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	Department of Health

CMS Cystic Fibrosis Case Report

Statewide Registry



Attachment VIII

Please complete and return the completed case report with a copy of the sweat test results to the CMS Follow-Up Program.

Name of baby (including alias):  
     











Date of birth:  
       





County:       






Specimen #:  
     



Screening results:   (IRT/Mut)         




Race__________  Ethnicity__________
Mother’s Name:         





Phone #:         





Address:         














Hospital of Birth:         












Date of Referral         ___​​​​​​​​​​​​​​                    Date of first attempted contact with family:         __________
Date of  Genetic Counseling_______________ Date of contact with family_________________________     
If Positive for CF date baby referred to CMS ________________________________________________ 
	Date of Sweat Test
	Sweat Test Result

(Chloride level)

Right    Left
	QNS?

**Report all QNS Test Results**
	Clinical Diagnosis

(CF, CF Possible, CF Carrier, Non Classical CF, Normal-to be used only with 0 mutations)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


If diagnosis is possible, recommended action:
Repeat sweat test between 3 – 6 months.
Genotype:         













Newborn’s Medical Home or primary care physician:         








Comments:         













	All case reports and laboratory results must be reviewed by the CMS CF Program Director for appropriateness of diagnosis and prescribed treatment.
	Signature and date of CMS CF Program Physician
     

	CMS Cystic Fibrosis Center:
	  date of signature:   


New information regarding DNA mutation:         









If baby is lost to follow up:

Phone contact___________

Contact with PCP______________


Letter Sent_____________

Contact with NBS for additional information______________

Symptoms:
Child exhibiting signs/symptoms:  Meconium Ileus [  FORMCHECKBOX 
 ]   Respiratory Distress [  FORMCHECKBOX 
 ]   Failure to Thrive [  FORMCHECKBOX 
 ]

Fatty Stools [  FORMCHECKBOX 
 ]   Persistent Cough [  FORMCHECKBOX 
 ] 
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