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Universal Reporting Form

To report an immediately notifiable disease or condition, an outbreak among three or more people or an unusual manifestation of any disease or condition, or

any newly apparent or emerging disease or syndrom

e, call the Provider Access Line at 866-692-3641.

Diseases and conditions in green and marked with an asterisk (*) are immediately notifiable. Diseases and conditions marked with a dagger (*) are immediately
notifiable if the case meets the risk group criteria on Page 2. Report by calling the Provider Access Line at 866-692-3641.

For all other diseases and conditions, report them by using the online Provider Reporting Interface and Secure Messenger (PRISM) via NYC.ID at
a816-health.nyc.gov/prism; mailing this form to the NYC Department of Health and Mental Hygiene at 42-09 28th St., CN-22, Long Island City, NY 11101; or
calling 866-692-3641 for the appropriate fax number. Visit nyc.gov/health/diseasereporting for more information.

Patient Information
Patient Last Name

Patient First Name

Patient Middle Name

Date of Report

Patient AKA: Last Name | Patient AKA: First Name | Patient AKA: Middle Name |

7Age Date of Birth ‘7Country of Birth ‘7Social Security Number ‘ . .
Date of Diagnosis
Guardian Last Name (If Patient Is a Child) | Guardian First Name | Guardian Middle Name |
Medical Record Number Medicaid Number ‘
Date of lliness Onset

Patient Home Address City \ State \ ZIP Code \

Countrv Borough: [ Manhattan O Bronx O Brooklyn O queens [ staten Istand O unknown CINotNYC

Email Address Mobile Phone ‘ Home Phone

O unhoused

Patient’s sex assigned at birth:
O male Oremale O Unknown
[ sex assignment not listed here (specify):

Ochinese O

Patient’s ethnic or cultural groups (check all that apply):
OBlack ODwhite ClAmerican Indian or Alaska Native [Native Hawaiian or Pacific Islander [JAsian [JArab
[ Jamaican
[ Middle Eastern or North African L1 Puerto Rican [ Russian [l Patient does not identify with any specific ethnic or cultural group

Dominican DGuyanese OHaitian  Oindian O italian

Does the patient identify as Hispanic
or Latino?

O Yes, Hispanic or Latino

O No, not Hispanic or Latino

Ouewish [ Mexican

Admission date: Discharge date:

O
O unknown O Other (specify): Unknown
Patient’s current gender identify (only if age 12 or older): Patient’s sexual orientation (only if age 12 or older): Is the patient alive? Is the patient pregnant?
[ woman or girl O Man or boy Unknown | Gay or lesbian O Straight or heterosexual O unknown | O Yes O No OJ Unknown O Yes OO No LI Unknown
Transgender woman or transgender girl Bisexual If no, the patient’s date of death: If yes, the patient’s due date:
O Transgender man or fransgender boy O queer
O Nonbinary or genderqueer person O Questioning or not sure _— —_—
[ Gender identitv not listed here (specif): [ Sexual orientation not listed here (specifv): Is the case suspected to be due to health care-associated transmission?
O Yes No O unknown
Was the patient admitted to the hospital? O Yes O No O Unknown Is the patient a newborn infant? O Yes 0 No O Unknown

If yes, the name of the hospital where the infant was born:

The name of the facility where the mother obtained prenatal care:

Foreign Travel

Countries:

Date returned to the U.S.:

Other Information
Name of Person Reporting Disease

Email Address

Phone

Fax

Name of Facility of Person Reporting Disease

National Provider Identifier (NPI) Code

Permanent Facility Identifier (PFI) Code ‘

Facility Street Address

City

State ZIP Code \

Name of Hospital or Health Care Facility Providing Care for Patient

Facility National Provider Identifier (NPI) Code

Permanent Facility Identifier (PFl) Code ‘

Facility Street Address City State ZIP Code ‘
Name of Testing Laboratory Phone Clinical Laboratory Improvement Amendment (CLIA) Number ‘
Laboratory Street Address City State ZIP Code ‘
Name of Provider Caring for Patient National Provider Identifier (NPI) Code Fax ‘
Email Address Phone Mobile

Provider Street Address City State ZIP Code ‘

ONo

Are you reporting as a civil surgeon? O ves

O unknown


https://a816-health.nyc.gov/prism
https://www.nyc.gov/site/doh/providers/reporting-and-services/notifiable-diseases-and-conditions-reporting-central.page

Patient Last Name First Name Medical Record Number

Diseases and conditions in green and marked with an asterisk (*) are immediately notifiable. Diseases and conditions marked with a dagger (*) are immediately
notifiable if the case meets the risk group criteria on this page. Report by calling the Provider Access Line at 866-692-3641.

For all other diseases and conditions, report them by using the online Provider Reporting Interface and Secure Messenger (PRISM) via NYC.ID at
a816-health.nyc.gov/prism; mailing this form to the NYC Department of Health and Mental Hygiene at 42-09 28th St., CN-22, Long Island City, NY 11101; or calling
866-692-3641 for the appropriate fax number. Visit nyc.gov/health/diseasereporting for more information.

O Amebiasist Specif Tserogp& \ " HIV and AIDS [ shiga toxin-producing Escherichia coli (STEC)
infecti ithi infectiont
[ Anaplasmosis (human granulocytic anaplasmosis) Nyo‘:?ested Ug%ﬁ’ﬁs © Acute HIV infection should be reported within 24 infection
[ Animal bit the Envi tal Condit Oth " hours. HIVl|nfect|on (not acute)Aand AIDS shoulq be a Shigellosist
nimal bite — see the tnvironmental Londitions er (specify): reported within seven days of diagnoses or receipt of

section on Page 3. See rabies if potential for O Smallpox (variola)*

exposure.
O anthrax*

laboratory results. Report using the New York State
Provider Report Form (PRF). Call 518-474-4284 for
forms or call 212-442-3388 for more information.

[ Hantavirus disease*

O Hemolytic uremic syndrome O Staphylococcal enterotoxin B poisoning*

O Staphylococcus aureus, vancomycin intermediate

O Arboviral infections, acute* Hepatitis Case Reporting O influenza (VISA) and resistant (VRSA)*
Specify virus: Acute Hepatitis — All T (A B, and C) Suspected novel viral strain with pandemic Source:
’ cute Hepatitis — es (A, B, an )
If chikungunya, dengue, West Nile, yellow fever, or Jaundice'p O Yes I%f No [ Unknown O B(::trnnfr: aec%nda\l:ﬁg;?g 1;z;r}:3),f\‘g)e MIC (gl
Zika, report as such. Attach copies of diagnostic ALT(S GF-’T e: Unk y 9 ) O Streptococcus (Group A and B) invasivet
laboratory results if available. ( ™ ) va ue.' [CJunknown [ Lead poisoning — see the Poisonings section on Specify source: [ Blood [ ¢SF [ Unknown
O Babesiosis Total bilirubin value: CJunknown Page 3. Other (specify):
O Botulism* O Hepatitis At O Legioneliosist O O [0 syphilis (including congenital) — see the ST section
D Foodborne D Infant D Wound Total Ab to hepatitis A is not reportable. ecify positive test: DCulture Urine antigen on Page 4.
O . IgM anti-HAV: [] Positive [] Negative [J Unknown DFA L Serology LI NAAT or PCR [ Tetanus
Brucellosis [ Hepatitis Bt | Leprosy (Hansen’s disease) .
O - p: [ Toxic shock syndrome
Campylobacteriosis Total anti-HBc is not reportable. Report positive Leptospirosis O Trach
[ carbon monoxide poisoning* — see the Poisonings results for all other hepatitis B tests. For acute Listeriosist rachoma
section on Page 3. hepatitis B (new infection), if no obvious risk factor for O X O issibl iform phalopathy
infection other than a medical procedure is identified, Lyme disease (Creutzfeldt- -Jakob disease and vanants)

[ chancroid — see the STI section on Page4. report immediately (or the next business day) to

O Lymphocytic choriomeningitis virus or Testing (e.g., 14-3-3 on CSF, brain biopsy, autopsy, or

