
Ebola Virus Disease (EVD) Consultation Form 
All dates in this form should be completed in the MMj DD/ Y'YYY format 

Pat ient I dentifier Date : Time: 
- Pat ient I nfo rmation ....!::==========~....:::::::~--'==========='-----.:.:.:.:.:::.:...-!::::=======~--, 

Person Under Investigation (PUI) Disposition: 

. No Public Health Concern Assessed Not pur pur 

Stat us of pat ient at t ime of case report: 

Alive . Deceased Unknown If deceased, dat e of death 

Last Name First Name DOB Age 
L-____________ ~I~I ____________ ~I I~ ______ ~I ~I __ ~ 

Sex: 

Male Female 

Ethnicity 

Ie:; Hispanic or l at ino 

u Not Hispanic or l at ino 

Residence: 

Race: . ..J White/Caucasian 

LJ Black I African AmericEln 

U.s. Cit izen 

Yes No 

~ Native Hawaiian/Other Pa cific Islander 

C American Indian/AJeskan Native 

Passport # 

unknown 

f IAsion 

LJ Unknown/Other 

Potient Address City St ate ZIP Code rc::o:.:u:::n"ty'--_-----, r:c:.::o:.:u:::n"'tr:.ly _____ -, 

~I __________ ---'1 L-I __ ------'I L-I _----'1 1'--_--'11 1 L-I ___ --' 
Tel (cell) : Tel (work) : Tel (home) : Email address: 

L-I ______ ~I L-I ___ -----'11"----__ --'1 "-I ____ -----" 
No . of persons at residence (including patient) 

1 1 
Locat ion where pat ient became ill: 

Ci ty : "'S"-t"'at"'e'----_--, 

1 "-I _------' 
If different from permanent reSidence, dat es residing at this location 

1 I - 1 I 

Occupat ion : 

'-~ Child r-J Miner (in Africa) D Management/ Business/ Science/Arts 0 Production/Transportation/Material Moving 

o St udent Sales/Office 0 Hunter/Trader of African Game Meat U Natural Resources/ Const ruct ion/ Maintenance 

[J Mili tary 0 Unemployed 

II] Teacher 0 Volunt eer 

rNa Public Health Concern Information 

U Healt hcare Worker Posit ion: 1'-______ ----'1 Facility~:~I=========~ 
U Ret ired lJ Other specify: ,-I ________ ----' 



Travel History ----------------------------------------------------------------------------------------, 

Purpose of t ravel to U.S. If a non-U.S. resident LI __________________________ -;::=============:::;I 

Travel (in/ to/ from) : J Guinea -.: Liberia : : Sierra Leone u Mali Other : 1 1 

Area/ Count ies/ Districts if known : LI __ ;::==========:;-------------------;::==========:;I 

1 Dates of t ravel in affected count ries Arrival Date in U.S.: 

Interim Stop(s) and Dates (as applicable): IL ________________________________________________________ -.J 

Ai rline # 1 1 ,:.F::1i9~h:.:.t:...:..#.:1_'======:::;_.-J 
Flight # 1 Origin LI __________________ .-l 

Airline #2 1'--________ -' ~F.:'Ii.:9'..'h:-..t :.#-,,2--,======:-, 

Flight #2 Origin LI _________ .J 

Add it ional Flight Informat ion 

Add it ional Travel Information 

Travel In areas with known Ebola cases? 

Yes . No Unknown 

Travel in rural areas 

' Yes No unknown 

Other travelers with pat ient: 

Yes NO Unknown 

Symptoms developed during t ravel : 

Yes NO Unknown 

Symptoms developed while on aircraft or at the 
airport 

_' Yes Unknown 

Dat e of Flight # 1 

Flight # 1 Destination L.I __________________ --'I 

Date of Flight # 2 LI-;::=========:. 

