Laboratorio de Salud Piblica de Puerto Rico
Departamento de Salud
PO Box 70184 San Juan PR 00936
Teléfono: (787) 274-5721 Facsimile: (787) 274-5711

REFERIDO AISLADOS DE ORGANISMOS DE CONDICIONES DE NOTIFICACION OBLIGATORIA AL

DEPARTAMENTO DE SALUD
Fecha de envio: Nombre de Persona que Refiere:
Nombre de Institucion: Tel. Num. ID muestra:
(Lab. de Referencia indicar laboratorio que originé la muestra): Tel.
Nombre del Paciente: Sexo: Edad:
Direccion Fisica:
Diagnéstico Clinico: Muestra Original (orina, excreta, etc.)
Fecha de Toma de Muestra: Fecha de Aislado Organismo:
Organismo Aislado (cultivo puro): subespecie/ subgrupo
Medio en que se envia la muestra: Condicion Especial (si aplica)

RESULTADOS DE LABORATORIO PREVIOS

Reacciones Bioquimicas (Puede incluir copia de la hoja de reacciones manual o impresa por equipo):
TSI IMVIC

LIA Atmosfera especial requerida
Urea Especifique Otras:

Método de Identificacion:
API Automatizado (especifique) Oftro (especifique)

INFORMACION EPIDEMIOLOGICA RELEVANTE (Brote Epidemiolégico, Intoxicacion por Alimentos, Exposicion,
Viajes, Contacto con animales, etc.)




Justification m us'bsw%jbappl by State health de b y before specimen can be d by STATE HEALTH DEPAHTMENT LABORATORY ADDHESS:

CDC. Pigase check the lcablestarsmemandwﬂen‘,,r 0 pléte the with the *.
1. Disease suspected to be of public health importance. Specimen is:

(a) (3 from an outbreak. (b) (] trom uncommon or exotic disease.

(¢) {1 an isolate that cannot be identified, is atypical, shows muitiple antibiotic resistance, or from a

normally sterile site(s) (d) ] from a disease for which reliable diagnostic reagents or expertise
are unavailable in State.

2.[] Ongoing coilaborative COC/State project. Completed by:
3.[1] Confirmation of results requested for quality assurance.
=Prior arrangement for testing has been made.
Please bring to the attention of: STATE HEA_LTH "I:!‘O\.I.CED%EN-r
DEPT. NO.: (MMOD/YYYY) ___ ot e
(Name): Date: __/ _/

PATIENT IDENTIFICATION: (Hospital No.)

Name, Address and Phone Number of Physician or Organization:

NAME:
(LAST, FIRST, MI)

BIRTHDATE: .
B THOATE . sex:  [IMALE [J FEMALE

CLINICAL
DIAGNOSIS:

OR 0 BER ASSOCIATED
UNIT =7 NUMBER SUF MODATEARECE“(/ED ILLNESS:

DATE OF ONSET:
i ____ jowwoDrv ., |Fm QOves 0ONo

THIS FORM MUST BE EITHER PRINTED ORTYPED
PLEASE PREPARE A SEPARATE FORM FOR EACH SPECIMEN

D.A.S.H.
DATE REPORTED
MO DA YR
0|3
—
Comments:
D{6|5

r.‘.sllvrcld.

s DEPARTMENT OF HEALTH AND HUMAN SERVICES

g Public Health Service

3 C Centers for Disease Control

% Center for Infectious Diseases i

‘mh Atlanta, Georgia 30333 SIS bt

The Canters for Disease Control (COC), mwwwummawm-mmmw is authorized to collect this information, including the Social Security number (i applicable), ummmmmmwmmw
301 (42 U.S.C. 241). Supplying the i y and there is no penalty for not providing it. The data will be used to increase understanding of disease pattems, develop prevention and control prog and new ge to
the health community. DamwvlbooormpmofCDCPrNacyMsysmos-Zo-OwG *Specimen Handling for Tasting and Related Data* and may be disclosed: to appropriate State or local public health dep. and g medical iti
1o deal with conditions of public heaith ifh to private ,CDCin nmmmtommmmmdmmmmmmm- omanizaﬁommmvryotnmdmmrevlm
on behalf of HHS; mmDmmndeumhhwomdm&aﬁonum office is in ining their records. An accounting of the disciosures that have baen made by CDC wi be made availabie 10 the subject indi-
vidual upon request. Except for Xp thorized wPMMmMMmmmmmmMiw:manm