O chikungunya® 866-692-3641: lymphogranuloma venereum — see the STI section EEGI/MRI) completed:
[ chlamydia — see the STI section on Page 4. IgM anti-HBc: Positive L_| Negative L_] Unknown on Page 4.
O cholera* HBsAg: Positive _{ Negative [ Unknown Malaria® O Trichinosis
. HBeAg: Positive L1 Negafive L1 Unknown lect at least one of the following: : ; ;
O coronavirus, severe or novel (e.g., SARS or HBV DNA (e.g., nucleic acid test or PCR): . . | X [ Tuberculosis — see the Tuberculosis (TB) section on
: g g O
MERS-CoV)* (| Posmve O Negatwe O Unknown Falciparum Vivax Malariae Page 3
o Ovale Undetermined N

Dicomn-ssars cov2 L s o s Syl 1, | Compts v T sectonan e Ll Tulrenis
O Creutzfeldt-Jakob di | —seetr i Indica{e sexual partners in the past year (check all " Oweastes (rubeola)” D] Typhoid fever!

spongiform encephalopathy. that apply): Melioidosis* [ Vaccinia disease (adverse events associated with
[ cronobacter (in infants 12 months or younger) Woman  [IMan Unknown [ None O merinait: i smallpox vaccination)*
O L Meningitis, bacterial Ovari )

Cryptosporidiosist Transgender woman Transgender man Varicella (not shingles)

O Cyclosporiasis

O Dengue
Attach copies of dengue diagnostic laboratory results
if available.

O piphtheria*

[ Drownings — see the Environmental Conditions
section on Page 3.

[ enrlichiosis (human monocytic ehrlichiosis)
If human granulocytic anaplasmosis, report as
anaplasmosis.

O Encephalitis
If July 1 through October 31, consider and test for
West Nile virus. If due to another reportable disease
(e.g., Lyme disease, West Nile, or arbovirus), report
under that other disease.

O Escherichia coli 0157:H7 infection®

[ Falls from windows — see the Environmental
Conditions section on Page 3.

OFood poisoning in a group of two or more
individuals*

O Giardiasist

[ Glanders*

O Gonorrhea — see the STI section on Page 4.

[ Granuloma inguinale — see the STl section on
Page 4.

O+ philus infl (invasive di )
Test type:
Culture Antigen [JPCR
Gram stain |_] Other (specify):
Specimen source:
Blood  [JcCsF [ unknown
[ Other (specify):

O Hepatitis B in pregnant or postpartum patients*

Maternal test results: HBsAg:DPositiveD Negative
HBV DNA result: 1U/mL

Expected date of delivery:
Expected birth hospital:

Postpartum: Infant chart number:
Birth weight: grams
Infant name (last name, first name. middle initial):

Infant birth date:

Infant birth time: DaAm.DpAm.
HBIG date:

HBIG time: Oam.Opm.

Hepatitis B vaccine (first dose) date:
Hepatitis B vaccine (first dose) time:
p.m.

Fax this form to 347-396-8846. For details, call
347-396-2403.

O Hepatitis Ct+

Report HCV antibody (EIA) and HCV RNA positive
tests® for acute cases:
HCV antibody (EIA): [ Positive
HCV RNA (e.g., nucleic acid test or PCR):

Positive
*Describe symptoms, risk history, and risk factors in
the comments box on Page 4.
§ Include laboratory-based or point-of-care test results.
For more information on hepatitis reporting and care,
visit nyc.govisite/doh/providers/health-topics/
hepatitis.page.

I Herpes, neonatal — see the STI section on Page 4.

Snecifv the hacteria identified:

O Meningococcal disease, invasive (including
meningitis)*
t type or specimen source:

Blood culture CSF culture
Antigen test from CSF Gram stain
PCR Other (specify):

| Mpox*

O Mumps'

| Paratyphoid fevert

Pertussis (whooping cough)t

O Pesticide poisoning — see the Poisonings section
on Page 3.

O Plague*

O Poisoning — see the Poisonings section on Page 3.
O potiomyelitis*

(| Psittacosis

O Q fever*

O Rabies and exposure to rabies* — see animal bites
in the Environmental Conditions section on Page 3.

O Respiratory syncytial virus, pediatric death
(children under 18 years of age)

| Ricin poisoning*
O Rickettsialpox
| Rocky Mountain spotted fever
| Rubella (German measles)*
(| Rubella syndrome, congenital
Salmonellosis*
Serogroup:

If due to Salmonella Typhi or Salmonella Paratyphi,
select typhoid fever or paratyphoid fever.

O Vibrio species, non-cholera
Specify species:

Oviral hemorrhagic fever*

[0 West Nile fever and viral neuroinvasive disease
(e.g., meningitis and encephalitis)*
Attach copies of diagnostic laboratory results if
available.

O veliow fever*
Attach copies of diagnostic laboratory results if
available.

O Yersiniosis, non-plaguet

O zika*

* Report suspected and confirmed cases to 866-692-3641. T If the case meets any of the risk group criteria on this page, report immediately to 866-692-3641.

Risk Groups for Disease Exposure or Transmission

Complete this section for diseases marked with a dagger (1). If the case meets any criteria,

ort it immediately to 866-692-3641.

Patient works in O child care O Food service O Health care facility O correctional facility [ Long-term care facility or nursing home [ position with routine animal contact
(check all that apply): [ Clinical or research laboratory O unknown O other (specify):
Name of workplaces: Location of workplaces: Type of work:
Patient attends or [ Assisted living facility [ school [ pormitory [ Long-term care facility or nursing [ shetter [ pay care or group babysit
resides in: Correctional facility home O unknown [ other congregate living facility (specify):

Name of facilities:

Location of facilities:

-



https://a816-health.nyc.gov/prism
https://www.nyc.gov/site/doh/providers/reporting-and-services/notifiable-diseases-and-conditions-reporting-central.page
http://nyc.gov/site/doh/providers/health-topics/hepatitis.page
http://nyc.gov/site/doh/providers/health-topics/hepatitis.page

