HEALTHCARE-ASSOCIATED INVASIVE GROUP A STREPTOCOCCUS
LONG TERM CARE FACILITY FORM
CHICAGO DEPARTMENT OF PUBLIC HEALTH
	HEALTHCARE-ASSOCIATED INVASIVE GROUP A STREPTOCOCCUS
LONG TERM CARE FACILITY FORM
CHICAGO DEPARTMENT OF PUBLIC HEALTH

	
Date form completed: ___/___/_____			Form completed by: _______________________________

	1
	
Name of facility ________________________________     Address  ___________________________________

	2
	Contact info:                      
                                             Name                                      Phone #                               Email
DON:                   __________________________    _________________   ____________________________
aDON:                 __________________________    _________________   ____________________________
Infection control: __________________________    _________________   ____________________________
Medical director: __________________________    _________________   ____________________________
Contact person:  __________________________   __________________  ____________________________


	3
	What type of facility is it? 
  Skilled Nursing        Rehabilitation        Psychiatric          Assisted Living          Other ________________        

	4
	What types of specialty care areas are within the facility (if checked, please indicate on which floor and the number of beds per unit/floor)?
	 Skilled Nursing   
	Floor #____  
	# of beds____                   
	 Supportive Care
	Floor #_____
	# of beds____

	 Dementia            
	Floor #____  
	# of beds____                   
	  Respite (short term care)              
	Floor #_____
	# of beds____

	 Psychiatric         
	Floor #____  
	# of beds____                   
	  Independent Living                        
	Floor #_____
	# of beds____

	 Ventilator             
	Floor #____  
	# of beds____                   
	  Assisted Living                               
	Floor #_____
	# of beds____

	  Rehabilitation       
	Floor #____  
	# of beds____                   
	  Other _________________       
	Floor #_____
	# of beds____




	5
	
Number of current residents ______   Number of licensed beds ___________  Number of floors  __________             

	6
	What lab services this facility?      Lifescan        NICL       LabCorp       Other______________________

	7
	
Number of nursing staff (include CNAs, RNs, LPNs, wound nurses, etc.) ______________________
Number of other staff (e.g., respiratory therapists, dietary aides, volunteers) ____________

	8
	Number of staff on the wound care team(s)__________________________________
What type of staff are on the wound care team (e.g. RN, LPN, CNA)____________________________________
Number of wound carts dedicated to the wound care team________________
            Are wound carts dedicated to a floor (i.e. do not move to other floors)?      Yes        No
[bookmark: _GoBack]Do residents with wounds in your facility have wound vacuums?   Yes        No
If yes, how many residents currently have a wound vacuum? ____________________________________

	9

	Are meals prepared at this facility?
                                    Yes     
                                         
                                         No        
	If yes: 
Number of kitchen staff  ________________________
Do foodworkers have job duties outside the kitchen?  ________________

	
	
	If no: 
Who provides the food? ___________________  Phone # ____________

	10
	Have other residents been known to have the same disease or symptoms within the last 2 weeks? 
                                    Yes   
                                    No
	If yes: 
How many?  __________________________
Describe symptoms ______________________________________
Complete case report forms for other residents if they have not already been reported to CDPH.

	11
	Have other staff been known to have the same disease or symptoms within the last 2 weeks? 
                                    Yes   
                                    No
	If yes: 
How many?  __________________________
Describe symptoms ______________________________________
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