Please use the worker’s CalREDIE ID, if available, otherwise please use the local ID assigned to the worker.
	I. Exposed Worker Information

	Last Name: ________________________________ First Name: ___________________________________
Street Address: __________________________________________________ Apt. # _____________
City: ________________________ County: _________________   State: _________ Zip: _______________  
Phone number: ________________________   Email address: _________________________________
Alternate phone number/email: ________________________________________________
Job title/Occupation: _____________________________________________
Contact primary language: __________________  Was this form administered via a translator?  □ Yes   □ No
Last exposure/demobilization date*:  MM  /  DD  /  YYYY     Last day of monitoring**:  MM  /  DD  /  YYYY     
*This is here for quick reference and is also captured elsewhere within this form. Insert date from Section III, Question 6 once initial interview is completed if you wish to use this field. 
**This is here for quick reference and is also captured elsewhere within this form. This date should be 10 days after the last date of suspected exposure to sick animals or contaminated areas [Section 3, Question 6].



	II. Exposed Worker Demographics and Farm Information

	Date of birth:  MM  /  DD  /  YYYY     Age: _____  

Sex:    Male     Female                   If female, pregnant? □ Yes   □ No   

Farm of depopulation:
Farm or poultry producer name where depopulation occurred: _______________________________________________________________________________________
Farm or Poultry Producer Address: _______________________________________________
City: ________________________County: ____________________State: _________Zip: _________
Employer: 
Employer category:      Farm/poultry producer         Government Agency
                                     Government Contractor       Other, specify ____________________________                   
If farm/poultry producer, please provide medical care provider information.
Name of employer (Company or Corporation) ____________________
(Prompt if needed: “What is the name of the company on your paycheck?”)

Does the farm/employer have a medical care provider for its employees should they become ill with influenza-like symptoms?    Yes    No    Unknown
Please list the contact information for the farm/employer’s medical provider OR the worker’s preferred medical provider if the farm does not have one.
Doctor/Practice Name: _________________________________________________
Street Address: __________________________________________________
City: ________________________ County: _________________   State: _________ Zip: _______________  
Phone number: ________________________   Email address: _________________________________
Alternate phone number/email: ________________________________________________
If government agency or contractor, please provide safety officer name and contact information for depopulation incident.
Name of Safety Officer for this incident:_________________________________________________
Phone number: ________________________   Email address: _________________________________

Permanent place of work:

 Same farm as listed above 

Employer name: ________________________________________
Primary contact/supervisor name: _________________________________________________
Phone number: ________________________   Email address: _________________________________
Alternate phone number/email: ________________________________________________


If different than farm listed above, also fill in below.

Street Address: __________________________________________________
City: ________________________ County: _________________   State: _________ Zip: _______________  
Phone number: ________________________   Email address: _________________________________
Alternate phone number/email: ________________________________________________



	III. Exposure History 

	1. What date did the farm notice that birds were sick, possibly with avian influenza?   MM  /  DD  /  YYYY

2. What date were the birds quarantined?  MM  /  DD  /  YYYY

3. What work did you do on the farm? (check all that apply)?
 Animal care (e.g., feeding, watering, medical, etc.)        
       Animal depopulation 
       Animal disposal
       Animal transportation
       Animal housing cleaning/maintenance
       Disinfection of affected areas/birds
       Administrative duties (no animal contact) 
       Other, specify __________________________

4. Did you have any contact with birds or areas where birds were housed during the 10 days prior to noticing the birds were sick on MM  /  DD  /  YYYY [insert date from Section III, Question 1]?
□ Yes [go to Section III, Question 6] 
□ No
□ Did not work on farm with sick birds [Risk Category = No Exposure, go to Section IV]

5. If no, did you handle sick birds or work in areas where infected birds were housed or disposed of on or after the birds became sick on MM  /  DD  /  YYYY [insert date from Section III, Question 1]?
□ Yes, specify date of first exposure:  MM  /  DD  /  YYYY     
□ No [Risk Category = No Exposure; go to Section IV] 

If the worker had any contact with infected birds or areas where infected birds were housed or disposed of  (answered ‘Yes’ to Section III, Questions 4 or 5), then continue; otherwise, go to Section IV:

6. Are you still working with sick animals or in areas where infected birds were housed or disposed of? 
     □ Yes   
     □ No, specify date of last exposure/demobilization:  MM  /  DD  /  YYYY     

7. Did you wear any of the following types of personal protective equipment (PPE) during the time you were exposed to sick poultry or were in areas where infected birds were housed or disposed of from  MM  /  DD  /  YYYY [insert date from Section III, Question 1] and  MM  /  DD  /  YYYY [insert date of last exposure from Section III, Question 6])?
a. Eye Protection:
□ Yes, always   
□ Yes, sometimes [Risk Category = Unprotected Exposure]
□ Never [Risk Category = Unprotected Exposure]
□ Unknown [Risk Category = Unprotected Exposure]
b. Gloves:
□ Yes, always   
□ Yes, sometimes [Risk Category = Unprotected Exposure]
□ Never [Risk Category = Unprotected Exposure]
□ Unknown [Risk Category = Unprotected Exposure]
c. Fluid-resistant Coveralls:
□ Yes, always   
□ Yes, sometimes [Risk Category = Unprotected Exposure]
□ Never [Risk Category = Unprotected Exposure]
□ Unknown [Risk Category = Unprotected Exposure]
d. Rubber Boots:
□ Yes, always   
□ Yes, sometimes [Risk Category = Unprotected Exposure]
□ Never [Risk Category = Unprotected Exposure]
□ Unknown [Risk Category = Unprotected Exposure]
e. Respirator (surgical masks and bandanas are not respirators):
□ Yes, always   
□ Yes, sometimes [Risk Category = Unprotected Exposure]
□ Never [Risk Category = Unprotected Exposure]
□ Unknown [Risk Category = Unprotected Exposure]
                 
If answered “Yes, always” to Section III, Question 7 a–e, please complete all of questions 8–12, otherwise go to Section IV: 


8. What type of eye protection did you wear (check all that apply)?
          □ Built into full-face respirator      
            □ Goggles 
          □ Safety glasses with face shield
          □ Safety glasses without face shield [Risk Category = Unprotected Exposure]
          □ Other, specify __________________________________  [Risk Category = Unprotected Exposure] 
□ Unknown [Risk Category = Unprotected Exposure]
      
9. What type of respirator(s) or mask did you wear while working outside or in other non-enclosed spaces (check all that apply)? 
 Did not work outside or in other non-enclosed spaces
             Half mask disposable, specify filter 
		[image: ]	[image: ][image: ]
		      N95		N99		  P100
                         N95, N99 (color-coded teal); P95, P99 (color-coded orange); N100 (color-coded teal); or 
                            P100 (color-coded purple or magenta) (alone or in combination with another filter type, e.g.,                 
                            gas/vapor)
                         Other, specify __________________ [Risk Category = Unprotected Exposure]
                     □ Unknown [Risk Category = Unprotected Exposure]
             Half mask elastomeric (rubber) respirator, specify filter 		[image: ]
  						                                              Photo of half mask respirator with P100 filters
                         N95, N99, N100; P95, P99; or P100 particle filters (color-coded purple or magenta) (alone or 
                            in combination with another cartridge type, e.g., gas/vapor)
                         Other, e.g., gas cartridge only, specify __________ [Risk Category = Unprotected Exposure]
                     □ Unknown [Risk Category = Unprotected Exposure]
             Full face respirator, specify filter		[image: ]	[image: ]	
				                           Photo of full face respirator with purple P100 filters in a combination cartridge.
                         N95, N99, N100; P95, P99; or P100 particle filters (color-coded purple or magenta) (alone or 
                            in combination with another cartridge type, e.g., gas/vapor)
                         Other, e.g., gas cartridge only, specify __________ [Risk Category = Unprotected Exposure]
                     □ Unknown [Risk Category = Unprotected Exposure]
             Powered air purifying respirator (PAPR), specify filter
[image: ]Photo of PAPR respirator with HEPA filter.
                         HEPA (color-coded purple or magenta)
                         Combination cartridge gas or vapor and HEPA (e.g., Defender)                        
                         Other, specify __________________ [Risk Category = Unprotected Exposure]
                     □ Unknown [Risk Category = Unprotected Exposure]
             Bandana [Risk Category = Unprotected Exposure]
             Surgical mask [Risk Category = Unprotected Exposure]
             Non-NIOSH-approved respirator (does not have TC-84A-xxxx number)  
                [Risk Category = Unprotected Exposure]