Patient Last Name First Name Medical Record Number
Environmental Conditions
I Animal bites O orownings
O Exposure to rabies* Respiratory impairment from submersion or immersion
Including a bite from or other exposure to any animal confirmed to have rabies, any rabies vector species (e.g., raccoon, bat, skunk, fox, or coyote), or any in liquid.
mammal exhibiting signs suggestive of rabies. Drowning location:
Animal species: Dateofbite: Outcome:  [JDeath []Morbidity ] No morbidity
Breed: Colors: Area of body bitten:
Oowned [dsStray [JUnknown Activity at time of bitfe: O window falls
Owner’s name: Place of occlurrence. For falls from windows of buildings with three or more
Address: Treatment given: __ dwellings by children age 16 and younger, report by
- . Rabies prophylaxis: [Yes  CJNo calling 646-632-6023 or completing the Child Window Fall
City, State, ZIP code
Ph c;n o ' ) :Rll)G ) E $93 E mo Reporting Form.
: abies vaccine: es o
 Poisonings |
Route of Exposure | Chemical Quantity Reason and Setting Symptom Assessment (Check all that apply.)
[ ingestion O Lead I wmiiiter (mL): Unintentional: Intentional: I None [ Seizure
O ocular For people age 16 and older, indicate: O Mouthful: [ General [ Suspected suicide | ] Nausea, vomiting, [ Eectrolyte abnormalities
Employer: R . [ Environmental: I Misuse or diarrhea
[ Dermal Osip: ) [ Cough or shortness of
O Inhalation Employer phone: O Tablespoon: [ Indoor [ Abuse [ Lethargic, stupor, breath
o : or coma
O Aural O carbon monoxide O 1ab, pil, or cap: E‘ Outdoor £ Unknown O Agitated O Ocular irritation
Osi Source: [ Furnace or boiler O ' [ Misuse Other: glate A
fte ; Taste, lick, or drop: [ Bite or sting [ Contamination or [ Hypertensive [ Skiniritation
) O Generator [ Vehicle
[ sting [ Other (specify): O Teaspoon: [ Food poisoning tampering [ Hypotensive [ Unknown
Owv ' O unknown [ Occupati [ Malicious [ Tachycardia ify):
. . pational Y [ Other (specify):
g Arsenic g Cadmium [ Dietary [ withdrawal [ Brachycardia
O Zercury Pesticide Date and Time of Exposure | [ Consumer product IA__d|verse reaction: Provider Treatment
ther (specify): ici Dru
(specify) ﬁ E ;Zti'sg;n O Foo% [CJNo therapy required O Irrigated eye
Specimen Source Laboratory accession number: ——=>=nhmn (accidental ingestion) [ Other E Oral fluids Sﬁxlygen
[ Unknown [ Unknown Emesis aloxone
O Capillary [ Venous [ Urine O Lavage [150% dextrose or
[ Other (specify): Results (units): Vital Signs . thiamine
E— [ Activated charcoal D Akalinize urine
Date collected: Purpose of test: Body weight: Resp.: Pupils: [ Cathartic :
O it Op ki Cloi i [ N-acetylcysteine
—_— nitial ounds ilograms ey - OFOc ilated [ Chelation (mucromyst)
Date analyzed: [JRepeat BP: [ Constricted . .
O Foliow-up —_ Pulse: [ insect sting t [ Other (specify):
—_— managemen
PatieDnt’s status at time of rgporting: AFB Smear OcTscan CIMRI Test for TB Infection
Under 5 years old with LTBI O Positive Body site:
[ 7B suspect or case Smear grade: [ suspicious Chest [ Pelvis [ History of positive test result
Indicate all sites of disease for TB suspect or case: O 1+ (rare) 2+ (few) CJAbdomen [ Spine . Year (YYYY):
[ Pulmonary [J3+ (moderate) [ 4+ (numerous) [ Head [ Other (specify): Date of most recent test;
O Lymphatic CINegative O Pending E Unknown
[ Bone or joint I Not done [ Unknown Neck Type of test:
[ Sof issue or muscles Nucleic Acid Amplification (NAA) Tuberculin skin test (TST or PPD)
O Pertoneal Tost type [CINormal [ QuantiFERON-TB Gold Plus (QFT-Plus)
[ Meningeal [ Abnormal [ 71-sPOTTB
[ Genitourinary O Positive [ Negative [ Consistent with TB [ Other (specify):
[ Gastrointestinal E Eeﬂdlng I Not done [ Evidence of cavity
[ Other (specify): ’ n nownl [ Evidence of miliary TB [ Positive [ Negative [ Unknown
Mutation analysis testtype: I Not consistent with TB O Indeterminate CJ Borderline
Collection date: [JUnknown | Mutation detected? [ Yes O No [ Unknown Induration: mm
If yes, list the genes with mutations:
Laboratory Results Mycl:lobactelr?um B complle:xI culturg: Treatment
Specimen number: [ Unknown 0 Egi'{;‘i\% 0 gsg?ann\g?nated On anti-TBD medications: [JYes [No [ Unknown
Specimen source: [ Not done [ unknown Please complete for each medication:
O Sputum ) Pathology consistent with TB: Medication Dose (mg) Frequency per Day Start Date
[ Tracheal aspirate CIYes [CINo  [JUnknown Isoniazid (INH)
[ Bronchial fluid or bronchoalveolar lavage [ Unknown Riampin (RF)
ifampin
a Lymph node Date: p '
[ Lung tissue Path —I - b Pyrazinamide (PZA)
: athology specimen number:
[ Pleural fluid 9y spect Ethambutol (EMB)
OPleura Pathology specimen source: Other 1:
E Blood Pathology findings: Other 2'
Urine er 2.
Other (specify): ’ " | Other 3:
[ Other (specify) Chest Xoay: Other 3
I Normal Airbome isolation:  [JYes [No  [JUnknown
[ Abnormal
[ Consistent with TB If yes, date initiated: Date discontinued:
[ Evidence of cavity ] ) o o
[ Evidence of miliary TB Describe other medical problems or other pertinent information in the comments box on Page 4.
I Not consistent with TB

* Report suspected and confirmed cases to 866-692-3641. 1 If the case meets any of the risk group criteria on Page 2, report inmediately to 866-692-3641.
—_3—



Patient Last Name

First Name

Medical Record Number

Sexually Transmitted Infections

As of the date of this report:

For All Sexually Transmitted Infections Reports

Were any of the patient’s sex partners notified Did you provide treatment for any of the patient’s Is the patient on pre-exposure prophylaxis (PrEP) Indicate the gender of all sexual partners
of possible exposure to a sexually transmitted partners? (Check all that apply.) to prevent HIV infection? in the past year (check all that apply):
infections (STI)? (Check all that apply.) [ Yes, | saw sex partner(s) in my office. [ Yes, the patient started PrEP at the time of current OWoman [Man [JUnknown
[ Yes, our office notified the partner(s). [ Yes, | gave extra medication for (number) STl diagnosis. [ Transgender woman [] Transgender man
[ Yes, the patient was asked to notify their partner(s). [ Yes, the patient was already on PrEP at the time
partner(s). [ Yes, | wrote a prescription for (number) of current STI diagnosis. Did you prescribe doxycycline post-exposure
INo partner(s). CNo prophylaxis (doxy PEP) during this patient
[ Unknown [ Yes, some other way (specify): [ Unknown encounter to prevent STls?
OYes [No [ Unknown
CINo [ Unknown
D chancroid |:| Lymphogranuloma venereum For congenital syphilis (continued): Syphilis (continued):
. . Did the infant or child have any signs of congenital Syphilis test types (check all that apply:)
Specify type of specimen: Clinical presentation (check all that apply): syphilis? (Check all that apply) . -
OpPenle  [OVaginal  [CJEndocervical [ Proctis O Lymphadenopathy [JCondylomalata [ Snuffes 1. Serologic tests for syphilis
Anorectal [ Oropharyngeal OJ8Buboe [ Skin lesion L Syphiltic skin rash A. Nontreponemal test
[ Other (specify): O Other (specify): [ Hepatosplenomegaly - ORPR [JReactive [JNonreactive
Specimen collection date: Specimen collection date: [ Jaundice due to syphilitic hepatitis Titer:
) [ Pseudoparalysis ~ []Edema OVDRL [JReactive [JNonreactive
Treatment: Treatment: [ Other (specify): Ther:
Treatmentdate: _____ [ Unknown Tregtmentdate: [ [Unkmown Specimen collection date:

[ chlamydia (cT)
Specify type of specimen:
[ Endocervical [J Urethral ] Anorectal
[ Oropharyngeal [ Urine
[ Other (specify):
Specify test type:
Ocuture I Nucleic Acid Amplification
[ Nucleic acid hybridization
OEA JDFA
[ Other (specify):
Specimen collection date:

Treatment:
Treatment date: [ Unknown

|:| Gonorrhea* (GC)
Specify type of specimen:
[ Endocervical [ Urethral ] Anorectal
[ Oropharyngeal [ Urine
[ other:
Specify test type:
Oculture I Nucleic acid amplification

[ Nucleic acid hybridization
OeA CJoFa

[ Other (specify):

|:| Herpes, neonatal

Herpes simplex virus infection in infants age 60

days and younger.

[ Clinical diagnosis

[ Lab confirmed diagnosis
Ocutture Orcr
[ Other (specify):

Herpes type: [ Type 1 [JType 2 [ Not typed

Clinical syndrome (check all that apply):
[ Skin, eye, or mucous membrane infection
I CNS involvement

Did the infant or child have long bone X-rays?

[ X-rays show changes consistent with congenital
syphilis.

[ X-rays were performed, but no signs of congenital

syphilis.
X-rays were not performed.
[ Unknown

Did the infant or child receive treatment?

