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Interviewer name ___________________
Respondent ID number___________________
Coccidioidomycosis Outbreak Questionnaire v1
Part I. Demographics/Introduction:

Pt. Name: ___________________________________________ 

Age: ________ years

Sex: _____Male   _____ Female

Race/Ethnicity: ________________________________________

Zip: __________

Parent’s Name (if child) _________________________________

Occupation (if adult) ____________________________________
Name and Address of Employer, daycare, school: _______________________________________
What grade in school? ______
Family members in residence:
	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	


Hello. My name is _______________________and I’m calling from the National Disease Control Center. I’m calling because there have been several unusual cases of coccidioidomycosis, or Valley Fever, and we are working to identify the source of infection so we can prevent additional illness. I would like to ask you some questions about your illness and experiences you had before becoming ill, that will help us in this investigation. This will take about 15 minutes. Can we go ahead?

If no: Is there a convenient time I can call you back? Day _____________

Time ___:___ am pm

Telephone: __________________

Who was interviewed? 
· Patient

· Other person

Part II. Medical History
1. At the time of symptom onset, did you/the patient have any chronic medical conditions? Y N
If yes, please describe. ____________________________________________
_______________________________________________________________
_______________________________________________________________

_______________________________________________________________

2. At the time of symptom onset, were you/the patient on any regular medications? Y N 

Please list, including approximate start dates: ___________________________
_______________________________________________________________
_______________________________________________________________
3. In the 6 weeks prior to symptom onset, had you/the patient had any other illnesses? If yes, please describe: 
	Illnesses (symptoms):
	Dates:

	
	

	
	

	
	


4. In the 6 weeks prior to symptom onset, had you/the patient visited the hospital for any reason? Y  N  
If yes, please describe.  

	Reason for visit:
	Date:
	Major events during stay:

	
	
	

	
	
	

	
	
	


5. In the 6 weeks prior to symptom onset, had you/the patient had any medical procedures (e.g., surgery, dialysis)? Y  N

If yes, please describe.
	Medical procedure:
	Date:

	
	

	
	

	
	


6. In the 6 weeks prior to symptom onset, did the patient change daycare/occupation/school? Y N If yes, when and how: _______________________________________________________________
_______________________________________________________________

7. Are you/the patient allergic to anything, including food, medications, pets, seasonal allergies, etc? Please describe: ______________________________

_______________________________________________________________
_______________________________________________________________
8. Do you/the patient currently smoke tobacco? Y  N  
If yes, how many cigarettes per day? _________
9. Is there anyone in the family who has a chronic medical condition? Y  N

If yes, who has it and what is the condition? ____________________________
_______________________________________________________________
_______________________________________________________________

_______________________________________________________________
 Part III. Exposure History

10. In the 6 weeks prior to symptom onset, has the patient had any travel for business or pleasure, including layovers, especially any travel to or through SW US (CA, AZ, NM, NV, TX, UT), Mexico, Central or South America, including layovers:: 
	Destination:
	Layovers, if any:
	Date:

	
	
	

	
	
	

	
	
	


11. If no, have any relatives/close contacts traveled to those specific regions? 
Y or N
12. To the best of your knowledge, do you/the patient have any belongings or property that originated or were purchased from those regions? Y N If yes, what items and what date introduced to the household? ________________________________________________________________
________________________________________________________________
13.. In the 6 weeks prior to symptom onset, did you/the patient have any pets at home, have contact with household pets elsewhere, or visit a household with pets? (including reptiles) Y N

If yes, how many and what type of pets? 
	Type of pet
	Date entered in house

	
	

	
	

	
	


- If you/the patient own any pets, have there been any changes in pet ownership – recent additions? Y N

14. In the 6 weeks prior to symptom onset, have you/the patient had any recent contact with family or close friends who have had similar symptoms? Y N If yes, please describe.

	Name
	Age
	Relationship
	Symptoms

	
	
	
	

	
	
	
	

	
	
	
	


15. In the 6 weeks prior to symptom onset, did you/the patient live in, work on, or visit a farm, or petting zoo? Y N

If yes, please describe.
	Number of days:
	Farm or petting zoo?
	Animals encountered:

	
	
	

	
	
	


15. Do you/the patient garden? Y N If so, how many hours per week?. ________________________________________________________________
________________________________________________________________
16. What are the top 5 activities/hobbies that you/the patient normally does?

1. __________________________________

2. __________________________________

3. __________________________________

4. __________________________________

5. __________________________________

17. Is there anything that hasn’t been mentioned on this list that is unusual that you/the patient has experienced in the 6 weeks prior to symptom onset? ________________________________________________________________
________________________________________________________________
________________________________________________________________
Interviewer name:___________________
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