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Follow-up of laboratory confirmed B. pertussis infection

You have been sent this form following laboratory confirmation of B. pertussis infection by culture, serology or PCR. Please complete as far as possible, ticking appropriate boxes where applicable.
Note: If a case is confirmed by more than one laboratory method you may receive this form twice in error. Please accept our apologies. It is not necessary to complete it twice.

	For HPA use only
	Date of laboratory confirmation
	Date of specimen


	Patient Details

	Surname:
	First name:
	Sex:  M □       F □

	NHS number:
	Date of birth: _____/_____/_____
	Age:

	Clinical History of Patient

	Date of first symptom onset:                                      _____/_____/_____
	

	Please indicate whether the following complications were present:

	Apnoeic attacks:      Yes □   No □  NK □
	Pneumonia:                              Yes □   No □  NK □

	Convulsions:            Yes □   No □  NK □
	Conjunctival haemorrhage:      Yes □   No □  NK □

	Death:                      Yes □   No □  NK □     If yes, date of death:                  _____/_____/_____

	Did the patient receive erythromycin or another macrolide?                                  Yes □   No □  NK □

	If yes, was this:
	For prevention: Yes □   No □  NK □      If yes, date started: _____/_____/_____

	
	For treatment:   Yes □   No □  NK □      If yes, Date started: _____/_____/_____


	Was the patient admitted to hospital?   Yes □   No □  NK □

If yes, which hospital were they admitted to:________________________________________________

If this patient was admitted please include a copy of the hospital discharge summary with this form.

	Had this patient been immunised against pertussis before symptom onset?     Yes □   No □  NK □

	How many doses of pertussis vaccine did they receive before symptom onset?_________________

	Dates of vaccination:
	1st dose
	_____/_____/_____

	
	2nd dose
	_____/_____/_____

	
	3rd dose
	_____/_____/_____

	
	4th dose
	_____/_____/_____

	Did the patient have contact with a suspected or known case of                 Yes □   No □  NK □
pertussis in the month before onset?

If yes, please specify where the contact took place:     home  □   playgroup □   school □   work  □   

                                                                                         Hospital □   other □   ____________________
And the age of the contact:            <1 □         1-4 □              5-9 □             10-14 □                 15+ □   
If in the home, was the contact the:  mother  □     father   □  sibling    □   other   □ 

	Completed by (please print):________________
	Signature:_________________
	Date:

	Position:_______________________________
	Contact tel no. ____________________________