[ Yes, with aqueous or procaine penicillin for 10 days.
[ Yes, witha single intramuscular dose of benzathine

penicillin G.
[ Yes, with other treatment (specify):

NS Inv : I No treatment
[ Disseminated disease [ Unknown
Herpes lesions present?
[ Yes, anatomic site: [ syphitiss
ONo [ Unknown
Stage:
[ Congenital

Specimen collection date:

Treatment for infant:
Treatment date: [ Unknown

Specimen collection date:

Treatment1: __mg/gram
Treatment2: _mg/gram
Treatment date: [ Unknown

D Granuloma inguinale
Specify type of specimen:
[ Penile [Vaginal  [JEndocervical
JAnorectal ] Oropharyngeal
[ Other (specify):
Specimen collection date:

Treatment:

Treatment date: ] Unknown

D For neonatal herpes and congenital syphilis:
Parent who delivered this infant:

First name:

Last name:

Phone:
Date of birth:
Address:
City — ZIPcode:
Birth hospital:
Labor and delivery medical record number:

I:I For congenital syphilis:

Vital status:
OAlive [ stilborn
[ Bomn alive, thendied [ Unknown

Birth weight in grams:

Estimated gestational age (weeks):

[ Primary, chancre present (check all that apply):

OPenile  [Vaginal [ Endocervical
JAnorectal ] Oropharyngeal

[ other (specify):

[ Secondary (check all that apply):
[JAlopecia [ Condylomata
[ Mucous patches [JRash
[ Other (specify):

[ Early latent (no symptoms, infection of < 1
year)

[ Late latent (no symptoms, infection of > 1
year)

[ Tertiary, gumma, or cardiovascular
Neurological symptoms present?
OYes [OONo [ Unknown
Ocular symptoms present?

OYes [OONo  [JUnknown
Otologic symptoms present?

OYes [ONo  [JUnknown

Treatment (list medication and dosage):

Treatment date:
[ Unknown

B. Treponemal test

O TP-PAIMHA-TP ] Reactive (] Nonreactive
O FTA [ Reactive [J Nonreactive
[ Treponemal IgG [ Reactive [J Nonreactive

Specimen collection date:

N

. Cerebrospinal fluid tests
[JcsFVDRL  [JReactive [JNonreactive
Titer:

[OCSFFTA  [JReactive [JNonreactive
[ Other test: Result:

Specimen collection date:

[ Elevated CSF protein O YesINo
[JElevated CSF leukocytes [ Yes CINo
Specimen collection date:
3. Organism visualization

Darkfield

[ Positive [ Negative
Nucleic Acid Amplification Test

[ Positive [ Negative
Immunohistochemistry or special stain

O Positive [ Negative
Direct fluorescence antibody

[ Positive [ Negative
[ Other test: Result:
Specimen collection date:

* For uncomplicated gonococcal infection of the cervix, urethra, rectum, or pharynx among adults and adolescents, administer 500 mg of ceftriaxone intramuscularly in a single dose for people weighing < 150 kg, or 1 g of
ceftriaxone for people weighing = 150 kg. If chlamydial infection has not been excluded, treat for chlamydia with 100 mg of doxycycline orally two times per day for seven days. During pregnancy, administer 1 g of

azithromycin orally in a single dose.

§ Licensed health care providers can access current and historical syphilis test results and treatment information in the NYC Syphilis Registry to inform the diagnosis and management of syphilis in their patients. For more
information, visit nyc.gov/assets/doh/downloads/pdf/std/hcp-syphilis-registry-check.pdf or call 347-396-7201.

Comments



https://nyc.gov/assets/doh/downloads/pdf/std/hcp-syphilis-registry-check.pdf

	Universal Reporting Form 
	Patient Information 
	Other Information 
	Patient AKA: Middle Name 

	First Name 
	nyc.gov/health/diseasereporting 
	Risk Groups for Disease Exposure or Transmission 
	Foodborne 
	Position with routine animal contact 

	First Name 
	Stray 
	Environmental Conditions 
	Poisonings 
	Tuberculosis 
	Environmental Conditions 

	First Name 
	Sexually Transmitted Infections 
	Sexually Transmitted Infections 


	Address: 
	PI: 
	 Patient Last Name: 
	 First Name: 
	 Middle Name: 
	 Patient AKA: Last Name: 
	 AKA: First Name: 
	 AKA: Middle Name: 
	 Age: 
	 Date of Birth: 
	 Country of Birth: 
	 Social Security Number: 
	 Guardian Last Name (If Patient is a Child): 
	 Guardian First Name (If Patient is a Child): 
	 Guardian Middle Name: 
	 Medical Record Number: 
	 Medicaid Number: 
	 Patient Home Address: 
	 City: 
	 State: 
	 ZIP code: 
	 Country: 
	 Email Address: 
	 Mobile Phone: 
	 Home Phone: 
	 Sex assignment not listed here (please specify):: 
	 Other ethnic or cultural group (specify): 
	 Patient's sexual orientation not listed here (specify): 
	 Name of the hospital where the infant was born: 
	 Name of the facility where the mother obtained prenatal care: 
	 Foreign Travel: 
	 Date returned to the U: 
	S: 


	Date of Report: 
	Date of Diagnosis: 
	Date of Illness Onset: 
	Manhattan: Off
	Bronx: Off
	Brooklyn: Off
	Queens: Off
	Staten Island: Off
	Unknown borough: Off
	Not NYC: Off
	Unhoused: Off
	Male: Off
	Female: Off
	Unknown sex assigned at birth: Off
	Sex assignment not listed here: Off
	Black: Off
	White: Off
	American Indian or Alaska Native: Off
	Native Hawaiian or Pacific Islander: Off
	Asian: Off
	Arab: Off
	Chinese: Off
	Dominican: Off
	Guyanese: Off
	Haitian: Off
	Indian: Off
	Italian: Off
	Jamaican: Off
	Jewish: Off
	Mexican: Off
	Middle Eastern or North African: Off
	Puerto Rican: Off
	Russian: Off
	Patient does not identify with any specific ethnic or cultural group: Off
	Unknown ethnic or cultural group: Off
	Other ethnic or cultural group (specify): Off
	Yes, Hispanic or Latino: Off
	No, not Hispanic or Latino: Off
	Unknown identity: Off
	Woman or girl: Off
	Man or boy: Off
	Unknown gender identity: Off
	Transgender woman or transgender girl: Off
	Transgender man or transgender boy: Off
	Nonbinary or genderqueer person: Off
	Gender identity not listed here (specify): Off
	PI: 
	 Patientʼs current gender identify (only if age 12 or older): 
	 Patientʼs date of death: 
	 Patientʼs due date: 
	 Was the patient admitted to the hospital?1: 
	 Was the patient admitted to the hospital?2: 

