MEASLES CASE STUDY HEALTH RECORD FORM
ID: (((-((((
	A. ADMINISTRATION


	A1. Province: ___________________________________________________________
A2. Hospital: ___________________________________________________________

A3. Department:_________________________________________________________

A4. ID: ________________________________

A5. Date: _____/_____/20____



A6. Investigator:_______________________   


	B. DEMOGRAPHIC CHARACTERISTICS


	QID
	Question 
	Response
	Jump

	B1 
	Full name (IN CAPITAL LETTERS)
	____________________________________
	

	B2 
	Sex
	Male
	1
	

	B3 
	
	Female
	2
	

	B4 
	Date of birth (DD/MM/YYYY)
	_____/______/________
	

	B5 
	Name of mother
	____________________________________
	

	B6 
	Mother’s year of birth
	_____/______/________
	

	B7 
	Phone number
	____________________________________
	

	Patient’s address

	B8 
	Address line 1
	____________________________________
	

	B9 
	Address line 2
	____________________________________
	

	B10 
	Commune
	____________________________________
	

	B11 
	District
	____________________________________
	

	B12 
	City
	____________________________________
	

	B13 
	Address when having symptoms onset
(if possible)
	____________________________________
	


	C. EPIDEMIOLOGICAL CHARACTERISTICS


	QID
	Question 
	Response
	Jump

	C1 
	Did the patient receive measles vaccine?
	Vaccinated
	1
	

	C2 
	
	Not vaccinated
	2
	C10

	C3 
	
	Unknown
	3
	C11

	C4 
	If vaccinated, can verify with another source?
	Mother insist 
	1
	

	C5 
	
	Vaccination certificate
	2
	

	C6 
	
	Immunisation record
	3
	

	C7 
	
	No reliable source
	9
	

	C8 
	How many shots of measles vaccine the patient was administered?
	______ shot(s)
	

	C9 
	Type of vaccine for the 1st shot
	Standalone measles 
	1
	

	C10 
	
	MMR
	2
	

	C11 
	
	Unknown
	3
	C5

	C12 
	When did the 1st shot was given? (Write 999 if unknown)
	__ __ month-old
	

	C13 
	Type of vaccine for the 2nd shot
	Standalone measles 
	1
	

	C14 
	
	MMR
	2
	

	C15 
	
	Unknown
	3
	C7

	C16 
	When did the 2nd shot was given? (Write 999 if unknown)
	__ __ month-old
	

	C17 
	Type of vaccine for the 3rd shot
	Standalone measles 
	1
	

	C18 
	
	MMR
	2
	

	C19 
	
	Unknown
	3
	

	C20 
	When did the 3rd shot was given? (Write 999 if unknown)
	__ __ month-old
	

	C21 
	If not vaccinated, what is the reason?
	____________________________________
	

	HISTORY OF EXPOSURE WITHIN 3 WEEKS BEFORE THE RASH

	C22 
	Is the patient going to kindergarten?
	Yes
	1
	

	C23 
	
	No
	2
	

	C24 
	
	Unknown
	3
	

	C25 
	Did the patient go to an outpatient clinic due to another disease?
	Yes
	1
	

	C26 
	
	No
	2
	C21

	C27 
	
	Unknown
	3
	C21

	C28 
	If yes, did the patient contact with a suspected measles case?
	Yes
	1
	

	C29 
	
	No
	2
	

	C30 
	
	Unknown
	3
	

	C31 
	Did the patient admit to a hospital for another disease?
	Yes
	1
	

	C32 
	
	No
	2
	C23

	C33 
	
	Unknown
	3
	C23

	C34 
	If yes, did the patient contact/staying in the same room as a suspected measles case?
	Yes
	1
	

	C35 
	
	No
	2
	

	C36 
	
	Unknown
	3
	

	C37 
	Did the patient contact with a suspected measles case/anyone with fever and rash?
	Yes
	1
	