Flight #2 Destination 

If yes, describe: 

If yes, describe: 

If yes, describe: 
[include- I\iIme( li) I 
rel.tion5hip(5) J 

If yes, describe 

If yes, describe 

Appropliate infect ion control precatut ions implemented If t ravel and symptoms for possible Ebola virus reported 
(patient isolation, standard, contact, and droplet precautions) : 

NO -, Unknown :' Not Applicable 



Symptom s (include dat e of onset if a specific sympt oms is known ): 

Date of init ial sympt om onset : 

Fever 
Onset : Temperature r_J Fahrenheit 

Yes ,No . Unknown I I I I j Celsius 

Vomit ing/ Nausea Onset : 

Yes No unknown I 
Diarrhea Onset : 

Yes No ' Unknown I 
Intense Weakness/ Fat igue Onset : 

Yes No Unknown I 
Anorexia(Loss of Appet ite Onset : 

' Yes No ' Unknown I 
Abdominal Pain Onset : 

Yes No Unknown I 
Chest Pain Onset : 

, Yes , No ' Unknown I 
Joint Pain Onset : 

Yes No Unknown I 
Headache Onset : 

Yes No unknown 

Cough Onset : 

)Yes No ' Unknown I 
Difficulty Breathing/ SOB Onset: 

Yes .' No Unknown 

Difficulty Swallowing 
Onset : 

Yes NO Unknown 
I 

Sore Throat 
Onset : 

, ' Yes No Unknown 
I 

Jaundice (yellow eyes/ gums/ skin) Onset : 

,Yes No Unknown I 
Red Eyes (conjunctivitis) Onset : 

, Yes No unknown I 
Rashes Onset : Describe rash: 

Yes No Unknown I I 
Symptcm5 ccntinue en M xt pil !jj ~ •• - > 



Symptoms cont inued (include date of onset if a specific symptoms Is known) : ---------------------, 

Hiccups 

Yes No . ' Unknown 

Photophobia/ Pain behind the eyes 

Yes NO Unknown 

Coma/ Unconscious 

_' Yes NO Unknown 

Confused or Disoriented 

Yes NO unknown 

Unexplained bleeding from any site 

Yes NO . Unknown 

If yes, where: 

Onset : 

Onset : 

Onset : 

Onset : 

Onset : 

[ " Bleeding of the gums Onset : ~I ======~ U Bleed ing from injection sit e Onset: I~=====~ 
Nosebleed (epistaxis) Onset : LI _____ ;==~ __ · .:'J:.B::I:.O::O;dy or black stools Onset : ~I ======~ 

. Fresh blood in vomit (hematemesis) Onset : I I LJ Hemoptysis Onset : LI_;=====~ 
[ J Digest ed blood in vomit Onset : LI _____ ---' Bleeding from vagina (non-m enstual) ons,~e::.t :...: I,=====~ 
L , Bruising of the skin (petechiae/ ecchymosis) Onset: LI ______ ...JI L hematuria Onset : LI ______ ...J 

Any other hemorrhagic symptoms 
Onset,.:.: _______ -, 

C Yes No Unknown 

I f yes, please provide details. If more t han one other hemorrhagic sympt om include onset for each symptom. 

Any other symptoms not listed above: 
Onset : 

Yes NO Unknown 

If yes, please provide details. If more t han one other NON-hemorrhagic symptom include onset for each symptom. 



Exposures of Interest: (In the 21 days prior to symptom onset) 

Exposure to known or suspected Ebola pat ients before becoming ill: 

Yes , Unknown 

I f yes, please complete the fo llowing for each source case : name of source case, relat ion to case, dates of exposure, 
locat ion of exposure, 'contact type*, whet her t he person was alive or deceased, and dat e of death (if applicable) 

.. Cont;lict type ( list . 11 thlt IPpl y) : 
1. Touched thl! body fl uids ef the CUI! (blood, "'emit , salive , urine , feces) 2. Hil a direct phys ical ( ontld with tn" boefy cf the cue (alive or dud) 
3. Touched or share >:! Hnltos, de-tM S, cr dishes/ eating ute nsils of the CI SQ 4. S lept, ate, or spent time in the S I m I! houn hcld or room as the c u e 

Did pat ient attend a funeral before becoming ill? Participat ion in fu neral ( tOUCh or carry the body) : 

Yes unknown Yes NO unknown 

I f yes, please complete the following for each funeral : name of deceased, relat ion to case, dat es of funeral 
attendance, locat ion of funeral, and participation In funeral 

Did pat ient partiCipate in disposal of human remains? 

Yes No , Unknown 

Did pat ient assist In decontaminat ion of affected 
areas? 

Yes NO Unknown 

Did the pat ient visit anyone in a hospital before t hiS Illness? 

Yes NO unknown 

If yes, please complete the followin : name of patient , name of faCility, dat e of viSit at ion, locat ion of facil it y 

Did pat ient consult a traditional/spiritual healer before illness IName, date, location of healer 

. ,1 Yes Unknown 

Exposure t o dead animals/"bushmeat " prepartion or 
consumption 

No Unknown 

If yes, was the animal healthy, Sick, or dead? 