	Straight or heterosexual: Off
	Unknown sexual orientation: Off
	Bisexual: Off
	Queer: Off
	Questioning or not sure: Off
	Sexual orientation not listed (specify): Off
	Yes, patient alive: Off
	No, patient not alive: Off
	Unknown if patient alive: Off
	Yes, patient pregnant: Off
	No, patient not pregnant: Off
	Unknown if patient pregnant: Off
	Yes: Off
	No: Off
	Unknown transmission: Off
	Yes, admitted: Off
	No, not admitted: Off
	Unknown if admitted: Off
	Yes, newborn infant: Off
	No, not newborn infant: Off
	Unknown if infant: Off
	Name of Person Reporting Disease: 
	Email address: 
	Reporter phone: 
	Reporter fax: 
	Name of Facility of Person Reporting Disease: 
	National Provider Identifier (NPI) Code1: 
	Permanent Facility Identifier (PFI) Code1: 
	Facility Street Address1: 
	Reporter city: 
	Reporter state: 
	Reporter zip code: 
	Facility name of Hospital or Health Care Facility Providing Care for Patient: 
	Facility National Provider Identifier (NPI) Code: 
	Permanent Facility Identifier (PFI) Code2: 
	Facility Street Address2: 
	Facility city: 
	Facility state: 
	Facility zip code: 
	Name of Testing Laboratory: 
	Lab phone: 
	Clinical Laboratory Improvement Amendment (CLIA) Number : 
	Laboratory Street Address: 
	Lab city: 
	Lab state: 
	Lab zip code: 
	Name of Hospital or Health Care Facility Providing Care for Patient: 
	National Provider Identifier (NPI) Code2: 
	Fax: 
	Email Address: 
	Provider phone: 
	Mobile: 
	Provider Street Address
: 
	Provider city: 
	Provider state: 
	Provider zip code: 
	Yes, civil surgeon: Off
	No, not civil surgeon: Off
	Unknown if civil surgeon: Off
	Patient Last Name2: 
	Fisrt Name2: 
	Medical Record Number2: 
	Amebiasis: Off
	Anaplasmosis: Off
	Animal bite: Off
	Anthrax: Off
	Arboviral infections, actue: Off
	Arboviral infections, acute* (specify virus): 
	Babesiosis: Off
	Botulism: Off
	Botulism, foodborn: Off
	Botulism, infant: Off
	Botulism, wound: Off
	Brucellosis: Off
	Campylobacteriosis: Off
	Carbon monoxide poisoning: Off
	Chancroid, condition: Off
	Chikungunya, condition: Off
	Chlamydia, condition: Off
	Cholera: Off
	Coronavirus, severe or novel: Off
	COVID-19: Off
	Creutzfeldt-Jakob disease: Off
	Cronobacter: Off
	Cryptosporidiosis: Off
	Cyclosporiasis: Off
	Dengue: Off
	Diptheria: Off
	Drownings, condition: Off
	Ehrlichiosis: Off
	Encephalitis: Off
	Escherichia coli O157:H7 infection: Off
	Falls from windows: Off
	Food poisoning: Off
	Giardiasis: Off
	Glanders: Off
	Gonorrhea, condition: Off
	Granuloma inguinale, condition: Off
	Haemophilus influenzae: Off
	Test type, culture: Off
	Test type, antigen: Off
	Test type, PCR: Off
	Test type, gram stain: Off
	Test type, other: Off
	Test type other (specify): 
	Specimen source, blood1: Off
	Specimen source, CSF: Off
	Specimen source, unknown: Off
	Specimen source, other (specify): Off
	Specimen source other (specify) 1: 
	Serotype, type B: Off
	Serotype, not typable: Off
	Serotype, not tested: Off
	Serotype, unknown: Off
	Serotype, other (specify): Off
	Serotype other: 
	Hantavirus disease: Off
	Hemolytic uremic syndrome: Off
	Yes Jaundice: Off
	No Jaundice: Off
	Unknown Jaundice: Off
	ALT (SGPT) value: 
	ALT (SGPT) value unknown: Off
	Total bilirubin value: 
	Bilirubin value unknown: Off
	Hepatitis A: Off
	Positive IgM anti-HAV: Off
	Negative IgM anti-HAV: Off
	Unknown IgM anti-HAV: Off
	Hepatitis B: Off
	IgM anti-HBc positive: Off
	IgM anti-HBc Negative: Off
	IgM anti-HBc Unknown: Off
	HBsAg Positive: Off
	HBsAg Negative: Off
	HBsAg Unknown: Off
	HBeAg Positive: Off
	HBeAg Negative: Off
	HBeAg Unknown: Off
	HBV DNA (e: 
	g: 
	, nucleic acid test or PCR) positive: Off
	, nucleic acid test or PCR) negative: Off
	, nucleic acid test or PCR) unknown: Off


	Indicate sexual partners in the past year, woman: Off
	Indicate sexual partners in the past year, man: Off
	Indicate sexual partners in the past year, uknown: Off
	Indicate sexual partners in the past year, none: Off
	Indicate sexual partners in the past year, transgender woman: Off
	Indicate sexual partners in the past year, transgender man: Off
	Hepatitis B in pregnant or postpartum patients: Off
	Hepatitis B in pregnant or postpartum patients, maternal test results: Off
	Hepatitis B in pregnant or postpartum patients, maternal test results, negative: Off
	HBV DNA result: 
	Expected date of delivery: 
	Expected birth hospital: 
	Expected birth hospital line 2: 
	Postpartum: Infant chart number: 
	Birth weight: 
	Infant last name: 
	Infant first name: 
	Infant middle initial: 
	Infant birth date: 
	Infant birth time: 
	Infant birth time a: 
	m: Off

	Infant birth time p: 
	m: Off

	HBIG date: 
	HBIG time: 
	HBIG time a: 
	m: Off

	HBIG time p: 
	m: Off

	Hepatitis B vaccine (first dose) date: 
	Hepatitis B vaccine (first dose) time: 
	Hepatiti B vaccine (first dose) time a: 
	m: Off

	Hepatiti B vaccine (first dose) time p: 
	m: Off

	Hepatitis C: Off
	HCV antibody (EIA), positive: Off
	HCV RNA (e: 
	g: 
	, nucleic acid test or PCR), positive: Off


	Herpes, neonatal, condition: Off
	Influenza: Off
	Suspected novel viral strain with pandemic potential (e: 
	g: 
	, avian H5N1 or H7N9): Off


	Death in a child under 18 years of age: Off
	Lead poisoning: Off
	Legionellosis: Off
	Specify positive test, culture: Off
	Specify positive test, urine antigen: Off
	Specify positive test, DFA: Off
	Specify positive test, serology: Off
	Specify positive test, NAAT or pCR: Off
	Leprosy (Hansen's disease): Off
	Leptospirosis: Off
	Listeriosis: Off
	Lyme disease: Off
	Lymphocytic choriomeningitis virus or lymphogranuloma venereum: Off
	Malaria: Off
	Falciparum: Off
	Vivax: Off
	Malariae: Off
	Ovale: Off
	Undetermined: Off
	Measles (rubeola): Off
	Melioidosis: Off
	Meningitis, bacterial: Off
	Specify the bacteria identified: 
	Meningococcal disease, invasive (including meningitis): Off
	Test type or specimen source, blood culture: Off
	Test type or specimen source, CSF culture: Off
	Test type or specimen source, antigen test from CSF: Off
	Test type or specimen source, gram stain: Off
	Test type or specimen source, PCR: Off
	Meningococcal disease, test type or specimen source, other (specify): Off
	Test type or specimen source, other (specify): 
	Mpox: Off
	Mumps: Off
	Paratyphoid fever: Off
	Pertussis (whooping cough): Off
	Pesticide poisoning: Off
	Plague: Off
	Poisoning: Off
	Poliomyelitis: Off
	Psittacosis: Off
	Q fever: Off
	Rabies and exposure to rabies: Off
	Respiratory syncytial virus, pediatric death: Off
	Ricin poisoning: Off
	Rickettsialpox: Off
	Rocky Mountain spotted fever: Off
	Rubella (German measles): Off
	Rubella syndrome, congenital: Off
	Salmonellosis: Off
	Serogroup: 
	Shiga toxin-producing Escherichia coli (STEC) infection: Off
	Shigellosis: Off
	Smallpox (variola): Off
	Staphylococcal enterotoxin B poisoning: Off
	Staphylococcus aureus, vancomycin intermediate (VISA) and resistant (VRSA): Off
	Source: 
	MIC (µg/ml): 
	Streptococcus (Group A and B) invasive: Off
	Streptococcus (Group A and B) invasive, blood: Off
	Streptococcus (Group A and B) invasive, CSF: Off
	Streptococcus (Group A and B) invasive, unknown: Off
	Streptococcus (Group A and B) invasive, source, other (specify): Off
	Streptococcus (Group A and B) invasive, other (specify): 
	Syphilis (including congenital): Off
	Tetanus: Off
	Toxic shock syndrome: Off
	Trachoma: Off
	Transmissible spongiform encephalopathy (Creutzfeldt-Jakob disease and variants): Off
	Testing completed: 
	Trichinosis: Off
	Tuberculosis: Off
	Tularemia: Off
	Typhoid fever: Off
	Vaccinia disease (adverse events associated with smallpox vaccination): Off
	Varicella (not shingles): Off
	Vibrio species, non-cholera: Off
	Vibrio species, non cholera, specify species: 
	Viral hemorrhagic fever: Off
	West Nile fever and viral neuroinvasive disease (e: 
	g: 
	, meningitis and encephalitis): Off


