* CASE ACCESSION NUMBER ADDITIONAL ACCESSION NUMBERS (comMMA SEPARATED) h
Manitoba

Health, Seniors and Active Living

STI CASE INVESTIGATION FORM FOR
CHLAMYDIA, GONORRHEA, CHANCROID AND LGV INFECTIONS CASE FORM

l. *CASE IDENTIFICATION

subject > client details > personal information

1.LAST NAME 2.FIRST NAME 3. DATE OF BIRTH
YYYY - MM - DD
4. ALTERNATE LAST NAME 5. ALTERNATE FIRST NAME
6.SEX 7.GENDER IDENTITY (VOLUNTARY, SELF-REPORTED) s.IF OTHER GENDER
Orevate O MALE (O CISGENDER (SAME AS SEX AT BIRTH) () TRANSGENDER MAN IDENTITY, SPECIFY
O NTERSEX O UNKNOWN |(O TRANSGENDER WOMAN (O TRANSGENDER PERSON
ODECLINED O OTHER (SPECIFY IN BOX 8)
9. REGISTRATION NUMBER (FORMER MHsC) 10. HEALTH NUMBER (PHIN) 11. ALTERNATE ID
6 DIGITS 9 DIGITS SPECIFY TYPE OF ID
12. ADDRESS AT TIME OF DIAGNOSIS = [JADDRESS IN FIRST NATION COMMUNITY 13. CITY/TOWN/VILLAGE
14. PROVINCE/TERRITORY 15. POSTAL CODE 16. PHONE NUMBER
AHA  #AH HiHE - #HHE - HHEHE
15. RACIAL/ETHNIC IDENTITY (VOLUNTARY, SELF-REPORTED) [CJDECLINED
[CJAFRICAN [ BLACK [JcHINESE JOTHER (sPeciFY):
DFILIPINO D LATIN AMERICAN DNORTH AMERICAN INDIGENOUS
[C]SOUTH ASIAN [] SOUTHEAST ASIAN [JWHITE
15.INDIGENOUS IDENTITY DECLARATION 19. FIRST NATIONS STATUS MHSU USE ONLY
(VOLUNTARY, SELF-REPORTED) (VOLUNTARY, SELF-REPORTED)
8 FIRST NATIONS QMETIS QINUIT 88TATUS 8NON-STATUS
NOT ASKED (ODECLINED NOT ASKED (DDECLINED
20. ALTERNATE LOCATION INFORMATION (IF ANY)
Il. INVESTIGATION INFORMATION
21. *INVESTIGATION DISPOSITION OFoLLow-UP COMPLETE (O UNABLE TO COMPLETE INTERVIEW () PENDING
22. “RESPONSIBLE ORGANIZATION OwWRHA ONRHA QPMH QsH-ss QIERHA QFNHB (csc
25. OTHER ORGANIZATIONS INVOLVED [wrea [CInrea [Cleme [dsn-ss [JiEeria [deniws [lesc [lono
*
lll. "INFECTION INFORMATION investigation > subject summary > STBBI encounter group
24. CASE CLASSIFICATION OLAB CONFIRMED OPROBABLE QO NOT A CASE
CcHLamypia {_JeoNORRHEA Chev [CIcHancroiD
SPECIFY SPECIMEN SPECIFY SPECIMEN SPECIFY SPECIMEN SPECIFY SPECIMEN
COLLECTION DATE COLLECTION DATE COLLECTION DATE COLLECTION DATE
> YYYY-MM-DD > YYYY-MM-DD > YYYY-MM-DD > YYYY-MM-DD
25. PRESENTATION (SITES) investigation > investigation details > disease summary > update > disease event history
[JGENITAL [JPHARYNGEAL [JARTHRITIS ] OTHER MALE GENITAL ORGANS [_]PELVIC INFLAMMATORY DISEASE |26 LJOTHER
[recTAL  [JEYE [JLyMPH NODES  [[] PNEUMONIA SPECIFY
IV. SIGNS AND SYMPTOMS

investigation > signs and symptoms

27.SIGNS AND SYMPTOMS 2s. EARLIEST SYMPTOMS ONSET DATE
YYYY-MM-DD
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* IDENTIFIES CRITICAL DATA ELEMENT OR SECTION TO BE COMPLETED. IF THIS DATA IS MISSING, THE FORM WILL BE RETURNED. I




