Case/PUI Name: 	DOB:	EVT: 
 
Monkeypox Case Investigation Questionnaire 
Last modification made on 6/3/22

Hi, my name is (investigator), and I am calling from the NYC health department. Am I speaking with (name of case)? I’m reaching out to you because you were diagnosed or are believed to have monkeypox disease. I would like to take a moment to talk to you about monkeypox and then ask you a series of questions. Is now a good time?
Monkeypox is a rare viral disease that usually affects animals but can make people sick. We, along with CDC, are closely tracking cases of monkeypox that have been recently reported in several countries and cities, including New York City. This helps us understand how monkeypox is spreading and how to stop it from spreading.  
I am going to ask you about your illness and the first day you felt sick. Then, I will ask you questions to determine who you may have had contact with while you were sick and questions to help determine when, where, and how you were infected.  
	1. INTERVIEWER INFORMATION

	Interviewer Name:
	Date of Interview:

	Interviewer phone number:
	Interviewer email:



	2. PATIENT INFORMATION

	Respondent identity: ☐ Self    ☐ Parent  ☐ Spouse/partner   ☐ Other:  
Name of Person Interviewed (if not case): 

	First Name:
	Last Name:

	Date of birth (mm/dd/yy):
	Primary language:

	Address:
	Borough:


	City:
	State/Country:
	ZIP

	Phone number:

	Occupation:
☐ Occupation N/A

	Do you identify as Hispanic, Latino, or Latina?
☐ Yes
☐ No  
☐ Unknown  
☐ Declined to answer  
	Race: 
☐ Asian, including South Asian 
☐ Black, including African American or Afro-Caribbean 
☐ Native American or Alaska Native   
☐ Native Hawaiian or Pacific Islander  

	☐ White  
☐ Does not identify as any of these races
☐ Unknown
☐ Declined to answer

	What specific ethnic or cultural groups do you identify as, if any? You may select all that apply:
☐Arab
☐Chinese
☐Dominican
	☐Guyanese
☐Haitian
☐Indian
☐Italian
☐Jamaican
☐Jewish
	☐Mexican
☐Puerto Rican
☐Russian
☐Another group or groups: 

☐I do not identify as any specific ethnic or cultural group

	(Only persons 12 and older) How do you currently identify your gender? Select one that best describes you:
☐ Woman or girl 
☐ Man or boy
☐ Transgender woman or Transgender Girl
☐ Transgender man or Transgender boy
☐ Non-binary or genderqueer person 
☐ Not listed here. Please Specify:
☐ Unknown
☐ Declined to answer
	(Only persons 12 and older) Which of the following best describes your sexual orientation. Select one that best describes you:
☐Straight or Heterosexual  
☐Gay or lesbian  
☐Bisexual  
☐Queer  
☐Questioning or not sure
☐Not listed here. Please specify:
☐Unknown
☐Declined to answer

	What sex were you assigned at birth? Please select one:
☐Female   ☐Male   ☐A sex assignment not listed here:                                ☐Unknown        ☐Declined to answer

	3. CLINICAL (if clinical questions were answered in Triage, you may not need to ask every question in this section)

	
What was your first symptom or sign of illness? (specify):
When did you first notice any signs of illness? (mm/dd/yy):


	What are your symptoms during your course of illness? (Choose all that apply):
☐ Fever
If yes, 
What was the date of onset? (mm/dd/yy):
What was the maximum temperature?
How was the fever measured? ☐ Subjective   ☐ Home measured    ☐ Healthcare worker  ☐ Don’t know

	☐ Rash
If yes,
What was the date of onset? (mm/dd/yy):
	

	Where did the rash begin? (Choose all that apply): 
☐ Face
☐ Head
☐ Neck
☐ Mouth or lips
	
☐ Trunk
☐ Arms
☐ Legs
☐ Palms of hands
	
☐ Soles of feet
☐ Genitals
☐ Perianal
☐ Other location (specify):

	Where did the rash occur over the course of illness? (Choose all that apply):
☐ Face
☐ Head
☐ Neck
☐ Mouth or lips
☐ Trunk
	☐ Arms                                                  ☐Back
☐ Legs                                                    ☐ Buttock
☐ Palms of hands
☐ Soles of feet
☐ Genitals
☐ Perianal
☐ Other location (specify):

	When the rash was at its worst, approximately how many lesions did you have?
☐ 1 – 10    ☐ 11 – 50    ☐ 51 – 100    ☐ > 100    ☐ Don’t know

	Do you have an active rash right now?     ☐ Yes   ☐ No  ☐ Don’t know
If yes,
Are all the lesions on the same site of the body?    ☐ Yes   ☐ No  ☐ Don’t know
Are the lesions in the same stage of development (do they all look similar?)     ☐ Yes   ☐ No  ☐ Don’t know
Are the lesions umbilicated (center of lesion is lower)?    ☐ Yes   ☐ No  ☐ Don’t know
Are the lesions deep seated and profound (are the lesions deep in the skin?)    ☐ Yes   ☐ No  ☐ Don’t know
Are the lesions well-circumscribed (distinctly different from normal skin)?    ☐ Yes   ☐ No  ☐ Don’t know


	Did you have any of the following symptoms:
☐ Swollen lymph nodes
☐ Malaise 
☐ Chills
☐ Body ache or muscle ache/Myalgia
☐ Exhaustion
☐ Backache
☐ Headaches
☐ Itching
☐ Night sweats

	☐ Vomiting or nausea
☐ Cough
☐ Eye lesions
☐ Conjunctivitis
☐ Constipation
☐ Tenesmus/urgency to defecate
☐ Rectal pain
☐ Rectal bleeding
☐ Pus or blood on stools
☐ Other (specify):

	Any other signs or symptoms?