	C38 
	
	No
	2
	C25

	C39 
	
	Unknown
	3
	C25

	C40 
	If yes, where did the contact occur?
	Home/family
	1
	

	C41 
	
	Medical clinic
	2
	

	C42 
	
	Community
	3
	

	C43 
	
	Other (write in detail) __________________________________
	4
	

	C44 
	Does anyone around the patient's home or school have fever and/or rash?
	Yes
	1
	

	C45 
	
	No
	2
	

	C46 
	
	Unknown
	3
	

	HEALTH HISTORY

	C47 
	Does the patient have chronic diseases?
	Yes
	1
	

	C48 
	
	No
	2
	C39

	C49 
	
	Unknown
	3
	C39

	C50 
	If yes, write disease name in detail
	____________________________________
	

	C51 
	Does the patient have any comorbidity alongside with measles?
	Yes
	1
	

	C52 
	
	No
	2
	C41

	C53 
	
	Unknown
	3
	C41

	C54 
	If yes, write disease name in detail
	____________________________________
	

	D. CLINICAL, LABORATORY AND TREATMENT INFORMATION


	QID
	Question 
	Response
	Jump

	D1 
	Admission date
	_____/______/________
	

	D2 
	Where was the patient transferred from?
	Came by themselves
	1
	

	D3 
	
	From another medical clinic
	2
	

	D4 
	Discharge date
	_____/______/________
	

	D5 
	Diagnosis at admission
	___________________________________
	

	D6 
	Current/last treatment department
	___________________________________
	

	D7 
	Date admitted to the current/last treatment department
	_____/______/________
	

	D8 
	Did the patient have to share a bed with another patient during treatment at the hospital?
	Yes
	1
	D8

	D9 
	
	No
	2
	D11

	D10 
	If yes, number of children sharing bed (including patient)
	-----------------  patients
	

	D11 
	Date of starting sharing bed
	_____/______/________
	

	D12 
	Date of ending sharing bed
	_____/______/________
	

	D13 
	1st previous department?(If there is none, go to question D25)
	___________________________________
	D25

	D14 
	Date of patient's admission to the 1st previous department?
	_____/______/________
	

	D15 
	Did the patient have to share a bed with another patient during treatment at the hospital?
	Yes
	1
	

	D16 
	
	No
	2
	D17

	D17 
	If yes, number of children sharing bed (including patient)
	-----------------  patients
	

	D18 
	Date of starting sharing bed
	_____/______/________
	

	D19 
	Date of ending sharing bed
	_____/______/________
	

	D20 
	Transfer date?
	_____/______/________
	

	D21 
	2nd previous department?(If there is none, go to question D25)
	___________________________________
	D25

	D22 
	Date of patient's admission to the 2nd previous department?
	_____/______/________
	

	D23 
	Did the patient have to share a bed with another patient during treatment at the hospital?
	Yes
	1
	

	D24 
	
	No
	2
	D25

	D25 
	If yes, number of children sharing bed (including patient)
	-----------------  patients
	

	D26 
	Date of starting sharing bed
	_____/______/________
	

	D27 
	Date of ending sharing bed
	_____/______/________
	

	D28 
	Transfer date?
	_____/______/________
	

	D29 
	Date of rash symptom onset
	_____/______/________
	

	D30 
	Did the patient take measles ELISA IgM test?
	Yes
	1
	

	D31 
	
	No
	2
	D30

	D32 
	Date of sample collection for ELISA test?
	_____/______/________
	

	D33 
	ELISA test location
	___________________________________
	

	D34 
	Measles ELISA IgM results
	Positive
	1
	

	D35 
	
	Negative
	2
	

	D36 
	Did the patient take measles PCR test?
	Có
	1
	

	D37 
	
	Không
	2
	D35

	D38 
	Type of PCR specimen?
	___________________________________
	

	D39 
	Date of sample collection for PCR test?
	_____/______/________
	

	D40 
	PCR test location
	___________________________________
	

	D41 
	PCR test results
	Positive
	1
	

	D42 
	
	Negative
	2
	

	D43 
	Condition when patient admitted to the current/last admission status?
	Can breathe
	1
	