CDC 50.34 Rev. 09/2002 (FRONT) - CDC SPECIMEN SUBMISSION FORM -



L ABORATORY EXAMINATION(S) REQUESTED: CATEGORY OF AGENT SUSPECTED:
| gNtimicrgtI;ial O 1solation ’ (O BActerial (] Rickettsial
usceptibili .
| Hlstolsgy " 0 sErology (peciTes d viral O PArasitic
0 1Dentification (] OTher Speciy : U Fungal (1 OTher Specity)
SPECIFIC AGENT SUSPECTED: OTHER ORGANISM(S) FOUND: ISOLATION NO. OF TIMES | NO. OF TIMES SPECIMEN SUBMITTED IS:
ATTEMPTED? | ISOLATED: PASSED: (O original Material [ Mixed Isolate
Oves (ONO {1 Pure Isolate
DATE SPECIMEN TAKEN: ORIGIN:
O Food [ ANimal ] OTher
e~ — J Human O s0il (Specity) (Specify)
SOURCE OF SPECIMEN: SUBMITTED ON:
C1BLood [ CSF O wound (Site) 1 MEdium
U Gastic L1HAr ] gxydate (Site) O ANimal
Oseum [ sKin
QO sPutum [1STool | Thssue Specity [ Tissue Culture (Type)
O urRine [ THroat [) OTher (Specify} L EGg (] OTher {Specify v
SERUM INFORMATION: MO DA w SIGNS AND SYMPTOMS: CENTRAL NERVOUS SYSTEM:
Mo DA R Oss s O FEver (1 HEadache .
] ACute Y Oss 1+, Maximum Temperature: 1 MEningismus
O convalescent ___/__ _ /. ass .+ s __ Duration: Days 1 Microcephalus
01 cHills : a HYdrocephalus
IMMUNIZATIONS: Mo YR : [ SEizures
SKIN: [_] CErebral Calcification
(t) —~—-—~t————1 [ MAculopapular {1 CHorea
2) 1 2HEmorrhagic O PAralysis
(O vEsicular I other
(3) e [ Erythema Nodosum MISCELLANEOUS
[ Erythema Marginatum :
) —————— | DOother O JAundice
TREATMENT: an DATE BEGUN ] Mvalgia
: DBUGS USED one Mo oA YA DA YA RESPIRATORY: (3 PLeurodynia
(1) {J RHinitis ] cOnjunctivitis
‘ -t ——/—=—————1 (] PUimonary (] CHorioretinitis
@) R Y S R O PHaryngitis {1 sPlenomegaly
O CAlcifications {1 HEpatomegaly
3) ——d g} O ofitis Media {1 Liver Abscess/cyst
(3 PNeumonia (type) ([ LYmphadenopathy
EPIDEMIOLOGICAL DATA: O oTher [ MUcous Membrane Lesions
[ single Case (] SPoradic [1 COntact [J EPidemic (] CArrier Cl OTher
" CARDIOVASCULAR:
Family lliness O MYocarditis STATE OF ILLNESS:
Community lfiness 1 PEricarditis g SYmptomatic
] ENdocarditis ASymptomatic
Travet and Residence (Location) ] OTher O] Subacute
O Foreign 7] CHronic
GASTROINTESTINAL: ] pisseminated
Uusa (] Dlarrhea (1 LOcalized -
) . (] BLood (] EXtraintestinal
Al
nimal Contacts (Species) ] MUcous ] OTher
Anthropod Contacts: (] None (] Exposuer Only [ Bite (] constipation
{J ABnormal Pain
Type of Anthropod: {3 vOmiting
Suspected Source of Infection: U oTher

PREVIOUS LABORATORY RESULTS/OTHER CLINICAL INFORMATION: (Information supplied should be related to this case and/or specimen(s) and relative to the test(s) requested.

CDC 50.34 Rev.09/2002 (BACK) °* — CDC SPECIMEN SUBMISSION FORM -

CDC NUMBER

El

UNIT

NUMBER