	4. MEDICAL HISTORY

	Underlying or Pre-existing Medical Conditions 
☐ Diabetes
☐ Heart Disease
☐ Hypertension
☐ Chronic pulmonary disease
☐ Chronic liver disease
☐ Renal failure
☐ Cancer
☐ Asthma
☐ HIV
	☐ Dementia
☐ Developmental Delay
☐ Neurological disease
☐ Mental health disorder
☐ Substance use disorder
☐ Pregnant
☐ Other (describe): 

	Do you have any known immunocompromising conditions or take immunosuppressive medications              ☐ Yes   ☐ No
(e.g., treatments like chemotherapy and steroids)?

If yes, please describe: 


	Did you ever receive smallpox vaccine prior to May 1st, 2022? ☐ Yes   ☐ No  ☐ Don’t know
If yes:
Is there documented administration? ☐ Yes   ☐ No  ☐ Don’t know
Do you remember being vaccinated? ☐ Yes   ☐ No   ☐ Don’t know
Did you receive the smallpox vaccine as PrEP or PEP for exposure to monkeypox virus? ☐ Yes   ☐ No  ☐ Don’t know
Which vaccine was given?  ☐ JYNNEOS    ☐ ACAM2000   ☐ DRYVAX   ☐ Don’t know
When were you vaccinated? (mm/dd/yy):
Do you have a vaccine scar? ☐ Yes   ☐ No  ☐ Don’t know;      Location of vaccine scar: 

	5. CONTACTS – 
Now try to think of all the people you had direct contact with including sexual and intimate contacts, and people you may live with – since your illness onset on (date of symptom onset)

	The health department will follow up with the people you name to assess their risk of exposure to the virus based on the type and extent of contact. Those who are thought to have a high risk may be offered postexposure vaccination. Please let me know if there are any people you name for which you do NOT want your name shared.
	
	Type of contact (e.g., sexual, intimate, direct, close) and where and when (mm/dd/yy) it last occurred 
	Last Name
	First Name
	Contact Information

	Contact 1



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes   ☐ No

	Contact 2

	
	
	
	

	
	
	
	
	Share your name? ☐ Yes   ☐ No


Table continued on next page


	Contacts Continued….
	
	Type of contact (e.g., sexual, intimate, direct, close) and where and when (mm/dd/yy) it last occurred
	Last Name
	First Name
	Contact Information

	Contact 3



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 4



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 5



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 6



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 5



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 7



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 8



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 9



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No

	Contact 10



	
	
	
	

	
	
	
	
	Share your name? ☐ Yes ☐ No


NOTES:






	6. RESIDENCE AND HOUSEHOLD INFORMATION

	Dwelling type: 
☐ Single family home  ☐ Multi-family home  ☐ Apartment or Condo  ☐ Congregate setting
☐ Other, please specify:
Languages spoken in the household:
☐ English   ☐ Spanish   ☐ French   ☐ Portuguese   ☐ Other, please specify: 
How many people live in your household for >2 nights per week?
Are any people who live in your household immunocompromised, elderly, pregnant, or children?  
       ☐ Yes   ☐ No   ☐ Unknown        
Have any visitors spent the night in the 3 weeks before illness onset?    ☐ Yes   ☐ No



	7. EXPOSURES 21 DAYS BEFORE ILLNESS ONSET 
Now I will ask several questions that may help determine when, where and how you were infected.

	During the three weeks preceding the onset of symptoms, did you have direct or intimate contact with one or more persons who had a rash or who had monkeypox?    ☐ Yes   ☐ No  ☐ Don’t know
	
If yes, please provide this person’s…
First name: 

Last name: 

Gender/Sex: 

Date of birth (or age): 

Date of first contact with ill person (within the 3 weeks before patient’s symptom onset): 
	
Did the contact receive a diagnosis from a health care provider? ☐ Yes   ☐ No  ☐ Don’t know  ☐ Refused

Did the contact have recent domestic or international travel?
☐ Yes   ☐ No  ☐ Don’t know  ☐ Refused

If yes, where did the contact travel (specify)? 