* CASE ACCESSION NUMBER CASE NAME OR INITIALS CASE PHIN h
Manitoba
Health, Seniors and Active Living
V. RISK FACTOR INFORMATION subject > risk factors
A. EXPOSURE FACTORS
COMPLETE THE FOLLOWING AND SPECIFY DETAILS WHERE REQUESTED: YES | NO UN- DECLINED TO| NOT
KNOWN| ANSWER | ASKED
[PREGNANT AT TIME OF DIAGNOSIS
SPECIFY EDC YYYY-MM-DD O O O O O
CONTACT TO A NEW OR PREVIOUSLY DIAGNOSED CASE
SPECIFY INFECTION AND DATE YYYY-MM-DD O O O O O
|HAS GIVEN GOODS IN EXCHANGE FOR SEX O Ol O (@) O
IHAS RECEIVED GOODS IN EXCHANGE FOR SEX O O] O (@) (@)
|HisToRY OF sTI
SPECIFY INFECTION(S) AND DATE(S)
NEW SEX PARTNER WITHIN LAST 3 MONTHS O| O] O @) @)
SEXUAL ASSAULT (NON-CONSENSUAL SEX) Ol 0| O @) @)
SUBSTANCE USE - ALCOHOL USE DURING SEXUAL EXPOSURE O Ol O (@) O
SUBSTANCE USE — OTHER THAN ALCOHOL DURING SEXUAL EXPOSURE
SPECIFY SUBSTANCE
TYPE OF SEXUAL EXPOSURE: ANAL O| O] O O O
TYPE OF SEXUAL EXPOSURE: ORAL O| O] O @) @)
TYPE OF SEXUAL EXPOSURE: VAGINAL O| O] O @) @)
OTHER RISK FACTOR
SPECIFY O O O O O
B. CONTACT SETTING LOCATION subject > risk factors
20. WHERE / HOW DID YOU FIRST MEET YOUR NEW SEXUAL PARTNER(S) OVER THE LAST 3 MONTHS? (CHECK ALL THAT APPLY)
| BATHHOUSE []BAR/ICLUB [] HoTEL
SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION
| HousE PARTY [] work/scHooL [] FRIENDS/FAMILY
SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION
|[] sHoPPING MALL [[] CORRECTIONAL FACILITY [] oUTDOORS (PARKS, STREETS, ETC)
SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION
I] OTHER COMMUNITIES IN MANITOBA [] oTHER PROVINCE IN CANADA [] ouTsIDE CANADA
SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION SPECIFY NAME AND LOCATION
IC] otHER
SPECIFY SETTING, NAME AND LOCATION
s0.INTERNET WEBSITES / APPS / CHAT ROOM / EMAIL / ETC |3, ONLINE NAME(S) 32 LOCATION OF FIRST
FOR MEETING SEXUAL PARTNERS (CHECK ALL THAT APPLY) PHYSICAL MEETING
[CJPLENTYOFFISH [T] SQUIRT [JTINDER [[] GRINDR
[JraceBook  [JcraiesLisST [JINSTAGRAM  []SNAPCHAT
] oTHER (SPECIFY) SPECIFY LOCATION
VI EVIDENCE'BASED RECOMMENDED INTERVENTIONS >> treatment and interventions > interventions summary
[ ]STBBI TESTING RECOMMENDED: GC/CT/HEPATITIS A, B, C/ HIV/SYPHILIS ] FoLLOW-UP STBBI TESTING IN 6 MONTHS
[ JENCOURAGED PERIOD OF ABSTINENCE POST TREATMENT [C] TEST OF CURE AS PER PROTOCOL
RECOMMENDED IMMUNIZATIONS: HBV/HAV [ ] EDUCATION — CONDOM USE

* IDENTIFIES CRITICAL DATA ELEMENT OR SECTION TO BE COMPLETED. IF THIS DATA IS MISSING, THE FORM WILL BE RETURNED.
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CASE ACCESSION NUMBER