	D44 
	
	Oxygen therapy
	2
	

	D45 
	
	Mechanical ventilation/CPAP
	3
	

	D46 
	Date starts oxygen therapy
	_____/______/________
	

	D47 
	Date stops oxygen therapy
	_____/______/________
	

	D48 
	Date starts mechanical ventilation
	_____/______/________
	

	D49 
	Date stops mechanical ventilation
	_____/______/________
	

	D50 D
	Date starts endotracheal intubation
	_____/______/________
	

	D51 
	Date stops endotracheal intubation
	_____/______/________
	

	D52 
	Date of microbiological sampling 1? (If no, go to question D57)
	_____/______/________
	

	D53 
	Type of specimen tested 1?
	__________________________________
	

	D54 
	Test results 1?
	Positive
	1
	

	D55 
	
	Negative
	2
	

	D56 
	Positive with?
	Bacteria
	1
	

	D57 
	
	Virus
	2
	

	D58 
	
	Fungal
	3
	

	D59 
	
	Parasite
	4
	

	D60 
	Testing technique 1?
	__________________________________
	

	D61 
	Date of microbiological sampling 2? (If no, go to question D57)
	_____/______/________
	

	D62 
	Type of specimen tested 2?
	__________________________________
	

	D63 
	Test results 2?
	Positive
	1
	

	D64 
	
	Negative
	2
	

	D65 
	Positive with?
	Bacteria
	1
	

	D66 
	
	Virus
	2
	

	D67 
	
	Fungal
	3
	

	D68 
	
	Parasite
	4
	

	D69 
	Testing technique 2?
	__________________________________
	

	D70 
	Date of microbiological sampling 3? (If no, go to question D57)
	_____/______/________
	

	D71 
	Type of specimen tested 3?
	__________________________________
	

	D72 
	Test results 2?
	Positive
	1
	

	D73 
	
	Negative
	2
	

	D74 
	Positive with?
	Bacteria
	1
	

	D75 
	
	Virus
	2
	

	D76 
	
	Fungal
	3
	

	D77 
	
	Parasite
	4
	

	D78 
	Testing technique 3?
	__________________________________
	

	D79 
	Diagnosis on hospital discharge
	__________________________________
	

	D80 
	Treatment results?
	Recover
	1
	D61

	D81 
	
	Death
Severe, go home by self-decision
	2
3
	

	D82 
	If death, state the cause?
	__________________________________
	

	D83 
	If death, state place of death?
	__________________________________
	

	SYMPTOMS AT THE TIME OF HOSPITAL ADMISSION

	D84 
	Reason for admission to hospital or transfer to treatment department? (multiple choices)
	Fever
	1
	

	D85 
	
	Rash
	2
	

	D86 
	
	Cough
	3
	

	D87 
	
	Shortness of breath
	4
	

	D88 
	
	Lower respiratory tract infection
	5
	

	D89 
	
	Other (write in detail):

_____________________________________
	6
	

	D90 
	What is the patient's symptoms onset? (many choices)
	Fever
	1
	

	D91 
	
	Cough
	2
	

	D92 
	
	Sore throat
	3
	

	D93 
	
	Runny nose
	4
	

	D94 
	
	Rash
	5
	

	D95 
	
	Diarrhea
	6
	

	D96 
	
	Other (write in detail):

_____________________________________
	7
	

	D97 
	Date of first symptom onset 
	_____/______/________
	

	D98 
	Where does the disease onset?
	Community
	1
	

	D99 
	
	Medical center
	2
	

	D100 
	Before being admitted to the hospital or transferred to a department, does the patient receive antibiotics?
	Yes
	1
	

	D101 
	
	No
	2
	D69

	D102 
	
	Unknown
	3
	D69

	D103 
	If yes, what is the name of the antibiotic group/type?
	__________________________________
	

	D104 
	Date to start taking antibiotics?
	_____/______/________
	

	D105 
	Date to stop taking antibiotics?
	_____/______/________
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