y
[0 Creutzfeldt-Jakob disease (CJD) child up to 24 months O Poliomyelitis}" - [0 Typhoid fever =
[0 Cryptosporidiosis [0 Herpes simplex virus (HSV) in [0 Psittacosis (Ornithosis) ] Typhus fever, endemic
O Cyclosporiasis infants up to six months 0 Q Fever O Typhus fever, epidemic 28" ¥
[ Dengue [J HSV anogenital in children<|2 yrs [] Rabies, animal T O Vaccinia disease ;8" ¥
O Diphther&a:’ L] [0 Human papilloma virus (HPV) 0 Rabies, humans8* O Varicella (chickenpox)
[J Eastern equine encephalitis anogenital in children=<I12 yrs [J Rabies possible exposure Date of vaccination __/__/__
virus disease [0 HPV assocated laryngeal papillo- (animal bite) Y [J Varicella mortality
O Ehrlichiosis, human granulocytic mas or recurrent respiratory O Ricin toxicityfg* ¥ [J Venezuelan equine encephalitis
(HEG) papillomatosis in children <6 yrs [] Rocky Mountain spotted fever virus disease " Y
I Ehrlichiosis, human monocytic [J HPV cancer associated strains O Rubella B ¥ [J Vibriosis,Vibrio infections
(HME) [0 Influenza — due to novel or pan- [ St. Louis encephalitis virus disease [ Viral hemorrhagic fevers S8 ¥
[] Ehrlichiosis, human other or demic strains S5 ¥ [J Salmonellosis [0 WVest Nile virus disease
unspecified species [0 Influenza — assocated pediatric [ Saxitoxin poisoning, including [0 Western equine encephalitis virus
[J Encephalitis, other (non-arboviral) mortality in persons <|8 yrsi' paralytic shellfish poisoning (PSP) disease
[J Lead poisoning O Yellow fever S5 ¥

[J Any Outbreak, grouping, or clustering of patients having similar disease, symptoms, syndromes: 5" ¥

Provider Information: | Medical Information: | Diagnosis Date:l | | | | | |
N -

ame Test Conducted!l:"(es D No Please attach lab
s record (if available)

Lab Name:

City, State, Zip: Lab Test Date: [ I | | | | | Lab Results:
Phone: () Provider Fax:(_ ) Treatment Provided? I:IYES |:| No lest Method:
Email:

Treatment:

813-276-2981
813-307-8000

County Health Department Fax:
CHD After-Hours Phone Number:

Medical Record Number:
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