Respiratory Syncytial Virus in Adults Aged 50 and Older with Acute Respiratory Infection
                                           Enrollment Form/Case Investigation form

	
DATE ...…. /……/……                                                
             Day/Month/Year
	                                                                HEALTH FACILITY……………………

            LAB ID…………………………



1. Personal & Demographic Details
Place of Residence……………………….                     City/Region…………………………….

Patient name………………………………………….   Date of birth………………………

[bookmark: _Hlk128543856][bookmark: _Hlk128543908]Sex: Male        Female                                                    Age (years)……………………….   
                                                                                            
Marital status (e.g.; Married, Divorced) …………….    Occupation………………………….      

2. Clinical Signs and Symptoms
Date of onset…….../…....../…………               Fever/Body temp(0C) ………………….

Cough: Yes            No                                        Breathing difficulty: Yes           No          

Pneumonia: Yes            No                                 Bronchiolitis: Yes            No            

Wheezing: Yes          No                                    
 Others (Specify)……………………………………………………………

3. History of Hospitalization
Was patient hospitalized? Yes               No             Ward/unit admitted to…………………      

Date of admission to Hospital, if applicable……/……/…….  Date of discharge ……/……/…….

Dead during hospitalization Yes          No            Unknown 


4. Clinical History/Information
Patient Diagnosis……………………………   Patient on a ventilator?  Yes         No     

Risk factors for severe disease:         COPD            Cardiovascular disease        Asthma

       Congestive heart failure            Diabetes           Immunosuppressed
Others, specify…………………………………………………….

5. General Knowledge of RSV/and Vaccination
Have you ever heard of RSV? Yes        No      

Will you take an RSV vaccine, if available? Yes        No       

6. Telephone(mobile) Number……………………………………………….  


Name of health personnel (Interviewer)……………………………………………
Signature………………………………………………………

