

HEALTH DEPARTMENT


QUESTIONNAIRE

Date: 

To:  People who attended * event/gathering/concert/etc*

Dear {attendee},         

A number of persons who attended the *event/gathering/concert/etc* in *place* on Monday, *dates* developed gastrointestinal illness after the event.

In order to determine the cause of illness, we are asking everyone who *went on the trip/attended the event* to complete this brief questionnaire.  YOUR HELP in completing this questionnaire (whether or not you or your child were ill) IS IMPORTANT to identify the cause of the illness, and prevent future illness in others.  Please fill out one questionnaire for each person in your family who attended ***. (the event).

Participant’s name: ____________________________ 
Age____________    Sex :    M
   F

Address:_______________________________________

City___________________________________________


Phone numbers (home)__________________  (work)_________________

1. Were you/your child ill BEFORE the event? Yes____ No_____ Unknown _____

     Describe symptoms____________________________________

2. Have you/your child become ill with gastrointestinal symptoms SINCE attending the EVENT? 

Yes______ No______ Unknown ______     If no, please skip to question #7.
· If yes, what symptom did you/your child experience first: ___________________

· If yes, when did symptoms begin? Please be as precise as possible.
Onset Date:  ____ / ____ / ____   Onset time:  _______AM/PM
3. Did you/your child experience any of the following symptoms 

(please answer  Y=Yes, N=No or Unsure for EACH symptoms listed below):

Nausea

Y

N

Unsure



Vomiting

Y

N

Unsure


Diarrhea

Y

N

Unsure

If yes, Maximum number of stools in a 24-hour period: _________

Bloody diarrhea
Y

N

Unsure



Abdominal cramps
Y

N

Unsure


Fever 

Y

N

Unsure     Temp: ______°F

Chills

Y

N

Unsure


Headache

Y

N

Unsure


Body aches

Y

N

Unsure

Fatigue

Y

N

Unsure


Constipation
Y

N

Unsure

Other:

Y

N

Unsure


If yes, list other symptoms: _________________________________

4. Are you/your child still experiencing symptoms?  
Y
N  
Unknown

5. How long did your/your child’s symptoms last? ________ HOURS      

6. If ill, did you/your child see a physician regarding your illness?   Y
N  
Unknown 

Date of visit: _______________

Physician Name: _____________________________________     

Diagnosis by physician_________________________________

Laboratory tests done: Y
    N  
Unknown        Type: ______________________

Test Results______________________________

Type of medication given________________________

MODIFY THIS FOR THE SPECIFIC OUTBREAK IN QUESTION
7. PLEASE CHECK FOOD ITEMS YOU/YOUR CHLD ATE AT THE EVENT (please answer  Y=Yes, N=No or Unsure for EACH food listed below):

Food item   

Y
N   
Unsure

Food item   
Y
N
Unsure
Food item   

Y
N
Unsure

Food item   
Y
N
Unsure
Food item   

Y
N
Unsure

 

Food item   

Y
N
Unsure








Food item   

Y
N
Unsure



Food item   

Y
N
Unsure




Food item   

Y
N
Unsure
8. Did anyone in your household who did NOT attend the EVENT become ill with similar symptoms?

      Y
    N  
Unknown     Who?____________________ When did they become ill? ______________

THANK YOU FOR YOUR ASSISTANCE.  

PLEASE RETURN THE QUESTIONNAIRE TO:  ********

If you have questions, please call:

The designated contact person at the XX Health Department, 303-

The designated contact person at the  Colorado Department of Public Health and Environment, 303-692-2700

COMMENTS:    

2