Healthy Sick Dead 

Healt h Care Worker Exposure 

Are you a medical provider/care provider for ill 
pat ient 

Yes ' No I ' Unknown 

Administrat ive/ organizat ion st aff at facilit y proViding 
care for ill patient 

' Yes NO unknown 

Visit at ion of caves inhabited by bats in count ry of 
concern 

Yes No Unknown 

Animal exposure 

I Bat or bat feces/urine ~ Rodent or rodent feces/ urine 

.J Primates (monkeys) ~ Other Specify: 1 L ___ ---' 

Are you a laboratory worker 

Yes NO , unknown 

Direct contact with known Ebola patients without 
PPE : 

Yes NO . ,Unknown 

Other healt hcare-realat ed exposure(specify) : IL-_________________________ -' 



Patient Vitals--- ----- - ----- - - ------ - ---- - - - - --- ------ ---, 

General Appearance 

Healt hy _ Mildly Distressed T oXiC 

Blood pressure 

[ Isystolic/ D diastolic 

Cu rrent patient status: 

_ Det eriorat ing , Stable 

Pulse 1 '------' 

_ Improving 

0 2 Sat urat ion (%): 

Respirat ion Rate: 

Date and t ime of assessment 

,laboratory Results------------ ------------- ---------------, 

HGB (g/dl) '--__ --'I HCT (% ) 1 WBC (k/mm3) LI ___ ----' Platelet count (k/mm3) 1,--___ ---, 
AST 'I ----, AlT 1 1 ALP (u/l ) I INR 1 1 APTT =1 ::::::::::::::::::::= PT ,-I _-----' 

D-Dimer LI ______ -' Creat inine/ BUN LI _________ ---'I 

Any abnormal findings on CBC and Chemist ry Panel besides list ings above: 

Malaria and blood parasites smear, thick Thick smear interpretat ion: 

Yes NO unknown 

Malaria and blood parasites smear, thin Thin smear interpretation: 

Yes No unknown 

Rapid test for malaria Rapid t est interpretation: 

Yes NO Unknown 

I nfluenza testing conducted 
Test t ype 
U Rapid Influenza test interpretat ion 

Yes No , Unknown 
1-, PCR 

Blood culture Organism (if applicable) 

Growth No Growth Not performed 

Stool cultures/ OP Organism (if applicable) 
,_ Organism I dent ified None Detected Not Perfo rm ed 

Any ot her laboratory results (include each organism, test type, and result ): 

Radiog raphic Test ing (if any) : 

Past Medical History 

Recent Med icat ions 
Dat e of last antipyret ic use: 

1 1 



Hosp italizat ion Information and Infection Contro ll------------------------------~ 

Admission status Dat e of Admission 
. Already admitted To be admit ted . ' Not to be admitted 

Facility name LI ______________________ ---" Ward/ Room 

Is the pat ient isolated? IS this a private room with a private restroom? 

- Yes NO ' Unknown ' Yes No , Unknown 

Conveyance used to bring pat ient to hospital/clinic 

POV , Am bulance -' Medevac Aircraft Other Specify : 

Name, date and t ime, and type (e.g. outpat ient clinic, emergency room) of locations WITHIN this facility visit ed while sympto a 

[ 
Seen for same symptoms prior to being 
seen/ admit ted (e.g. another medical facility/ provider) 

Yes No ~) Unknol.'Jn 

Was the pat ient isolated at each facility? 

Yes No Unknown 

I f yes, please co mplete a line of informat ion for each locat ion including : Dates of Hospit alizat ion, Health Facilit y Name, 
( it y, Stat e, and Isolat ion Status. 

I 

I nfection co ntrol procedures in place (check all that apply) : 

=-~ Contact :::: Droplet r: .J Airborne , J St andard , None of these 

When were procedures put in place : 

Upon arrival 

after _ hours/ mins 

~' after _ days 

Other : 

Unknown 

PPE req uired for entering room (check all that apply): 

Value for when procedures put in place 

C Gowns r:J Gloves c.J Eye protection 0 Facemask U Gogg les Other, please list : LI _____ ____ ---' 

Have any aerosol generat ing procedures (e.g. 
bronchoscopy, CPE, int ubat lons, etc.) been 
performed on the pat ient? 

Yes , Unknown 

Has any personnel had unprotected exposures to the 
pat ient? 