10. What type of respirator(s) or mask did you wear while working in enclosed spaces, such as a barn with walls (check all that apply)? 
 Did not work in enclosed spaces
             Half mask disposable [Risk Category = Unprotected Exposure]
             Half mask elastomeric respirator, specify filter
                         N95, N99, N100; P95, P99; or P100 particle filters (color-coded purple or magenta) (alone or 
                            in combination with another cartridge type, e.g., gas/vapor)
                         Other, e.g., gas cartridge only, specify __________ [Risk Category = Unprotected Exposure]
                     □ Unknown [Risk Category = Unprotected Exposure]
             Full face respirator , specify filter
                         N95, N99, N100; P95, P99; or P100 particle filters (color-coded purple or magenta) (alone or 
                            in combination with another cartridge type, e.g., gas/vapor)
                         Other, e.g., gas cartridge only, specify __________ [Risk Category = Unprotected Exposure]
                     □ Unknown [Risk Category = Unprotected Exposure]
             Powered air purifying respirator (PAPR), specify filter
                         HEPA
                         Other, specify __________________
                     □ Unknown [Risk Category = Unprotected Exposure]
             Bandana [Risk Category = Unprotected Exposure]
             Surgical mask [Risk Category = Unprotected Exposure]
             Non-NIOSH-approved respirator (does not have TC-84A-xxxx number)  
                [Risk Category = Unprotected Exposure]
   
11. Do you recall being fit tested for your respirator within the past year? 
□ Yes   
□ No  [Risk Category = Unprotected Exposure]
□ Only wore loose-fitting hooded PAPRs
□ Unknown  [Risk Category = Unprotected Exposure]
If no or unsure, prompt: A fit test assesses whether the face-seal of your respirator seals properly to your face. It involves use of a test chemical that can be tasted, smelled, or measured inside the face piece of the respirator while you have it on and move your head side to side, talk, etc. 


12. While you were handling sick birds or when you were in housing or other areas that might have been contaminated, did any of the following occur to your PPE:
Eye protection:
                  Eye protection was bumped or become displaced  [Risk Category = Unprotected Exposure]
                  Had a known splash or other exposure to eye  [Risk Category = Unprotected Exposure]
           Gloves:
                  Gloves tore  [Risk Category = Unprotected Exposure]
                  Gloves came off of your hands  [Risk Category = Unprotected Exposure]
           Coveralls:
                  Coveralls tore  [Risk Category = Unprotected Exposure]
           Rubber Boots:
                  Rubber boots tore  [Risk Category = Unprotected Exposure]
                  Rubber boots came off of your feet  [Risk Category = Unprotected Exposure]
           Respiratory Protection:
                  Respirator malfunctioned (e.g., got wet, damaged, or didn’t seal to face)  [Risk Category = 
                     Unprotected Exposure]
                  Respirator was bumped or became displaced  [Risk Category = Unprotected Exposure]



	IV. Exposure Category

	
 Unprotected Exposure: Exposure to potentially-infected birds or their environment, but NOT always 
    wearing recommended PPE or a known or potential PPE breach. Choose this category if the worker had 
    one or more responses noted as being an unprotected exposure in Section III, Questions 7-12.
 Protected Exposure: Exposure to potentially-infected birds or their environment, but always in 
    recommended PPE with no PPE breaches. Choose  this category ONLY if the worker had NO responses 
    noted as being an unprotected exposure in Section III, Questions 7-12.
 No Exposure: No exposure to potentially-infected birds or their environment







	V. Exposed Worker Influenza Vaccination and Illness History

	1. Did you receive this season’s influenza vaccine?   Yes    No   Unknown
     If yes, date of vaccination:  MM  /  DD  /  YYYY     

2. Have you had any of the following symptoms since the poultry got sick on  MM  /  DD  /  YYYY [insert date from in Section 3, Question 1]:

	
	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, 
3. Do you still have any of these symptoms?  
             Yes    No   Unknown

4. Do any of your household contacts currently have similar symptoms?
            Yes    No    Unknown

Note: If worker is still experiencing symptoms OR if family members are now experiencing similar symptoms, 
CDPH Immunization Branch should be notified immediately and specimens should be collected for influenza 
testing at a Public Health Laboratory.