	Yellow fever: Off
	Yersiniosis, non-plague: Off
	Zika: Off
	Child care: Off
	Food service: Off
	Health care facility: Off
	Correctional facility: Off
	Long-term care facility or nursing home: Off
	Position with routine animal contact: Off
	Patient works in clinical or research laboratory: Off
	Patient works in unknown: Off
	Patient works in, other (specify): Off
	Patient works in other (specify): 
	Name of workplaces: 
	Location of workplaces: 
	Type of work: 
	Assisted living facility: Off
	School: Off
	Dormitory: Off
	Long-term care facility or nursing: Off
	Shelter: Off
	Day care or group babysit: Off
	Patient attends or resides in, correctional facility home: Off
	Patient attends or resides in, unknown: Off
	Patient attends or resides in, other congregate living facility (specify): Off
	Other congregate living facility (specify): 
	Name of facilities: 
	Location of facilities: 
	Patient Last Name3: 
	Fisrt Name3: 
	Medical Record Number3: 
	Animal bites: Off
	Exposure to rabies: Off
	Animal species: 
	Breed: 
	Colors: 
	Owned: Off
	Stray: Off
	Animal bites, unknown: Off
	Owner’s name: 
	City, State, ZIP code: 
	Phone1: 
	Date of bite: 
	Area of body bitten: 
	Activity at time of bite: 
	Place of occurrence: 
	Treatment given1: 
	Rabies prophylaxis, yes1: Off
	HRIG, yes1: Off
	HRIG, no1: Off
	Rabies vaccine, yes: Off
	Rabies vaccine, no: Off
	Rabies prophylaxis, yes: Off
	Rabies prophylaxis, no: Off
	HRIG, yes: Off
	HRIG, no: Off
	Rabies vaccine, yes1: Off
	Rabies vaccine, no1: Off
	Drownings: Off
	Drowning location: 
	Outcome, death: Off
	Outcome, morbidity: Off
	Outcome, no morbidity: Off
	Window falls: Off
	Ingestion: Off
	Ocular: Off
	Dermal: Off
	Inhalation: Off
	Aural: Off
	Bite: Off
	Sting: Off
	IV: Off
	Lead: Off
	Employer: 
	Employer phone: 
	Carbon monoxide: Off
	Furnace or boiler: Off
	Generator: Off
	Vehicle: Off
	Source, other (specify): Off
	Carbon monoxide source, other (specify): 
	Arsenic: Off
	Cadmium: Off
	Mercury: Off
	Pesticide: Off
	Chemical, other (specify): Off
	Other (specify): 
	Specimen source, capillary: Off
	Specimen source, venous: Off
	Specimen source, urine1: Off
	Specimen source, other (specify)1212: Off
	Specimen Source, other: 
	Specimen source, date collected: 
	Specimen source, date analyzed: 
	Laboratory accession number: 
	Results (units): 
	Purpose of test, initial: Off
	Purpose of test, repeat: Off
	Purpose of test, follow-up: Off
	Mililiter (mL): Off
	Milliliter (mL): 
	Quantity, mouthful: Off
	Mouthful: 
	Quantity, sip: Off
	Sip: 
	Quantity, tablespoon: Off
	Tablespoon: 
	Quantity, tab, pill, or cap: Off
	 Tab, pill, or cap: 
	Quantity, taste, lick, or drop: Off
	Taste, lick, or drop: 
	Quantity, teaspoon: Off
	Teaspoon: 
	Quantity, unknown: Off
	Date of exposure: 
	Time of exposure: 
	Poisonings, time of exposure, a: 
	m: Off

	Poisonings, time of exposure, p: 
	m: Off

	Reason and setting, general: Off
	Reason and setting, environmental: Off
	Reason and setting, environmental, indoor: Off
	Reason and setting, environmental, outdoor: Off
	Reason and setting, misuse: Off
	Reason and setting, bite or sting: Off
	Reason and setting, food poisoning: Off
	Reason and setting, occupational: Off
	Reason and setting, dietary: Off
	Reason and setting, consumer product: Off
	Reason and setting, pesticide: Off
	Reason and setting, medication: Off
	Reason and setting,unknown: Off
	Reason and setting, suspected suicide: Off
	Reason and setting, intentional misuse: Off
	Reason and setting, abuse: Off
	Reason and setting, intentional, unknown1: Off
	Reason and setting, other1: Off
	Reason and setting, malicious: Off
	Reason and setting, withdrawal: Off
	Reason and setting, drug: Off
	Reason and setting, food: Off
	Reason and setting, other: Off
	Reason and setting, intentional, unknown: Off
	Body weight: 
	Pounds: Off
	Kilograms: Off
	BP: 
	Resp: 
	Temp: 
	Farenheight: Off
	Celcius: Off
	Pulse: 
	Pupils, dilated: Off
	Pupils, constricted: Off
	Symptom assessment, none: Off
	Symptom assessment, nausea, vomiting, or diarrhea: Off
	Symptom assessment, lethargic, stupor, or coma: Off
	Symptom assessment, agitated: Off
	Symptom assessment, hypertensive: Off
	Symptom assessment, hypotensive: Off
	Symptom assessment, tachycardia: Off
	Symptom assessment, brachycardia: Off
	Symptom assessment, seizure: Off
	Symptom assessment, electrolyte abnormalities: Off
	Symptom assessment, cough or shortness of breath: Off
	Symptom assessment, ocular irritation: Off
	Symptom assessment, skin irritation: Off
	Symptom assessment, unknown: Off
	Symptom assessment, other (specify)1: Off
	Symptom Assessment, other (specify)22: 
	Provider treatment, none: Off
	Provider treatment, oral fluids: Off
	Provider treatment, emesis: Off
	Provider treatment, lavage: Off
	Provider treatment, activated charcoal: Off
	Provider treatment, cathartic: Off
	Provider treatment, chelation: Off
	Provider treatment, insect sting management: Off
	Provider treatment, irritated eye: Off
	Provider treatment, oxygen: Off
	Provider treatment, naloxone: Off
	Provider treatment, 50% dextrose of thiamine: Off
	Provider treatment, alkalinze urine: Off
	Provider treatment, n-acetylcysteine (mucromyst): Off
	Provider treatment, other: Off
	Provider Treatment, other (specify): 
	Patient's status at time of reporting, under 5: Off
	Patient's status at time of reporting, TB suspect: Off
	Indicate all sites of disease for TB suspect or case, pulmonary: Off
	Indicate all sites of disease for TB suspect or case, lymphatic: Off
	Indicate all sites of disease for TB suspect or case, bone or join: Off
	Indicate all sites of disease for TB suspect or case, soft itssue or muscles: Off
	Indicate all sites of disease for TB suspect or case, peritoneal: Off
	Indicate all sites of disease for TB suspect or case, meningeal: Off
	Indicate all sites of disease for TB suspect or case, genitourinary: Off
	Indicate all sites of disease for TB suspect or case, gastrointestinal: Off
	Indicate all sites of disease for TB suspect or case, other (specify): Off
	Tuberculosis, other (specify): 
	TB collection date: 
	TB collection date unknown: Off
	Lab specimen number: 
	Lab specimen number unknown: Off
	Specimen source, sputum: Off
	Specimen source, tracheal aspirate: Off
	Specimen source, bronchial fluid or bronchoalveolar lavage: Off
	Specimen source, lymph node: Off
	Specimen source, lung tissue: Off
	Specimen source, pleural fluid: Off
	Specimen source, pleura: Off
	Specimen source, blood: Off
	Specimen source, urine: Off
	Specimen source: Off
	Lab specimen source, other (specify): 
	AFB smear, positive: Off
	AFB smear: Off
	AFB smear, 1+ (rare): Off
	AFB smear, 2+ (few): Off
	AFB smear, 3+ (moderate): Off
	AFB smear, 4+ (numerous): Off
	AFB smear, negative: Off
	AFB smear, pending: Off
	AFB smear, not done: Off
	AFB smear, unknown: Off
	NAA test type: 
	Nucleic Acid Amplification (NAA), positive: Off
	Nucleic Acid Amplification (NAA), negative: Off
	Nucleic Acid Amplification (NAA), pending: Off
	Nucleic Acid Amplification (NAA), not done: Off
	Nucleic Acid Amplification (NAA), unknown: Off
	Mutation analysis test type: 
	Mutation detected, yes: Off
	Mutation detected, no: Off
	Mutation detected, unknown: Off
	List the genes with mutations: 
	Mycobacterium TB complex culture, positive: Off
	Mycobacterium TB complex culture, negative: Off
	Mycobacterium TB complex culture, pending: Off
	Mycobacterium TB complex culture, contaminated: Off
	Mycobacterium TB complex culture, not done: Off
	Mycobacterium TB complex culture, unknown: Off
	Pathology consistent with TB, yes: Off
	Pathology consistent with TB, no: Off
	Pathology consistent with TB, unknown: Off
	Pathology consistent with TB, unknown2: Off
	Date: 
	Pathology specimen number: 
	Pathology specimen source: 
	Pathology findings: 
	Pathology findings LINE 2: 
	Chest X-ray date: 
	Chest X-ray, normal: Off
	Chest X-ray, abnormal: Off
	Chest X-ray, consistent with TB: Off
	Chest X-ray, evidence of cavity: Off
	Chest X-ray, evidence of miliary TB: Off
	Chest X-ray, not consistent with TB: Off
	CT scan: Off
	MRI: Off
	MRI date: 
	Body site, chest: Off
	Body site, abdomen: Off
	Body site, head: Off
	Body site, unknown: Off
	Body site, neck: Off
	Body site, pelvis: Off
	Body site, spine: Off
	Body site, other (specify): Off
	Body site other (specify): 
	TB, normal: Off
	TB, abnormal: Off
	TB, consistent with TB: Off
	TB, evidence of cavity: Off
	TB, evidence of miliary TB: Off
	TB, not consistent with TB: Off
	Test for TB Infection, history: Off
	Year (YYYY): 
	Date of most recent test: 
	Type of test, tuberculin skin test (TST or PPD): Off
	Type of test, quantiFERON-TB Gold Plus (QFT-Plus): Off
	Type of test, T-SPOT: 
	TB: Off