Yes No Unknown 

Were laborat ory workers using CDC recommended 
precautions 
(http ://www . cdc.gov /vhf/ ebola/ hcp! interim- 3 
guidance-specimen- coliection-submission-patlents- sus 
pected-infect ion-ebola.html)? 

Yes No unknown 

Describe any unprot ected exposures : 

Describe any break in precautions 



Clinical Specimens and Laboratory Test ing -------------- ---------------------, 

Has this patient had a sample submitted previously for EVD testing 

Yes unknown 

Sample co llect ion date: Testing Facili ty 

Date sample tested Test Result 

Pas Neg Inc , I nadequat e _,' N/ A 

Current Sample 

Status of pat ient at current sample collection 

Alive , Deceased Unknown 

Submitting Facil it y 
Cit y State 

,-I _________ --'1 ,-I ____ --.-JI ,-I ___ _ 
Contact Name 

Sample 1: 

Sample collect ion dat e 

Sample type 

, Whole blood 

~ , Skin biopsy 

Post -mortem heart blood 

_ Other specimen 

specify other : 

Testing facili t y 

telephone # 

Date of test result 

Test Result 

: Pas 

Inc 
N/ A 

Neg 

:: I nadequat e 

Sample 2: 

Sample collection date 

Sample type 

, Whole blood 

'_ Skin biOPSY 

Post -mortem heart blood 

, other specimen 

specify other : 

Test ing facili t y 

telephone # 

Date of test result 

Test Result 

Pos 

Inc 

N/A 

_' Neg 

_ Inadequate 



rPat lent Outcome I nfo rmat i on--------------------------------------~ 

Dat e outco me info rm at ion complet ed 

Final Status of Pat ient 

Alive Deceased Unknown 

If the patient has recovered and been discharged from the hospital : 

Facility name of disc;h:a:.rg::.:::e---======:::;---------..J Cit y LI ______ ---;:=~s:'t~a:t:e__=====~ 
Date of discharge 1 Date of discharge from Isolat ion (If appIiCable) LI _________ -' 

If the patient Is deceased : 

Date of death '1------------, City LI _____ ---'1 State LI __ ---' 

Location at t ime of death : 

Home 

Hospital 

Emergency Department 

Outpatient Clinic 

other specify : 

Facilit y name 

Facil ity name 

Facil ity name 

Was an autopsy or other medical examinat ion performed on t he body 

Yes NO Unknown 

What was the final disposit ion of the body 

Burial Cremation Unknown 

J 

Cremation : Date of cremation 1 1 Burial : Date of funeral/burial 1 
~========~ ~~======~ 

Crem ation Facility Name 1 Funeral Facil ity N~a::m:.:.::e-~====::;_---;====:::, 
City :-1 = ':':::"-===:::;--S-t a-te---;::====='I Cit y 1'-___ _ ---' Stat e 

Was body prepared for funeral (washed, embalmed, etc. ) 

Yes NO I ' Unknown 

Place of burial : 

City 1 _____ ---' St ate 

= Report lng ============================================================================~ 

Case discussed with county health department (CHD)? CHD : 

1- ' Yes No j Unknown 

Name of CHD contact : '-1 ____ ______ -' Best Contact Number: [L-_________ ---' 
Consultat ion Fo rm Submitted By : 

Name: I 

=========~ 
Email : 1 _ _ ________ -' 

Title: 1 1 

:=::========! 
Fax : IL ______ -'1 Alternate number IL _________ ---.J 

Alternate Po int of Contact (PaC) Name: LI _________ --' Alternate pa c Number 



r Laborato ry Results------- ------------------------ ----- -----, 

HGB (g/ dL) '----__ ---' HCT (%) LI __ ----' WBC (I</mm3)1L-_ ___ ....J Platelet count (k/mm3) L...I ____ --" 

AST 1 ALT 1 ALP (uIL) 1 INR 1 1 APTT =1 ======= 
~~~~ ~~~~ 

D-Dimer 1 Creatinine/ BUN 1"--_________ -' 

PT LI __ -1 

Any abnormal findings on CBC and Chemistry Panel besides list ings above: 

Malaria and blood parasites smear, thick T hiCk smear interpretation: 

' Yes No " unknown 

Influenza testing conducted Test type 

Yes _' No Unknown n Rapid Influenza test interpretat ion 

I"J PCR 

Any other laboratory results (include each orQanism test type, and result ) : 

Radiographic Testing (if any): 

Past Med ical History 


