		ID:______________________________________________
Highly Pathogenic Avian Influenza (HPAI) Interview Form
Complete one form for each potentially exposed person.

Date: _________________
Interviewer: _________________

Demographic Information of Potentially HPAI Exposed Person

Name: 							 	DOB: 			 Sex:  M F

Parent's name (if child): 				 	Race/Ethnicity: 			

Address: 												

City: 			 	State: ____  Zip: 			County: 			

Phone (home):  						(cell): 					

Email: 							

Interpreter required? Y N   Language: 				

Job Title/Occupation: 				

Description of HPAI Exposure
Name of site where exposed: 		____	Type of facility: 			

Number of buildings on site: 			 		Number of flocks on site: 		

Relationship to this facility: 									

Do you live at this facility?	 Y N 	I live about 		 miles away.

What date did the farm notice that birds were sick, possibly with avian influenza? _________ 
What date were the birds quarantined? _________
Did you have contact with sick or dead birds or the environment contaminated by sick or dead birds, or were you in an enclosed environment with sick or dead birds? Y N Unk  
If yes, describe: ________________________________________________________________________________________________________________________________________________________
Do you still have contact with sick or dead birds or environment contaminated by sick or dead birds? Y N Unk  
If contact has ceased, date of last contact: ________________
Note: monitoring for symptoms of influenza like illness should occur during exposure and for 10 days after last exposure.
Personal Protective Equipment (PPE)
If you had contact with sick or dead birds or environment contaminated by sick or dead birds, or were in an enclosed environment with sick or dead birds, did you wear any of the following types of personal protective equipment (PPE) while in contact with sick/dead birds or their environment? 
· Eye Protection:
□ Yes, always   
□ Yes, sometimes 
□ Never 
□ Unknown
· Gloves:
□ Yes, always   
□ Yes, sometimes 
□ Never 
□ Unknown 
· Fluid-resistant Coveralls:
□ Yes, always   
□ Yes, sometimes 
□ Never 
□ Unknown 
· Rubber Boots:
□ Yes, always   
□ Yes, sometimes 
□ Never 
□ Unknown 
· Respirator (surgical masks and bandanas are not respirators):
□ Yes, always   
□ Yes, sometimes 
□ Never 
□ Unknown 
If respirator used, describe (N95, other type): ________________________________________________________________
Was respirator fit tested? Y N Unk
Personal Protective Equipment (PPE) Breaches
If you answered “yes, always” or “yes, sometimes” to any of the questions above, did you ever have any breaches in PPE?  This could be PPE that broke, fell off, that you forgot to wear, or because you contaminated yourself by donning or doffing the PPE improperly.  If you did have any breaches in PPE, describe:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________  
Exposure Summary
For the investigator completing this form to fill out:
This person had the following exposure to infected birds or their environment (select one): 
No exposure
Protected exposure (full PPE used at all times with no breaches) 
Unprotected exposure (full PPE was not used at all time or there was a breach in PPE)
Describe exposure status: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Immunization Status
Did you get a flu vaccine (shot or nasal spray) this season? Y N Unk
If yes, date of vaccination and type: 			
If not, we would recommend that you get the flu vaccine annually.

Symptoms of influenza like Illness (ILI) 

Have you had any of the following symptoms since the poultry developed avian flu?

	
	Onset date                        

	 No symptoms
	

	 Fever _______  ○F  ○C                                          
	MM  /  DD  /  YYYY    

	 Feeling feverish/chills                                                 
	MM  /  DD  /  YYYY    

	 Cough                                                                         
	MM  /  DD  /  YYYY    

	 Sore throat                                                                  
	MM  /  DD  /  YYYY    

	 Runny or stuffy nose                                                   
	MM  /  DD  /  YYYY    

	 Eye tearing, redness, irritation (“pink eye”)                 
	MM  /  DD  /  YYYY    

	 Sneezing                                                                     
	MM  /  DD  /  YYYY    

	 Difficulty breathing                                                      
	MM  /  DD  /  YYYY    

	 Shortness of breath                                                    
	MM  /  DD  /  YYYY   

	 Fatigue (feeling very tired)
	MM  /  DD  /  YYYY   

	 Muscle or body aches                                                 
	MM  /  DD  /  YYYY   

	 Headaches                                                                  
	MM  /  DD  /  YYYY   

	 Nausea                                                                        
	MM  /  DD  /  YYYY   

	 Vomiting ____times/day                                              
	MM  /  DD  /  YYYY   

	 Diarrhea ____times/day                                              
	MM  /  DD  /  YYYY   

	 Seizures                                                                      
	MM  /  DD  /  YYYY   

	 Rash                                                                           
	MM  /  DD  /  YYYY   

	 Other ________________________________                                         
	MM  /  DD  /  YYYY   



If any symptoms reported, 
· Do you still have any of these symptoms?  
             Yes    No   Unknown
· Do any of your household contacts currently have similar symptoms?
            Yes    No    Unknown

Did you consult a healthcare provider for this illness? Y N Unk 

Provider name: 					Clinic/location: 				

Was the consultation by telephone only? Y N 	Date of visit or phone call: 			

Diagnosis: 												

Medication(s) prescribed: 										

Were you hospitalized? Y N 	If yes, name/location of hospital: 				

Hospital admission date: 				Hospital discharge date: 			

Do you know of anyone else with symptoms similar to yours? Y N Unk 

Name Relationship to you Contact information
	Name
	Relationship to you
	Phone number/contact information

	
	
	

	
	
	

	
	
	



If exposed person is still ill with ILI symptoms, consider collecting a specimen for influenza testing at the state public health lab. 


Monitoring for 10 days after last exposure for symptoms of ILI

[bookmark: _GoBack]Monitoring start date (by local health department): MM  /  DD  /  YYYY     
Monitoring end date (this date should be 10 days after the last date of suspected exposure to sick animals or contaminated areas).   MM  /  DD  /  YYYY     

What type of monitoring does the health department plan to implement for this worker?
        Passive monitoring (contact twice; once at beginning and once at end of monitoring period)
        Active monitoring (daily contact during monitoring period) 
        No further monitoring necessary (first contact with worker occurred >10 days after last exposure)
        Other, specify___________________________________________________________

How does the health department plan to communicate with the worker for monitoring purposes?
        Phone           Email           In-person           Skype/Facetime  
        Text message           Other, specify __________________________

Does worker have overnight travel planned outside of the county or state or country during the monitoring period?     
       □ Yes   □ No   
If yes, where/when? ______________________________________________________   

 
Note: Develop a plan with the exposed person for where healthcare should be sought if symptoms of ILI develop during the exposure period, and how the exposed person should get to the medical facility. Communicate with the designated facilities regarding infection control, treatment and testing of exposed people, and how to get in contact with the health department. 


 
5