	Type of test, TB, other (specify): Off
	Type of test, other (specify): 
	Type of test, positive: Off
	Type of test, negative: Off
	Type of test, unknown: Off
	Type of test, indeterminate: Off
	Type of test, borderline: Off
	Induration: 
	On anti-TBD medications, yes: Off
	On anti-TBD medications, no: Off
	On anti-TBD medications, unknown: Off
	Isoniazid (INH) dose: 
	Isoniazid (INH) frequency per day: 
	Isoniazid (INH) start date: 
	Rifampin (RIF) Dose: 
	Rifampin (RIF) frequency per day: 
	Rifampin (RIF) start date: 
	Pyrazinamide (PZA) dose (mg): 
	Pyrazinamide (PZA) frequency per day: 
	Pyrazinamide (PZA) start date: 
	Ethambutol (EMB) dose (mg): 
	Ethambutol (EMB) frequency per day: 
	Ethambutol (EMB) start date: 
	Other 1 medications: 
	Other 1 dose (mg): 
	Other 1 frequency per day: 
	Other 1 start date: 
	Other 2 medications: 
	Other 2 dose (mg): 
	Other 2 frequency per day: 
	Other 2 start date: 
	Other 3 medication: 
	Other 3 dose (mg): 
	Other 3 frequency per day: 
	Other 3 start date: 
	Airborne isolation, yes: Off
	Airborne isolation, no: Off
	Airborne isolation, unknown: Off
	Date initiated: 
	Date discontinued: 
	Patient Last Name4: 
	Fisrt Name4: 
	Medical Record Number4: 
	STI exposure, yes partner(s) notified: Off
	STI exposure, yes, patient to notify partner(s): Off
	STI exposure, no: Off
	STI exposure, unknown: Off
	STI treatment, yes, I saw sex partner(s) in my office: Off
	STI treatment, yes, I gave extra meds: Off
	Gave medication for number of partners: 
	STI treatment, yes, I wrote a prescription: Off
	Prescribed medication for number of partners: 
	STI treatment, yes, some other way (specify): Off
	Some other way (specify)1: 
	Some other way (specify): 
	STI trestment, no: Off
	STI treatment, unknown: Off
	Is patient on PrEP, yes started: Off
	Is patient on PrEP, yes, was already on it: Off
	Is patient on PrEP, no: Off
	Is patient on PrEP, unknown: Off
	Sexual partners gender, woman: Off
	Sexual partners gender, man: Off
	Sexual partners gender, unknown: Off
	Sexual partners gender, trans woman: Off
	Sexual partners gender, trans man: Off
	Do you prescribe doxy PEP, yes: Off
	Do you prescribe doxy PEP, no: Off
	Do you prescribe doxy PEP, unknown: Off
	Chancroid: Off
	Chancroid, penile: Off
	Chancroid, vaginal: Off
	Chancroid, endocervical: Off
	Chancroid, anorectal: Off
	Chancroid, oropharyngeal: Off
	Chancroid, other (specify): Off
	Chancroid specimen other (specify): 
	Chancroid collection date: 
	Chancroid treatment: 
	Chancroid treatment date: 
	Chancroid, treatment date unknown: Off
	Chlamydia (CT): Off
	Chlamydia (CT), endocervical: Off
	Chlamydia (CT), urethral: Off
	Chlamydia (CT), anorectal: Off
	Chlamydia (CT), oropharyngeal: Off
	Chlamydia (CT), urine: Off
	Chlamydia (CT), other (specify): Off
	Chlamydia (CT) specimen, other (specify): 
	Chlamydia (CT) test, culture: Off
	Chlamydia (CT) test, nucelic acid amplification: Off
	Chlamydia (CT) test, nucleic acid hybridization: Off
	Chlamydia (CT) test, eia: Off
	Chlamydia (CT) test, DFA: Off
	Chlamydia (CT) test type, other (spcify): Off
	Chlamydia (CT) test, other (specify): 
	Chlamydia (CT) collection date: 
	Chlamydia (CT) treatment: 
	Chlamydia (CT) treatment date: 
	Chlamydia (CT) treatment date, unkonwn: Off
	Gonorrhea (GC): Off
	Gonorrhea (GC), endocervical: Off
	Gonorrhea (GC), urethral: Off
	Gonorrhea (GC), anorectal: Off
	Gonorrhea (GC), oropharyngeal: Off
	Gonorrhea (GC), urine: Off
	Gonorrhea (GC) specimen, other (specify): Off
	Gonorrhea (GC) specimen type, other (specify): 
	Gonorrhea (GC) test type, culture: Off
	Gonorrhea (GC) test type, nucleic acid amplification: Off
	Gonorrhea (GC) test type, nucleic acid hybridization: Off
	Gonorrhea (GC) test type, EIA: Off
	Gonorrhea (GC) test type, DFA: Off
	Gonorrhea (GC) test type, other (specify): Off
	Gonorrhea (GC) test, other (specify): 
	Gonorrhea (GC) collection date: 
	Gonorrhea* (GC) treatment 1: 
	Gonorrhea* (GC) treatment 2: 
	Gonorrhea* (GC) treatment date: 
	Gonorrhea (GC) treatment date, unknown: Off
	Granuloma inguinale: Off
	Granuloma inguinale, specimen, penile: Off
	Granuloma inguinale, specimen, vaginal: Off
	Granuloma inguinale, specimen, endocervical: Off
	Granuloma inguinale, specimen, anorectal: Off
	Granuloma inguinale, specimen, oropharyngeal: Off
	Granuloma inguinale, specimen, other (specify): Off
	Granuloma inguinale specimen, other (specify): 
	Granuloma inguinale collection date: 
	Granuloma inguinale treatment: 
	Granuloma inguinale treatment date: 
	Granuloma inguinale, treatment date unknown: Off
	Lymphogranuloma venereum: Off
	Lymphogranuloma venereum, proctitis: Off
	Lympha: Off
	Lymphogranuloma venereum, buboe: Off
	Lymphogranuloma venereum, skin lesion: Off
	Lymphogranuloma venereum, other: Off
	Lymphogranuloma venereum clinical presentation, other (specify): 
	Lymphogranuloma venereum collection date: 
	Lymphogranuloma venereum treatment: 
	Lymphogranuloma venereum treatment date: 
	Lymphogranuloma venereum, treatment date, unknown: Off
	Herpes, neonatal: Off
	Herpes, neonatal, clinical diagnosis: Off
	Herpes, neonatal, lab confirmed diagnosis: Off
	Herpes, neonatal, culture: Off
	Herpes, neonatal, PCR: Off
	Herpes, neonatal, infants 60 days and younger, other (specify): Off
	Herpes, neonatal, other (specify): 
	Herpes type 1: Off
	Herpes type 2: Off
	Herpes not typed: Off
	Herpes, clinical syndrome, skin, eye, or mucous membrane infection: Off
	Herpes, clinical syndrome, CNS: Off
	Herpes, clinical syndrome, disseminated disease: Off
	Herpes lesion present, yes, anatomic site: Off
	Herpes, neonatal, anatomic site: 