	VI. Laboratory, Treatment, Prophylaxis, and Hospitalization Information

	
Was the worker tested for influenza?    Yes     No    Unknown    Not applicable (not symptomatic)   

If yes, what was the result?   Positive for seasonal influenza, specify type/subtype ___________________
                                              Positive for avian influenza, specify type/subtype ______________________
                                              Positive influenza A, unable to subtype ______________________
                                              Negative for influenza

If other respiratory virus testing was performed, please indicate positive results:
 RSV                              Adenovirus                    Rhinovirus/Enterovirus    Human Metapneumovirus
 Parainfluenza type 1     Parainfluenza type 2     Parainfluenza type 3       Parainfluenza type 4  
 Other, specify __________________________   No other testing performed

Was the worker treated with influenza antiviral medications for this illness?  
Yes    No    Unknown

If yes, 
     Which antiviral?  Oseltamivir     Zanamivir    Peramivir    Amantadine    Rimantidine    Unknown   
     Start date:  MM  /  DD  /  YYYY   
     End date:  MM  /  DD  /  YYYY   

Did the worker ever receive prophylaxis with an influenza antiviral medication?  Yes    No    Unknown

If yes, 
     Which antiviral?  Oseltamivir     Zanamivir    Peramivir    Amantadine    Rimantidine    Unknown   
     Start date:  MM  /  DD  /  YYYY   
     End date:  MM  /  DD  /  YYYY   

Was the worker hospitalized for this illness?  Yes    No    Unknown

If yes, Admission date: MM  /  DD  /  YYYY     Discharge date:  MM  /  DD  /  YYYY     

Medical record number: ________________________




	VII. Follow-up

	
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 [Section 3, Question 6]): MM  /  DD  /  YYYY     

What type of monitoring does the local health jurisdiction 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 ________________________________________________________________
[bookmark: _GoBack]How does the local health jurisdiction plan to communicate with the worker for monitoring purposes?
        Phone           Email           In-person           Skype/Facetime  
        Text message           Other, specify __________________________
Was 24/7 contact information for the local health jurisdiction provided to the worker should they become ill?     
        Yes     No, explain why not __________________________________________________________
Does worker have a thermometer devoted for only his/her personal use? □ Yes   □ No   
       If yes, what type?  Oral     Axillary    Ear     Non-touch, ear    Non-touch, forehead     Rectal
       If no, please provide the worker with a thermometer and instructions on its use, if feasible.
Does worker have overnight travel planned outside of the county during their monitoring period?     
       □ Yes   □ No   If yes, where/when? ______________________________________________________    
Does worker have any medical or dental appointments or procedures scheduled during the monitoring period?
       If yes, what is the appointment or procedure for? ____________________________________________
       Health care facility name and address:      ______________________________________________________________________________________________________________________________________________________________________________
       Health care provider name and phone number: ______________________________________________________________________________________________________________________________________________________________________________ 

Please complete the attached symptom monitoring log for each day on which active monitoring was conducted. In most cases, this will be on the first day of monitoring and last day of monitoring (10 days after last exposure) with passive monitoring in between; however, if human cases are identified, daily active monitoring may be implemented. In addition, if a worker reports symptoms, daily active monitoring should be conducted until influenza testing results are available or symptoms resolve.



NOTES:


	Confidential         Avian Influenza Exposure Monitoring Form
	ID ____________
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	VIII.   Contact Symptom Follow-Up Diary

	Day 1 of monitoring:
MM / DD / YYYY
	Day 2 of monitoring:
MM / DD / YYY 
	Day 3 of monitoring:
MM / DD / YYYY
	Day 4 of monitoring:
MM / DD / YYYY 
	Day 5 of monitoring:
MM / DD / YYYY

	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact



	Day 6 of monitoring:
MM / DD / YYYY
	Day 7 of monitoring:
MM / DD / YYYY
	Day 8 of monitoring:
MM / DD / YYYY
	Day 9 of monitoring:
MM / DD / YYYY
	Day 10 of monitoring:
MM / DD / YYYY