CASE NAME OR INITIALS

CASE PHIN

Manitoba

Health, Seniors and Active Living

VII. TREATMENT INFORMATION

investigation > prescriptions > prescription summary

33. PRESCRIBER NAME

3. TREATMENT FACILITY

35. _]JPROBABLE PREVIOUS TREATMENT
FAILURE

[JAZITHROMYCIN 1g PO X1

SPECIFY START DATE: YYYY-MM-DD

[CJDOXYCYLINE 100 mg PO BID X 7 DAYS

SPECIFY START DATE: YYYY-MM-DD

[CJMETRONIDAZOLE 500 mg PO BID X 14 DAYS

SPECIFY START DATE: YYYY-MM-DD

[CIcEFIXIME 800 mg PO x1

SPECIFY START DATE: YYYY-MM-DD

[CJAMOXICILLIN 500 mg PO TID X 7 DAYS

SPECIFY START DATE: YYYY-MM-DD

|:| OTHER (SPECIFY TREATMENT AND START DATE):

LICEFTRIAXONE 250 mg IM x1

SPECIFY START DATE: YYYY-MM-DD

D ERYTHROMYCIN 500 mg PO QID X7 DAYS

SPECIFY START DATE: YYYY-MM-DD

SPECIFY START DATE: YYYY-MM-DD

36. ALLERGIES (RELEVANT TO TREATMENT, IF ANY)

subject > allergies

SPECIFY

VIIl. CONTACTS

investigation > exposure summary > transmission event details

37.NUMBER OF CONTACTS

IDENTIFIED BY NAME >

SPECIFY NUMBER

3s. NUMBER OF
ANONYMOUS

CONTACTS => SPECIFY NUMBER

30. EARLIEST ANONYMOUS EXPOSURE
START DATE

[CJESTIMATED YYYY-MM-DD

IX. “REPORTER INFORMATION (IF NOT RESPONSIBLE REGIONAL PUBLIC HEALTH OFFICE)

40. FORM COMPLETED BY (PRINT NAME)

42. SIGNATURE

41.FACILITY NAME/ADDRESS/PHONE#

REPORTER USE ONLY

43.FORM COMPLETION DATE

44. ORGANIZATION (IF APPLICABLE)
OwrHA OnNRHA O PvH O sH-ss

yyvy-Mm-oD | OQierHa O FNiHB Ocsc STAMP HERE
X. * RESPONSIBLE REGIONAL PUBLIC HEALTH AUTHORITY USE ONLY
45. FORM COMPLETED BY (PRINT NAME) 46. SIGNATURE 47.FORM COMPLETION DATE
YYYY-MM-DD
48. FORM REVIEWED BY (PRINT NAME) 49. FORM REVIEWED DATE RHA USE ONLY
YYYY-MM-DD
50.INVESTIGATION STATUS 51. ORGANIZATION
ONGOING () CLOSED TO THE REGION OwrHA QNRHA QPMH O sH-ss
O O QErHA O FNIHB (Qcsc STAMP HERE

PLEASE SUBMIT THIS INVESTIGATION FORM BY SECURED FAX OR COURIER TO THE SURVEILLANCE UNIT AT MANITOBA HEALTH
AFTER HOURS EMERGENCY PHONE FOR PUBLIC HEALTH ISSUES: (204) 788-8666.

THIS FORM IS ALSO AVAILABLE FOR DOWNLOAD IN A FILLABLE PDF FORMAT AT
http://www.gov.mb.ca/health/publichealth/surveillance/docs/mhsu_6784.pdf

A USER GUIDE FOR COMPLETION OF SURVEILLANCE FORMS FOR REPORTABLE DISEASES

AND INSTRUCTIONS FOR THIS FORM ARE AVAILABLE FOR DOWNLOAD AT
http://www.gov.mb.ca/health/publichealth/surveillance/forms.html

* IDENTIFIES CRITICAL DATA ELEMENT OR SECTION TO BE COMPLETED. IF THIS DATA IS MISSING, THE FORM WILL BE RETURNED.
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