	Herpes lesion present, no: Off
	Herpes lesion present, unkonwn: Off
	Herpes, neonatal collection date: 
	Herpes, neonatal collection treatment: 
	Herpes, neonatal collection treatment date: 
	Herpes, neonatal, treatment date unknown: Off
	For neonatal herpes and congenital syphilis: Off
	Parent first name: 
	Parent last name: 
	Phone: 
	Date of birth_H: 
	Address_H: 
	City_H: 
	ZIP code_H: 
	Birth hospital_H: 
	Labor and delivery medical record number: 
	For congenital syphilis: Off
	For congenital syphilis, vital status alive: Off
	For congenital syphilis, vital status stillborn: Off
	For congenital syphilis, vital status born alive, then died: Off
	For congenital syphilis, vital status unknown: Off
	Birth weight in grams: 
	Estimated gestational age (weeks): 
	Congenital syphilis signs, condyloma lata: Off
	Congenital syphilis signs, snuffles: Off
	Congenital syphilis signs, syphilitic skin rash: Off
	Congenital syphilis signs, hepatosplenomegaly: Off
	Congenital syphilis signs, jaundice due to syphilitic hepatitis: Off
	Congenital syphilis signs, pseudoparalysis: Off
	Congenital syphilis signs, edema: Off
	Congenital syphilis signs, other: Off
	Congenital syphilis signs, other (specify): 
	X-rays performed, show changes: Off
	X-rays performed, performed: Off
	X-rays not performed: Off
	X-rays performed, unkonwn: Off
	Treatment, Yes, with aqueous or procaine penicillin for 10 days: Off
	Treatment, Yes, with a single intramuscular dose of benzathine penicillin G: Off
	Treatment, yes, with other treatment (specify): Off
	Yes, with other treatment (specify): 
	Treatment, no: Off
	Treatment, unknown: Off
	Syphilis: Off
	Syphilis stage, congenital: Off
	Syphilis stage, primary: Off
	Syphilis stage, primary, penile: Off
	Syphilis stage, primary, vaginal: Off
	Syphilis stage, primary, endocervical: Off
	Syphilis stage, primary, anorectal: Off
	Syphilis stage, primary, oropharyngeal: Off
	Syphilis stage, primary, other (specify): Off
	Syphillis stage, other (specify): 
	Syphilis stage, secondary (check all that apply): Off
	Syphilis stage, secondary, alopecia: Off
	Syphilis stage, secondary, condylomata: Off
	Syphilis stage, secondary, mucous patches: Off
	Syphilis stage, secondary, rash: Off
	Syphilis stage, secondary, other (specify): Off
	Syphillis secondary other (specify): 
	Syphilis stage, early latent (no symptoms, infection of ≤ 1 year): Off
	Syphilis stage, late latent (no symptoms, latent [no symptoms infection of ≤ 1 year]): Off
	Syphilis stage, tertiary, gumma, or cardiovascular: Off
	Syphilis stage, neurological symptoms present, yes: Off
	Syphilis stage, neurological symptoms present, no: Off
	Syphilis stage, neurological symptoms present, unknown: Off
	Syphilis stage, ocular symptoms, yes: Off
	Syphilis stage, ocular symptoms, no: Off
	Syphilis stage, ocular symptoms, unknown: Off
	Syphilis stage, otologic symptoms, yes: Off
	Syphilis stage, otologic symptoms, no: Off
	Syphilis stage, otologic symptoms, unknown: Off
	Syphillis treatment: 
	Syphillis treatment date: 
	Syphilis treatment unknown: Off
	Syphilis, nontreponemal test, RPR: Off
	Syphilis, nontreponemal test, RPR reactive: Off
	Syphilis, nontreponemal test, RPR nonreactive: Off
	Syphillis, nontreponemal test titer: 
	Syphilis, nontreponemal test, VDRL: Off
	Syphilis, nontreponemal test, VDRL reactive: Off
	Syphilis, nontreponemal test, VDRL nonreactive: Off
	Syphillis, nontreponemal test titer 2: 
	Syphillis collection date1: 
	Syphilis, treponemal test, TP-PA/MHA-TP: Off
	Syphilis, treponemal test, TP-PA/MHA-TP reactive: Off
	Syphilis, treponemal test, TP-PA/MHA-TP nonreactive: Off
	Syphilis, treponemal test, FTA: Off
	Syphilis, treponemal test, FTA reactive: Off
	Syphilis, treponemal test, FTA nonreactive: Off
	Syphilis, treponemal test, treponemal IgG: Off
	Syphilis, treponemal test, treponemal IgG reactive: Off
	Syphilis, treponemal test, treponemal IgG nonreactive: Off
	Syphillis collection date2: 
	Syphilis, cerebralspinal fluid tests, CSF VDRL: Off
	Syphilis, cerebralspinal fluid tests, CSF VDRL reactive: Off
	Syphilis, cerebralspinal fluid tests, CSF VDRL nonreactive: Off
	Syphillis, cerebrospinal fluid test titer: 
	Syphilis, cerebralspinal fluid tests, CSF FTA: Off
	Syphilis, cerebralspinal fluid tests, CSF FTA reactive: Off
	Syphilis, cerebralspinal fluid tests, CSF FTA nonreactive: Off
	Syphilis, cerebralspinal fluid tests, other test: Off
	Syphillis, cerebrospinal fluid other test: 
	Syphillis, cerebrospinal fluid result: 
	Syphillis, cerebrospinal fluid collection date: 
	Syphilis, cerebralspinal fluid tests, elevated CSF protein: Off
	Syphilis, cerebralspinal fluid tests, yes elevated CSF protein: Off
	Syphilis, cerebralspinal fluid tests, no elevated CSF protein: Off
	Syphilis, cerebralspinal fluid tests, elevated CSF leukocytes: Off
	Syphilis, cerebralspinal fluid tests, yes elevated CSF leukocytes: Off
	Syphilis, cerebralspinal fluid tests, no elevated CSF leukocytes: Off
	Syphillis, cerebrospinal fluid collection date 2: 
	Syphilis, darkfield, positive: Off
	Syphilis, darkfield, negative: Off
	Syphilis, nucleic acid amplification test, positive: Off
	Syphilis, nucleic acid amplification test, negative: Off
	Syphilis, immunohistochemistry or special stain, positive: Off
	Syphilis, immunohistochemistry or special stain, negative: Off
	Direct fluorescence antibody, positive: Off
	Direct fluorescence antibody, negative: Off
	Syphilis, other test: Off
	Syphillis organism visualizationllis, other test: 
	Syphillis organism visualizationllis result: 
	Syphillis organism visualizationllis collection date: 
	Comments: 
	Gay or lesbian: Off