	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills 
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact




Additional monitoring sheets
	Day ___ of monitoring:
MM / DD / YYYY
	Day ___ of monitoring:
MM / DD / YYYY
	Day ___ of monitoring:
MM / DD / YYYY
	Day ___ of monitoring:
MM / DD / YYYY
	Day ___ of monitoring:
MM / DD / YYYY

	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills 
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact
	Temperature 1: ________○F
Time 1: ______ □ AM □ PM

Temperature 2: ________○F
Time 2: ______ □ AM □ PM

□ No symptoms
□ Fever _______ □ ○F □ ○C
□ Feeling feverish/chills
□ Cough
□ Sore throat 
□ Runny or stuffy nose 
□ Eye tearing, redness, 
    irritation (“pink eye”) 
□ Sneezing
□ Difficulty breathing
□ Shortness of breath
□ Fatigue (feeling very tired)
□ Muscle or body aches
□ Headaches
□ Nausea
□ Vomiting ____times/day
□ Diarrhea ____times/day
□ Seizures
□ Rash
□ Other _______________
□ Unable to contact




Appendix I – Personal Protective Equipment Recommendations
Table Excerpted from USDA Recommendations for Coveralls for Avian Influenza Response Activities: 

	Activity
	Coverall

	Activities with low-to-moderate exposure to dry airborne particles (e.g., environmental monitoring, shoveling, compost heaps, dry cleaning with hand tools); low potential of splashing or soaking 

	SMS (aka Proshield) or Microporous (laminates) or Tyvek

	Activities with moderate-to-high potential of exposure to aerosols, such as produced by use of compressed air or water spray

	Tychem®QC (Tyvek coated with polyethylene) 
Tychem® SL, utilizing  Saranex® 23-P film laminated to Tyvek® 


	If  exposure to splashing of hazardous liquids or continual exposure to irritating liquids 

	Tychem® SL, utilizing Saranex® 23-P film laminated to Tyvek® 

	Activities with high potential of splashing or soaking, especially with irritating or hazardous liquids 

	Job hazard analysis should be conducted to determine the best fabric to protect against specific liquid splashes. In general, select the lowest level of fabric which provides sufficient protection to personnel. “Product Line by Hazard” provides recommendations for typical chemical hazards.





Appendix II – References

For USDA, HPAI Outbreak 2014-2015, Interim Recommendations on PPE for Selected Activities, September 3, 2015
https://www.aphis.usda.gov/animal_health/emergency_management/downloads/hpai/ppe_recommendations.pdf 

Cal/OSHA, Title 8, CCR, §5199.1. Aerosol Transmissible Diseases – Zoonotic: http://www.dir.ca.gov/Title8/5199-1.html

CDC: Recommendations for Worker Protection and Use of Personal Protective Equipment (PPE) to Reduce Exposure to Highly Pathogenic Avian Influenza A H5 Viruses: http://www.cdc.gov/flu/avianflu/h5/worker-protection-ppe.htm 
   

Appendix III – Links to Photos of Personal Protective Equipment

Disposable filtering facepiece respirators: N95 (e.g. 3M 8210 or 8511), P95 (e.g. 3M 8271) N100 (e.g. 3M 8233) respirator: http://multimedia.3m.com/mws/media/540004O/3m-disposable-respirator.pdf 

Disposable P100 respirator: (e.g. Moldex 2360) http://www.moldex.com/respiratory-protection/disposable-respirators/adjustable-strap/2360p100.php 

Half mask respirator with P100 filters: https://www.grainger.com/product/NORTH-BY-HONEYWELL-North-TM-7700-Series-Half-4T549Full face respirator with P100 filters: http://www.ncagr.gov/avianflu/industry/workers.htm

PAPR respirator with HEPA filter: (e.g. 3M hooded PAPR): http://www.cidrap.umn.edu/news-perspective/2014/09/commentary-health-workers-need-optimal-respiratory-protection-ebola 

Photos of respirators also here: University of Nebraska Medical Center, “Avian Influenza, Personal Protective Equipment Guidelines”:  http://www.unmc.edu/publichealth/cscash/_images/avian-influenza_pper.pdf 
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