What type of contact did you have with the ill person?
	☐ Caregiving (as a healthcare worker or health aide)
☐ Caregiving (as a relative, friend, or spouse)
	☐ Shared towels, bedding, or other linens
☐ Transit trip (specify length of trip:                                           )

	☐ Sexual or intimate (e.g., kissing) contact
	☐ Shared bathrooms (toilet, sink, shower)

	☐ Shared food, utensils, or dishes
	☐ Other (describe):

	☐ Shared clothing
	




	
Sexual Exposures (if patient refuses, skip to Travel, animal, and occupational exposures)

During the three weeks preceding the onset of symptoms, did you engage in sex (vaginal, oral, or anal) and/or close intimate contact (cuddling, kissing, mutual masturbation, sharing sex toys)?    ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
If yes,
Did you have sex or close intimate contact with (check all that apply):
	☐ Women    
☐ Men    
☐ Transgender women     
☐ Transgender men     
	☐ Genderqueer, gender non-binary, or gender diverse     
☐ Other gender identity (specify):   
☐ Unknown     
☐ Refuse        



Did you have sex with someone who had recently traveled outside New York City?
☐ No     ☐ Yes, outside NYC     ☐Yes, outside NYS, but within US     ☐Yes, outside US    ☐Unknown     ☐Refused
If yes to above,
Please specify location (if known): 

Did you met any of your sex partners at (Check all that apply):

	☐ Online or on an app (specify): _______________________
☐ Work
☐ School
☐ Gathering with friends
☐ Gym
☐ Massage parlors
☐ Gay bars or clubs
☐ Restaurants/bars
☐ Rave
☐ Bathhouse
	☐ Sauna
☐ Sex clubs and or sex party events
☐ Adult bookstore/video store
☐ Park or other public cruising place
☐ Social event (e.g. wedding)
☐ Cruise ship
☐ Sex party in private home
☐ support groups
☐ Other (specify) ____________________________

	
Did you use a condom or other sexual barrier (e.g., diaphragm) during sex?  ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused

Travel, Animal, and Occupational Exposures

Did you travel in the 3 weeks preceding the onset of symptoms?  ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
If yes,
	
	Domestic or international?
	Specify travel location
	Start date of travel (travelled away from home)
	End date of travel (returned home)

	Location 1 



	☐ Domestic
☐ International
☐ Unknown
☐ Refused   
	
	
	

	
	
	
	Flight info:
	Flight info:

	Location 2



	☐ Domestic
☐ International
☐ Unknown
☐ Refused   
	
	
	

	
	
	
	Flight info:
	Flight info:



Did you wear a mask while in transit (e.g., bus, plane, train)?  ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused

If you traveled to west or central Africa, did you touch any live animals in the three weeks before symptom onset?
 ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
    If yes,
   What type of animal?
   ☐ Domestic animal (pets, livestock)   ☐ Wild animals (wildlife, game animals)
   Please specify animal: 

   What type of contact did you have with the animals?
    ☐ Direct contact (e.g., petting, sharing bed)   ☐ Feeding  ☐ Cleaning animal waste ☐ Other:

    Did you touch or handle any dead animals? ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
    If yes,
    Did you do any of the following:
    ☐ Handling dead nuisance animals (mice, rats, bats, etc.)   
    ☐ Butchering, handling, or cooking meat from wild animals  
    ☐ Other (describe):
     Please specify animal:

Do you work in a setting where you provide direct or close care for others (e.g., healthcare worker, adult care facility worker, physical therapist, etc.) ☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
If yes, 
Did you experience any accidental occupational exposure such as a sharps injury, direct exposure to monkeypox body fluid, or aerosol generating procedure?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
Was appropriate PPE worn?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused

Do you work in a clinical or research laboratory involving specimens containing monkeypox viruses?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
If yes,
Did you experience any accidental occupational exposure with a monkeypox sample or virus-contaminated object (sharps injury, aerosol, or splash exposure)?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
Was appropriate PPE worn?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused
Was standard lab safety protocols followed?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused

Do you work in a setting where you may come into contact with materials contaminated with monkeypox virus, such as biohazardous waste, soiled linens, or dirty kitchenware?
☐ Yes   ☐ No   ☐ Don’t know   ☐ Refused







	
8. HEALTH CARE AND INFECTION CONTROL

	Mode of transport to health care facility   
☐ Cab/Car Service  ☐ EMS  ☐ Private Vehicle  ☐ Public Transportation  ☐ Walk  ☐ Other: 

	Was patient hospitalized?
☐ Yes  ☐ No  ☐ Unknown
Date Admitted:
	Hospital:



	Did patient seek outpatient care?  
☐ Yes  ☐ No  ☐ Unknown 
Date of outpatient visit:
Location of outpatient visit:
	Outpatient provider:
Outpatient provider phone:

	Outcome of hospitalization:
☐ Still hospitalized
☐ Discharged home
☐ Transferred to another hospital  
☐ Left AMA  
☐ Died
☐ Unknown
	If discharged:
	Discharge diagnoses available?
	☐ Yes  ☐ No  ☐ Unknown

	If yes, discharge diagnosis:    		
		date discharged:	

	Was patient admitted to the intensive care unit?
☐ Yes  ☐ No  ☐ Unknown
If yes, ICU admission date: 			ICU discharge date:

	Estimated length of time from presentation at health care facility to when appropriately isolated:       



Thank you for your cooperation and time in answering these questions. This will help us understand why people are getting sick and how to stop monkeypox spread. Before we end the call, do you have any questions for me?


